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“Recent  research 
has  delineated 
early,  more  subtle 
changes  In  lung  and 
Immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36:133-140 


cefaclor 


Pulvules* 
250  mg 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  intections  due  to 
susceptible  strains  of  indicated  organisms 


Brief  Sofflmary. 

Coasult  tl»  package  literature  for  prescrttikig  loforiRatiofl. 
Iftdication:  Lower  respiratory  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemophilus  influenzae,  and  Streptococcus  pyogenes 
(group  A p-hemoiytic  streptococci), 

Contraindicatitw;  Known  allergy  to  cephalosporins. 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  If  must  be  con- 
sidered in  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precauthms: 

• Discontinue  Ceclor  m the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include; 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbillltorm  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 
of  serum-sickness-llke  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sicKness-like 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
reported  more  frequently  in  children  than  In  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reptjrted. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis. 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy 

• Gastrointestinal  (mostly  diarrhea);  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness.  Insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other;  eosinophilla,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

Abriotmallties  in  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  in  hepabc  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  Increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs’  lest. 

• False-positive  tests  lor  urinary  glucose  with  Benedict's 
or  Fehling’s  solution  and  Clinitest * tablets  but  not  with 
Tes-Tape*'  (glucose  enzymatic  test  strip,  Lilly). 

PA  8791  AMP  {021490LRI) 

Additional  information  available  to  the  profession 
on  reguest  from  Eli  Lilly  and  Company,  Indianapolis, 
Indiana  46285. 
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No  one  ever  said  being  a doctor  was  easy! 

Do  you  frequently  find  yourself  frustrated 
by  government  mles  and  insurance  company  reg- 
ulations that  have  you  working  harder  and  making 
less?  Trying  to  take  care  of  your  patients  while 
handling  the  business  aspects  of  your  practice  is 
as  crazy  as  leaving  the  chute  on  the  back  of  El  Diablo. 

If  contract  insurance  plans  and  office  problems 
are  giving  you  a rough  ride,  take  the  bull  by  the 
horns  and  call  the  Professionals  at  Professional 
Office  Management. 

POM  is  the  oldest  and  most  reliable  practice 
management  company  in  Oklahoma.  We  have  the 
experienced  staff  and  resources  necessary  to  keep 
your  medical  office  riding  high. 


With  our  medical 
expertise  and  personal 
attention  to  details,  | 
you’ll  be  back  in  the  j 
saddle  in  no  time.  | 
Hang  onto  your  hat,  and  leave  the 
rest  to  the  Professionals.  ' 


laTW 

I Professional 

Office  Management 


Professional  Office  Management  • 1100  N.  Classen  Blvd.,  Suite  100,  Oklahoma,  OK  75106  • 405/232-7059 
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Dr  and  Mrs  Hays  R.  Yandell,  Tulsa.  This 
month  Dr  Yandell  becomes  the  seventeenth 
Leader  in  Medicine  to  be  profiled  in  the 
Journal. 

Photograph  by  Jim  Thomas.  Art  direction 
by  Graphic  Art  Center,  Oklahoma  City. 
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Taking 

the 

Critical 

Care 

Environment 
to  the  Patient 


Unique  to  Oklahoma,  St.  Anthony  Hospital’s 
Cardiac  Intervention  Unit  (CIU)  assures  physicians 
that  their  cardiovascular  patients  will  receive 
expert  attention  from  nurses  experienced  in  all 
phases  of  cardiac  treatment  during  transport. 

CIU  nurses  transport  patients  with  special  drugs 
infusing  and  they  also  monitor,  adjust  or  initiate 
drug  therapy,  including  tPA.  The  CIU  enables  your 
hospital  to  keep  the  registered  nurses  where  they 
are  most  needed  and  ensures  that  ambulances  are 
in  town  for  the  next  emergency. 

If  you  already  refer  to  a cardiologist  on  staff  at 
St.  Anthony  Hospital,  you  can  call  the  cardiologist 
to  dispatch  the  CIU  or,  you  can  request  the  CIU 
directly  by  calling  our  toll  free  number 
1-800-999-7248,  or  in  the  Oklahoma  City  area, 
272-7248. 


The  Cardiac  Intervention 
Unit  features: 

* Licensed  as  an  ambulance  provider, 
Specialty  Care  Level  ambulance  by  the 
Oklahoma  State  Department  of  Health  in 
accordance  with  Oklahoma  statutes. 

* RNs  operate  under  cardiology  depart- 
ment approved  standing  orders.  They 
are  authorized  to  assess  and  treat 
according  to  our  standing  orders  and 
physician  backup  will  be  available  at  all 
times  via  the  CIU  cellular  phone  to  St. 
Anthony  Hospital’s  emergency  room. 

* Nurses  are  code  blue  certified, 
intubation  certified  and  have  success- 
fully completed  an  extensive  training 
and  testing  program. 

* Transport  within  a two-hour  radius  of 
St.  Anthony  Hospital. 

* St  Anthony  Hospital 

A MEMBER  OE  THE  55M  HEALTH  CARE  SYSTEM 
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Mirror,  Mirror  on  the  Wall 

There  are  perhaps  three  life  experiences  that  can  fun- 
damentally reconstruct  the  ego  boundaries  be- 
queathed to  humans  by  their  parental  milieu.  A wise 
Oklahoma  medical  teacher,  Dr  Gordon  W.  Deckert, 
has  said  that  such  a cataclysm  of  mind  may  some- 
times be  accomplished  by  having  a baby,  fighting  a 
war,  or  going  to  medical  school. 

Attending  medical  school  may  or  may  not  alter 
the  student  physician’s  personality.  But  there  are 
some  negative  personality  traits  that  are  commonly 
ascribed  to  physicians.  For  example,  medicine’s 
enemies  frequently  characterize  physicians  as  “ar- 
rogant.” Also,  the  label  “egotistical”  may  be  applied 
to  physicians  by  both  enemies  and  friends,  and  some- 
times even  by  other  physicians.  We  can  still  re- 
member our  own  first-year  medical  school  class  as 
being  the  largest  bunch  of  “egotists”  ever  encoun- 
tered in  one  room.  An  unhappy  fact  of  our  times  is 
that  the  general  public  often  portrays  physicians  as 
“arrogant”  and  “egotistical.” 

Our  esteemed  Editor  Emeritus,  Dr  Mark  R. 
Johnson,  has  written:  “A  physician’s  ego  is  well  de- 
veloped, if  not  insatiable.  If  it  were  not,  he  could  not 
have  endured  the  ordeal  of  becoming  a physician.” 

To  become  a physician  is  indeed  an  ordeal,  and 
only  those  students  with  a mature  ego  stay  the 
course.  However,  it  is  that  part  of  the  ego  that  projects 
poise,  or  composure,  and  equanimity  that  maintains 
the  student,  and  not  that  common  element  of  “ego” 
that  implies  selfishness  and  self-centeredness.  Also, 
we  note  that  the  concept  of  the  self-centered  ego  is  the 
opposite  of  altruism,  and  we  believe  that  most  medi- 
cal students  and  physicians  have  a well-developed 
streak  of  altruism  in  them  that  the  admissions  com- 
mittee recognized  as  a precondition  of  admission  to 
medical  school.  The  self-centered  egotist  is  rather 
rare  among  physicians.  The  self-confident  but  al- 
truistic egotist  is  quite  prevalent  among  physicians. 


Medicine’s  public  critics  rarely  separate  these  com- 
plex ideas  before  criticizing. 

We  believe  that  arrogance  is  sometimes  imputed 
to  physicians  as  a result  of  perspective  differences. 
For  example,  most  physicians  go  to  great  lengths  to 
be  “objective”  in  the  evaluation  of  cases,  and  are 
taught  in  medical  school  to  shun  responsibility  for 
medical  decisions  where  objectivity  is  not  main- 
tained. However,  this  ingrained  objectivity  may  well 
be  seen  as  noninvolvement  by  the  patients  or  pa- 
tients’ families. 

When  a patient  dies,  the  family  expects  to  with- 
draw from  life  and  work  for  a time  of  emotional  recon- 
ditioning, and  in  reverance  to  the  departed.  The 
length  of  time  devoted  to  this  retreat  is  proportional 
to  the  “emotional  value”  of  the  deceased.  But  the  be- 
reaved family  may  see  the  physician’s  “objectivity”  in 
emotional  terms.  The  physician’s  apparent  failure  to 
grieve  or  withdraw,  and  the  moving  on  to  the  next 
case,  may  be  interpreted  as  demonstrating  that  the 
decedent  had  little  human  value  to  the  physician.  In 
the  family’s  emotional  life,  this  may  be  a “put  down” 
that  generates  an  angry  label  of  “arrogant”  for  the 
physician. 

We  of  the  medical  profession  may  intuitively  rec- 
ognize in  our  colleagues  those  ego  attributes  needed 
for  survival  by  a physician,  but  patients’  families  do 
not  have  this  intuition.  We  should  also  remember 
that  patients  and  patients’  families  never  see  the  loss 
of  health  or  life  objectively.  Therefore,  we  must  make 
a conscious  effort  to  communicate  a confirmation  of 
the  human  value  of  every  patient  to  that  patient  and 
family. 
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New  Technology  in  a New  Decade 


The  technology  available  to  our 
patients  (and  to  ourselves  when 
we  become  ill)  is  the  bedrock  of 
the  stunning  advances  in  medi- 
cine since  World  War  II.  If  we  do 
not  exercise  care,  however,  we 
risk  being  frozen  at  the  status 
quo  for  many  decades. 

The  problem  lies  with  our 
federal  bean  counters.  They 
have  observed  that  the  “excess' 
health  care  sector  is  a result  of  new  services  (ie,  new 
technology).  Since  dramatic  improvements  in  quality 
of  life  and  the  constant  increase  in  life  expectancy  are 
not  countable,  many  political  and  bureaucratic  types 
are  preparing  to  shut  off  the  flow  of  technology 
from  laboratory  to  patient. 

The  approaches  to  the  destruction  of  technology 
and  the  Romaniation  of  American  medicine  are  mul- 
tiple, subtle,  and  often  couched  in  the  language  of 
“something  good.”  Some  examples;  We  are  all  famil- 
iar with  such  advances  as  computerized  tomography 
and  tissue  plasminogen  activator.  The  economic  lud- 
dities  of  our  government  attempted  to  block  the 
spread  of  these  modalities  by  simply  refusing  to  pay 
for  them.  Failure  to  pay  for  new  technology  is  becom- 
ing common.  In  Massachusetts,  Blue  Cross/Blue  Shield 
both  in  their  private  capacity  and  as  the  Medicare 
carrier  refuse  to  pay  for  a variety  of  laboratory 
studies  that  are  in  common  use  across  America  and 
which  are  required  for  modem  patient  care.  Because 
we  still  have  freedom  in  the  United  States,  the  pri- 
vate sector  can,  at  least  for  a while,  continue  to  pro- 
vide the  capital  and  resources  needed  to  move  tech- 
nology into  the  patient  care  arena. 

The  next  wave  of  the  bean  counters’  offense  is 
more  serious.  They  will  be  glad  to  pay  for  it  — so  long 
as  it  is  not  “experimental.”  It  does  not  matter  ifthere 
are  hundreds  of  scientific  papers  supporting  a tech- 
nology or  even  if  there  is  FDA  approval.  The  account- 
ing gnomes  who  know  the  price  of  everything  and  the 


value  of  nothing  often  make  the  critical  decisions. 
And  the  critical  decision  is  always,  “No.” 

There  are  several  ways  of  attacking  the  “experi- 
mental” problem  — some  of  which  involve  significant 
traps  for  American  medicine.  The  efficacious  ap- 
proach is  to  join  with  the  practitioners  of  the  other 
learned  profession,  law,  and  sue  the  government  or 
third  parties  for  payment.  This  approach  is  successful 
over  90%  of  the  time  and  carries  no  substantial  risk 
for  medicine.  Unfortunately,  the  science-related  bent 
of  physicians  leads  them  to  suggest  other  means  of 
resolving  the  question  of  what  is  experimental  — 
usually  calls  for  “cost-benefit  analysis”  or  “effective- 
ness research.”  I believe  these  are  horrible  traps  for 


Costs  are  what  one  calls  them^ 
benefits  are  in  the  eyes  of  the 
beholder^  and  effectiveness 
research  is  an  oxymoron. 


the  profession.  Costs  are  what  one  calls  them,  bene- 
fits are  in  the  eyes  of  the  beholder,  and  effectiveness 
research  is  an  oxymoron.  Even  the  FDA,  because  of 
AIDS,  is  being  forced  to  acknowledge  tbe  limitations 
of  clinical  trials  (one  basis  of  “determining  effective- 
ness”). If  we  enter  this  quagmire,  we  are  lost. 

Yet  another  line  of  luddite  attack  is  the  FDA  it- 
self. FDA  approval  is  required  for  marketing  in  this 
country.  We  are  already  years  behind  Europe  in  the 
introduction  of  new  dmgs  because  of  our  FDA.  What 
is  not  generally  known  is  that  the  1976  Food  & Drug 
Act  Amendments  place  all  goods  used  in  medical  care 
under  FDA  control.  This  is  a much  more  difficult  box 
from  which  to  maneuver  out.  It  would  behoove  us  now 
to  initiate  the  political  steps  necessary  to  reduce  FDA 


inflation  in  the 
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surveillance  to  safety  from  the  current  safety  and  ef- 
ficacy. 

Finally,  one  can  always  attack  the  new  technology 
problem  by  shutting  off  research.  A look  at  constant 
dollar  federal  appropriations  for  research  over  the 
last  20  years  will  confirm  that  limitations  on  re- 
search are  already  in  place. 

This  decade  is  likely  to  see  some  political  deci- 
sions regarding  all  of  the  above  avenues  for  address- 
ing new  medical  technology.  We  as  professionals 
would  be  well  advised  to  keep  as  many  controls  as  pos- 


sible in  the  private  rather  than  the  public  sector.  We 
also  would  be  advised  to  ask  our  elected  officials,  at 
every  opportunity,  what  they  are  doing  to  encourage 
the  flow  of  new  technology  to  the  medical  service  of 
mankind.  “Nothing”  is  not  the  right  answer. 
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3400  N.W.  Expressway,  Suite  800 
Oklahoma  City,  Oklahoma  73112 


(405)  945-4278 


1 -800-522-6525 


24  Hour  Referral  and  Consultation 


8 


/ Okla  State  Med  Assoc,  Vol  84,  January  1991 


Scientific 


Brachial  Plexus  Neuropathy 


G.  Bryant  Boyd,  MD 


Brachial  plexus  neuropathy  is  a common  syndrome  that, 
although  a distinct  clinical  entity,  is  often  unrecognized. 

The  illness  is  characterized  by  the  acute  onset  of 
shoulder  girdle  pain  without  constitutional  symptoms. 
The  pain  persists  for  1 to  2 weeks,  then  subsides,  with 
the  development  of  weakness  and  atrophy  in  the  af- 
fected muscles.  Good  recovery  usually  occurs  but  may 
take  up  to  three  years.  There  is  no  effective  treatment. 

Since  this  condition  may  masquerade  as  bursitis,  cer- 
vical disc  disease,  or  other  conditions  commonly  seen 
by  general  physicians,  it  is  important  to  recognize  this 
disorder. 

Illustrative  Case  1 

This  20-year-old  white  male  (Fig  1)  complained  of  the 
abrupt  onset  of  severe  left  shoulder  pain  that  per- 
sisted for  two  weeks.  After  the  pain  subsided  the  pa- 
tient noted  the  onset  of  weakness  and  occasional 
cramps  in  the  shoulder  muscles.  On  examination  at 
eight  weeks  there  was  atrophy  of  the  supraspinatus, 
infraspinatus,  and  trapezius.  No  fasiculations  were 
present.  He  had  mild  scapular  winging.  No  sensory 
findings  were  present. 

Illustrative  Case  2 

This  69-year-old  white  male  (Fig  2)  complained  of 
right  shoudler  pain  for  one  week.  The  pain  was  deep 
and  aching  in  nature  and  not  particularly  aggravated 


Direct  coirespondence  to  G.  Bryant  Boyd,  MD,  Kelly  Professional  Building,  Suite  1003, 
6565  South  Yale,  Tulsa,  OK  74136. 


by  shoulder  or  cervical  spine  motion.  One  week  after 
the  pain  subsided  the  patient  noted  right  shoulder 
weakness  manifested  by  difficulty  using  a towel  to 
dry  his  left  shoulder. 

Physical  examination  revealed  weakness  of  the 
serratus  anterior  with  winging  of  the  right  scapula. 
No  other  muscle  appeared  affected  on  clinical  testing. 
The  patient  had  no  sensory  complaints  other  than 
the  initial  pain. 

Clinical  Features 

Brachial  plexus  neuropathy  most  commonly  affects 
adult  males.  It  initially  presents  as  pain,  usually  in 
the  shoulder-girdle,  that  is  deep  and  aching  in  na- 
ture. One  to  two  weeks  from  onset  the  pain  rapidly 
subsides  almost  concomitant  with  the  onset  of  mus- 
cle weakness.'  Atrophy  of  affected  muscles  is  noted 
shortly  thereafter.  Any  shoulder-girdle  muscle  may 
be  affected  singly  or  in  a group.  The  most  common 
group  involves  the  deltoid,  supraspinatus,  and  infra- 
spinatus.^ When  only  a single  muscle  is  affected  it  is 
most  commonly  the  serratus  anterior  with  sub- 
sequent scapular  winging.  Occasionally  the  process 
will  be  bilateral  and  has  caused  paralysis  of  the  dia- 
phragm. Distal  arm  weakness  or  even  total  paralysis 
can  occur.  Sensory  changes  are  frequently  present 
but  represent  a minor  part  of  the  clinical  picture. 
Constitutional  symptoms  do  not  occur  and  the  CBC 
and  sedimentation  rate  are  normal.®  Gk)od  functional 
recovery  occurs  for  many  in  six  to  twelve  weeks®  but 
can  take  up  to  three  years. As  a rule,  patients  with 
lower  plexus  lesions,  longer  duration  of  pain,  or  ex- 
tensive paralysis  require  the  most  recovery  time.®  '* 
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Figure  1.  Twenty-year-old  white  male  with  muscle  atrophy  and  mild 
spacular  winging. 

Etiology 

Brachial  plexus  neuropathy  has  been  reported  to  fol- 
low a diversity  of  conditions  including  influenza,® 
coxsackie  virus,®  vaccinations,"*  trauma,*  and  surgical 
convalescence,*  but  no  causal  relationship  has  been 
established.  The  majority  of  cases  have  no  antecedent 
illnesses,  and  the  etiology  remains  obscure.® 

Differential  Diagnosis 

The  clinical  course  of  abrupt  onset  of  shoulder  pain 
followed  by  muscle  weakness  and  atrophy  with  sub- 
sequent recovery  of  function  is  fairly  specific  for 
brachial  plexus  neuropathy. 

Other  conditions  to  be  considered  are  listed  in 
Table  1. 

Treatment 

There  is  no  definite  therapy  for  brachial  plexus  neu- 
ropathy. Corticosteroids  have  not  been  shown  to  be  ef- 
fective."*  Fortunately,  good  recovery  usually  occurs.  (J) 
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Figure  2.  Sixty-nine-year-old  white  male  with  winging  of  the  right 
scapula. 


Table  1.  Other  Conditions  to  Be  Considered 


Cervical  Root  Syndrome 
Disc 

Spondylosis 

Tumor 

Periarticular  Shoulder  Disorders 
Bicipital  tendonitis 
Subacromial  bursitis 
Rotator  cuff  syndromes 
Pancoast  Tumor 
Thoracic  Outlet  Syndromes 
Motor  Neuron  Disease 
Peripheral  Nerve  Entrapment 
Dorsal  scapular  nerve 
Suprascapular  nerve 
Poliomyelitis 
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Cocaine  Metabolites  in 
Pre-Columbian  Mummy  Hair 

Larry  W.  Cartmell,  MD;  Arthur  Aufderhide,  MD;  Cheryl  Weems,  MT 


Chewing  of  coca  leaves  was  an  integral  part  of  many 
Andean  pre-Columbian  populations.  Since  the  cocaine 
metabolite  benzoylecognine  is  entrapped  in  hair  of  the 
user,  this  could  serve  as  a convenient  specimen  for 
analysis.  We  tested  the  scalp  hair  of  8 Chilean  mummies 
with  dates  ranging  from  2000  BC  to  1500  ad.  This  article 
reports  that  benzoylecognine  is  very  stable  and  can  be 
found  in  mummy  hair. 

Many  practicing  physicians  today  are  deeply  in- 
volved in  the  diagnosis  and  treatment  of 
cocaine  addiction.  Our  clinical  approaches  may  well 
be  enhanced  hy  an  understanding  of  coca  leaf  prac- 
tices among  Andean  populations  in  the  past  includ- 
ing its  possible  use  by  prehistoric  medical  practition- 
ers. Current  literature  on  this  topic,  however,  is  con- 
flicting. The  purpose  of  this  report  is  the  identifica- 
tion of  a method  whose  application  could  materially 
assist  in  the  clarification  of  this  problem. 

The  coca  plant  is  native  to  much  of  South 
America.  Its  use  among  the  indigenous  population 
was  first  documented  in  the  new  world  which  now 
bears  his  name  by  Amerigo  Vespucci  in  1499,  who 
stated  “Their  cheeks  bulged  with  leaves  of  a certain 
green  herb.”^  Precontact  use  of  coca  leaves  has  been 
inferred  from  archeological  finds.  These  include  a 
number  of  mummy  bundles  with  coca  leaves  and  lime 
containers  used  by  chewers.^  Both  mummies  and 
human  effigy  vessels  clearly  show  the  bulging  cheek 
of  a quid  chewer.  Coca  use  is  also  documented  in  a re  - 
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cent  National  Geographic^  in  an  effigy  vessel  photo- 
graph from  the  Moche  culture  approximately  2000 
years  ago.  The  coca  leaf  has  even  been  implicated  as 
the  intoxicant  for  ceremonial  sacrifices,^  and  coca- 
rich  saliva  may  have  been  the  first  local  anesthetic 
when  used  by  pre-Columbian  surgeons  for  skull 
trephination.®  In  spite  of  these  extensive  finds,  how- 
ever, it  is  generally  believed  that  most  pre-Colum- 
bian coca  leaf  use  was  restricted  to  the  upper  classes 
and  then  only  for  ceremonial  use,®  a view  generated 
by  Inca  practices  at  the  time  of  the  Peruvian  con- 
quest. Direct  measurement  of  coca  leaf  metabolites 
in  body  tissue  of  appropriately  selected  archeological 
human  remains  could  resolve  this  controversy. 

The  cocaine  metabolite  benzoylecgonine  is  depo- 
sited in  the  hair  matrix  during  biosynthesis.  This  re- 
mains a permanent  part  of  the  fiber  and  is  not  re- 
moved by  repeated  washes  with  shampoo.^  The  hair 
therefore  serves  as  an  ideal  vehicle  for  detection  of 
this  drug,  and  recent  studies  have  shown  the  utility 
of  using  hair  for  the  detection  of  cocaine  abuse.®  Ben- 
zoylecgonine has  been  detected  in  post  mortem  hair 
samples  V-A  years  after  death  and  opiates  have  been 
found  in  the  poet  Keats’s  hair  167  years  after  his  de- 
mise.® 

We  undertook  a study  to  determine  if  benzoylec- 
gonine could  be  found  in  the  hair  of  Andean  mum- 
mies. These  came  from  the  Atacama  Desert  of  north- 
ern Chile  and  southern  Peru,  one  of  the  most  arid  re- 
gions in  the  world.  While  this  makes  survival  dif- 
ficult, it  allows  preservation  of  many  biological  mate- 
rials such  as  tissue,  hair,  and  textiles.  We  analyzed 
hair  from  8 individual  mummies  from  this  region. 
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Their  ages  range  from  3 to  60  years.  The  archeologi- 
cal period  spans  a range  of  2000  BC  (Chinchorro  cul- 
ture) to  1400  AD  (Inca). 

Materials  and  Methods 

The  mummy  hair  was  obtained  from  the  human 
mummy  tissue  files  of  the  Paleobiology  Laboratory  at 
the  University  of  Minnesota-Duluth  Medical  School. 
A negative  control  was  provided  from  laboratory  per- 
sonnel. A positive  control  was  furnished  by  the  Tar- 
rant County  (Texas)  Medical  Examiner’s  Office.  All 
hair  was  processed  independently  to  prevent  any 
cross  contamination.  It  was  initially  washed  with  a 
commercial  shampoo  (Prell)  and  rinsed  10  times  in 
distilled  water.  The  hair  was  allowed  to  dry  and  then 
weighed. 

The  extraction  procedure  has  been  described  by 
Valente.'®  The  hair  was  vortexed  in  test  tubes  with 
1 ml  of  .1  normal  HCL.  The  mixture  was  then  ex- 
tracted overnight  in  a 45°C  water  bath.  The  acid  ex- 
tract was  neutralized  with  0.1  ml  of  .1  normal  sodium 
hydroxide  and  buffered  with  0.9  ml  of  phosphate  buffer 
to  an  approximate  pH  of  7.2.  This  mixture  was  vor- 
texed and  spun  for  10  minutes  at  3000  rpm.  The  ex- 
tract was  then  removed  from  the  hair  and  a second 
spin  performed.  Twenty-five  microliters  of  the  extract 
was  analyzed  by  radioimmunoassay  according  to  the 
manufacturer’s  recommendations  for  determination 
of  the  cocaine  metabolite  benzoylecgonine  in  urine 
(COAT-A-COUNT,  Diagnostic  Products  Corporation, 
Los  Angeles).  A result  greater  than  5 ng  metabolite/ 
10  mg  hair  was  interpreted  as  positive. 

Results 

Eight  samples  were  tested  and  two  were  positive.  One 
positive  and  one  negative  sample  were  submitted  to 
an  independent  laboratory,  which  specializes  in  hair 
analysis  for  drug  abuse,  for  repeat  testing  without 
their  knowledge  of  our  results  (Psychemedics  Corpo- 
ration, Santa  Monica,  Calif).  In  addition,  both  a posi- 
tive and  a negative  extract  sample  were  submitted  to 
the  Tarrant  County  Medical  Examiner’s  Office  for 
confirmation  by  gas  chromatograph/mass  spec- 
trometry. All  submitted  specimen  results  agreed 
with  our  original  observation. 

Comment 

The  oldest  group  (radiocarbon  dates  2000  BC)  we 
tested  was  from  the  Chinchorro  ( Spanish  term  for  fish 
net)  culture.  This  culture  represents  a coastal  people 
who  employed  a maritime  subsistence  strategy  and 
probably  had  little  access  to  coca  leaf.  All  four  of 


these  samples  were  negative.  The  two  other  negative 
hair  samples  came  from  subadult  mummies  exca- 
vated from  the  Azapa  Valley  near  Arica  in  northern 
Chile  at  about  18°S  latitude.  Their  grave  goods  indi- 
cate this  group  were  primarily  agriculturalists  and 
radiocarbon  dates  span  the  period  from  1050  to 
1200  AD. 

The  two  positive  samples  both  came  from  the 
Camarones  Valley  in  northern  Chile  at  about  19°S 
latitude.  These  individuals  were  naturally  mum- 
mified and  were  excavated  from  a cemetery  of  about 
60  persons.  Their  grave  goods  were  characteristic  of 
the  Inca  culture.  Radiocarbon  dates  from  this  site 
cluster  in  the  1450  to  1500  AD  range.  One  of  these  in- 
dividuals was  a 25-year-old  female  and  the  other  was 
a 3-year-old  male.  At  this  time  we  can  only  speculate 
that  the  child  acquired  cocaine  through  mother’s 
milk  or  perhaps  as  a medicinal  agent. 

These  studies  further  indicate  that  benzoylec- 
gonine is  a very  stable  compound  in  hair  and  that 
modem  medical  technology  can  assist  other  disci- 
plines. The  results  of  this  preliminary  study  seem  to 
justify  application  of  this  method  in  a much  larger 
cross-cultural  study  to  help  define  coca  leaf  practices 
by  the  ancient  Andean  population.  (J 
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Education 


Recruiting  into  Nursing: 

How  the  Physician  Can  Help 


Francene  Weatherby,  RN,  PhD 


Multiple  reasons  for  the  current  nursing  shortage  in  the 
state  and  nation  are  examined.  The  article  describes 
how  the  University  of  Oklahoma  College  of  Nursing  has 
endeavored  to  meet  this  growing  demand  for  nurses 
through  the  development  of  a number  of  innovative  op- 
tions for  students  pursuing  a nursing  career.  Among  the 
special  features  of  the  program  which  are  related  are  ad- 
vanced placement  for  associate  degree,  diploma,  and 
licensed  practical  nurses;  credit  by  examination  for 
selected  beginning  nursing  courses;  and  flexible  part- 
time  scheduling.  A number  of  useful  strategies  are  pro- 
vided which  physicians  can  use  to  help  recruit  qualified 
individuals  into  nursing. 

The  Bureau  of  Labor  Statistics  has  projected  regis- 
tered nursing  as  the  health  occupation  that  will 
have  the  most  new  jobs  between  1986  and  2000  — an 
additional  612,000  jobs. ^ There  simply  aren’t  enough 
RNs  to  meet  the  nation’s  needs,  even  though  there 
are  more  nurses  working  in  nursing  and  more  nurses 
working  full-time  than  ever  before.  Utilization  of 
RNs  has  almost  doubled  from  50  RNs  per  100  pa- 
tients in  1972  to  96  RNs  per  100  in  1986.^ 

This  increased  demand  for  nurses  has  been  attri- 
buted to  several  major  changes  in  the  health  care  cli- 
mate in  the  1980s®; 

• The  implementation  of  cost  reduction  meas- 
ures, mainly  the  prospective  payment  system,  has  led 
to  increased  patient  morbidity  in  hospitals  and  there- 
fore an  increased  workload  for  RNs. 


Direct  correspondence  to  Francene  Mary  Weatherby,  RN.  PhD,  OU  College  of  Nursing. 
1100  North  Stonewall,  Oklahoma  City,  OK  73190. 


• Rapidly  advancing  technology  has  made  pa- 
tient care  more  complex,  requiring  a higher  caliber 
of  nurses  to  deliver  care. 

• Increased  demands  for  home  care,  health 
maintenance  organizations,  and  ambulatory  care 
services  have  drained  nursing  personnel  from  the 
hospital  setting  to  a widening  variety  of  community 
settings. 

• The  AIDS  epidemic  and  the  increasing  number 
of  elderly  in  the  population  have  created  new  de- 
mands on  the  nursing  community. 

• The  newer  emphasis  on  healthier  life-styles  has 
provided  fresh  opportunities  for  nurses  in  the  area  of 
health  promotion  and  disease  prevention. 

Because  of  these  factors,  hospitals,  the  principal 
employers  of  nurses,  are  now  facing  an  acute  shor- 
tage, particularly  of  registered  nurses  who  are  edu- 
cated and  qualified  to  work  in  specialty  areas. ^ ® The 
Division  of  Nursing,  Health  Resources  and  Services 
Administration  predicts  that  by  the  year  2000  there 
will  be  one-half  as  many  nurses  with  baccalaureate 
degrees  as  will  be  needed  nationwide.® 


This  is  the  third  in  a series  of  articles  dealing  with 
medical  education  and  recruitment  in  Oklahoma 
and  generated  at  the  request  of  the  OSMA-OUHSC 
Liaison  Committee.  The  articles  were  sought  out 
and  submitted  with  the  assistance  of  Edward  N. 
Brandt,  Jr.,  MD,  PhD,  executive  dean  at  the  Univer- 
sity of  Oklahoma  College  of  Medicine. 
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RECRUITING  INTO  NURSING 


Given  the  current  demonstrated  need  for  nurses, 
the  next  step  becomes  alleviation  of  this  need 
through  conscientious  recruitment  of  qualified  indi- 
viduals. The  following  strategies  should  prove  help- 
ful for  physicians  in  assisting  this  recruitment: 

• Emphasize  the  multiple  opportunities  of  a nurs- 
ing career  such  as  working  in  hospital  nursing,  teach- 
ing in  a college  or  university,  designing  and  directing 
health  care  programs  for  businesses  and  physical  fit- 
ness organizations,  enlisting  in  military  assign- 
ments, and  conducting  nursing  research. 

• Refer  interested  parties  to  the  University  of 
Oklahoma  College  of  Nursing,  Office  of  Student  Af- 
fairs, (405)  271-2125. 

• Assist  with  scholarship  monies,  either  person- 
ally or  through  your  hospital  or  health  care  agency, 
to  help  finance  a student’s  nursing  education. 

• Use  opportunities  provided  by  the  media  to  dis- 
seminate information  about  opportunities  for  nurs- 
ing employment. 

• Encourage  potential  candidates  to  spend  some 
time  with  an  exceptional  nursing  role  model  you 
know. 

• Foster  a positive  work  environment  in  your 
health  care  facility  which  will  increase  the  chances 
of  retaining  good  nurses. 

The  University  of  Oklahoma  College  of 
Nursing  Baccalaureate  Program 

The  College  of  Nursing  at  the  University  of  Okla- 
homa has  developed  a number  of  of  options  for  stu- 
dents pursuing  a nursing  career.  Each  career  path- 
way combines  academic  rigor  with  the  flexibility 
needed  to  accommodate  the  adult  learner.  Career 
pathways  have  been  developed  for  the  traditional 
generic  baccalaureate  student,  the  LPN  or  RN  who 
is  returning  to  the  university  for  a BSN,  and  the  in- 
dividual who  has  a baccalaureate  degree  in  another 
field  such  as  medical  care  technology.  In  addition,  in- 
dividuals with  degrees  in  non-health-related  areas 
are  enrolling  in  increasing  numbers  at  the  College  of 
Nursing  in  the  baccalaureate  program. 

Traditional  Generic  Students.  The  traditional 
course  of  study  for  the  baccalaureate  degree  in  nurs- 
ing involves  a two-part  program.  The  first  two  years 
of  study  give  the  student  a broad  foundation  in  the 
liberal  arts  and  sciences  and  can  be  taken  at  any 
accredited  college  or  university.  The  last  two  years  in- 
clude 60  credit  hours  of  course  work  in  the  nursing 
major  at  the  University  of  Oklahoma  College  of  Nurs- 
ing. 

Coursework  in  liberal  studies  and  nursing  is  inte- 


grated to  give  the  graduate  nurse  knowledge  and 
commitment  to  the  profession  as  well  as  a broader 
view  of  the  profession’s  place  in  the  world  and  a sense 
of  social  responsibility.  Courses  in  liberal  studies  in- 
clude two  courses  in  English  composition  (3  credits 
each),  statistics  (3  credits),  general  biology  with  lab 
or  general  zoology  (4  to  5 credits),  human  physiology 
(4  credits),  human  anatomy  (5  credits),  microbiology 
with  lab  (4  to  5 credits),  nutrition  (3  credits),  general 
chemistry  with  lab  (4  to  5 credits),  US  government  (3 
credits),  US  history  (3  credits),  and  sufficient  free 
electives  and/or  general  education  coursework  to 
total  67  semester  credit  hours.  A 2.0  cumulative 
grade  point  average  and  a minimum  of  a 2.0  Univer- 
sity of  Oklahoma  grade  point  average  are  required 
for  consideration  for  admission  to  the  College  of  Nurs- 
ing. 

Following  completion  of  at  least  30  semester 
hours  of  prerequisite  coursework,  the  student  must 
make  application  to  the  College  of  Nursing  through 
the  Office  of  Admissions  and  Records  at  the  Univer- 
sity of  Oklahoma  Health  Sciences  Center.  The  Col- 
lege of  Nursing  has  a limit  on  the  number  of  students 
admitted  to  the  nursing  major  each  year.  A faculty 
committee  considers  all  applicants  for  admission; 
higher  priority  is  given  to  students  who  have  com- 
pleted all  prerequisites  for  the  nursing  major  courses. 

Once  admitted  to  the  College  of  Nursing,  the  stu- 
dent begins  two  years  of  full-time  study  in  upper- 
division  nursing  major  courses  at  the  Health  Sci- 
ences Center  campus  in  Oklahoma  City.  Students 
also  may  pursue  coursework  on  a part-time  basis. 
Upper-division  nursing  courses  must  be  completed 
within  a maximum  of  six  years. 

In  addition  to  tuition,  financial  obligations  in 
nursing  school  will  include  books  (which  can  run  sev- 
eral hundred  dollars  per  year),  lab  fees,  uniforms, 
equipment,  and  travel.  Numerous  sources  exist  to 
help  with  these  expenses  and  include  College  of  Nurs- 
ing scholarship  funds  and  financial  aid  programs, 
professional  nursing  organizations’  scholarship 
funds,  tuition  reimbursement  plans  from  hospitals 
and  other  health  care  agencies,  and  state  and  federal 
government  funds.  Students  should  check  with  the 
Financial  Aids  Office  for  details  and  application 
forms. 

The  nursing  curriculum  is  divided  into  three 
major  areas:  the  nursing  profession,  health  promo- 
tion and  disease  prevention,  and  health  restoration 
and  rehabilitation.  Courses  are  designed  to  integrate 
theoretical  knowledge  and  clinical  practice  in  a vari- 
ety of  health  care  settings. 
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The  LPN,  RN,  or  Individual  with  Previous 
Health-Related  Experience.  Within  recent  years, 
there  have  been  increasing  personal  and  external 
pressures  on  practicing  nurses  to  continue  their  for- 
mal education.  In  response  to  these  demands,  the 
University  of  Oklahoma  College  of  Nursing  has  de- 
veloped some  innovative,  accelerated  options  for 
these  career  mobility  students.  Specific  features  of 
the  Career  Mobility  Program  include: 

• Flexibility  in  awarding  credit  for  prerequisite 
coursework 

• Credit  by  examination  for  the  entire  junior 
year,  including  clinical  coursework,  utilizing  na- 
tional standardized  examinations 

• A full  range  of  classes  available  during  daytime 
and  evening  hours 

Prerequisite  credit  can  be  obtained  in  a variety  of 
ways  including  challenge  examinations  such  as  the 
CLEP  tests  and  correspondence  courses  or  transfer 
credits  from  any  accredited  college  or  university  in 
the  state.  There  are  no  time  limits  for  accepting  pre- 
vious coursework. 

When  considering  going  back  to  school,  many 
practicing  nurses  are  discouraged  by  the  thought  of 
having  to  repeat  basic  courses  in  nursing  with  begin- 
ning generic  students.  The  Career  Mobility  Program 
eliminates  this  concern  by  providing  registered 
nurses  and  licensed  practical  nurses  with  the  oppor- 
tunity to  take  the  national  standardized  NLN  Nurs- 
ing Mobility  Profile  II  examinations  and  receive 
credit  for  up  to  30  hours  of  nursing  courses  — the  en- 
tire junior  year  of  study.  These  examinations  are  of- 
fered four  times  a year  and  may  be  taken  more  than 
once  if  needed.  The  pass  rate  for  practicing  nurses  is 
quite  high. 

Generally,  career  mobility  students  face  demand- 
ing schedules,  often  working  full-time  while  raising 
families.  Courses  offered  during  daytime  and  evening 
hours  and  flexible  part-time  scheduling  help  de- 
crease the  added  stress  of  returning  to  school.  Stu- 
dents who  pass  the  NLN  challenge  exams  and  who 
are  able  to  enroll  full-time  can  complete  the  remain- 


ing nursing  coursework  in  two  semesters  of  study. 

Special  consideration  also  is  given  to  individuals 
with  previous  experience  in  a health-related  field. 
These  individuals  may  take  the  NLN  challenge 
exams  and  earn  up  to  14  hours  of  academic  credit  in 
the  upper  division  nursing  major. 

Students  with  a Prior  Degree.  In  recent  years, 
a new  source  of  potential  nurses  has  come  from  the 
ranks  of  individuals  with  previous  baccalaureate  and 
master’s  degrees  who  are  seeking  a career  change 
into  nursing.  Teachers,  petroleum  industry  workers, 
and  computer  programmers  are  a few  examples  of  the 
variety  of  individuals  being  attracted  into  the  nurs- 
ing profession.  Here  again,  the  College  of  Nursing 
has  responded  to  this  rising  interest  by  tailoring  pro- 
grams to  meet  the  needs  of  these  special  adult  learn- 
ers. Individualized  programs  of  study  similar  to  the 
one  described  above  for  the  Career  Mobility  student 
have  been  developed. 

Deciding  to  pursue  a nursing  career  requires  seri- 
ous thought  and  evaluation  of  personal  goals,  profes- 
sional goals,  and  life-styles.  Prospective  students  and 
the  general  public  need  accurate  and  stimulating  in- 
formation about  a career  in  nursing  and  the  nursing 
program  of  study  at  the  University  of  Oklahoma  Col- 
lege of  Nursing.  Physicians  are  in  a valuable  position 
to  provide  this  information.  (J 
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Begun  in  1981,  the  Leaders  in  Medicine  series  recognizes  some  of  Oklahoma's 
most  outstanding  physicians  and  the  contributions  they  have  made  to  their  com- 
munities and  profession.  This  is  the  seventeenth  article  in  the  series. 


"B 


uddy...  Buddy...  Your 
visitor  is  here,”  calls 
out  Cynthia  Yandell 
from  her  kitchen.  She  is  a trim,  at- 
tractive woman  in  her  early  six- 
ties, but  looks  a decade  younger. 
Waiting  for  a response,  she  says 
sotto  voce,  “Now  where  is  he  off 
to.  . . ” 


She  continues  clearing  the 
breakfast  dishes.  “I’m  sure  he’ll  be 
right  out,”  she  says.  “I  should  have 
done  this  earlier  but  I was  last  to 
my  tennis  as  it  was.” 

“Buddy”  enters  the  kitchen,  all 
smiles  and  Coke-bottle  lens  spec- 
tacles and  extends  his  hand. 
Though  he  is  nattily  dressed  and 
slender,  his  movement  is  slow  and 
a bit  tentative.  He  appears  frail, 
but  that  perception  could  be  due  to 
his  poor  vision  and  hoarseness. 
And,  of  course.  Buddy  is  83. 

Though  the  name  Buddy  seems 
incongruous  for  an  elderly  man 
who  was  one  of  the  most  respected 


surgeons  in  Tulsa,  his  wife  has  fa- 
vored this  variation  of  his  life-long 
nickname.  Bud,  since  they  were 
married  in  1952. 

Heading  for  the  living  room,  he 
apologizes  for  his  visual  handicap 
and  only  mentions  it  again  once  as 
his  story  unfolds  over  the  next  few 
hours.  His  life,  recounted  in  such 
an  abbreviated  fashion,  seems  re- 
miniscent of  some  F.  Scott 
Fitzgerald  characters:  Those  beau- 
tiful, privileged  people  who  were 
so  well  endowed  intellectually  and 
physically,  so  well-connected, 
talented,  and  sophisticated,  who 
seemed  to  glide  so  gracefully 
through  young  adulthood.  He  was 
their  contemporary,  and  even  his 
name  fit:  Hays  Richman  Yandell. 

Unlike  them,  however.  Bud  Yan- 
dell got  through  his  prime  years 
without  having  to  grapple  with 
emotional  detours  caused  by  a 
sense  of  alienation,  unfulfillment, 
or  too  much  alcohol.  It’s  as  though 


a Fitzgerald  character  managed  to 
escape,  to  live  out  the  American 
Dream  into  old  age. 

It’s  a gorgeous  early  autumn 
morning  in  Tulsa.  The  Yandells 
live  in  one  of  the  city’s  most  beau- 
tiful neighborhoods,  about  a mile 
east  of  Saint  John  Medical  Center 
where  Yandell  did  most  of  his 
operating  from  1937  to  1973.  The 
first  seasonal  changes  are  on  view 
in  the  Yandell’s  large,  tastefully 
landscaped  backyard.  But  these 
early  subtle  changes  are  lost  on 
Bud.  As  he  looks  through  the  thick 
lenses  of  his  eyeglasses,  he  makes 
out  about  what  a person  with  nor- 
mal vision  would  see  if  he  were 
looking  through  a prism. 

When,  hours  later,  he’s  asked 
about  his  sight,  he  warms  to  the 
subject  like  no  other  thus  far. 
Though  his  visual  problems  have 
been  with  him  for  years,  only  the 
last  two  years  have  been  really  dis- 
tressing— as  he’s  had  to  give  up 
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one  favorite  activity  after  another. 
Though  he’s  clearly  and  under- 
standably preoccupied  with  this 
disability,  the  adversity  and  uncer- 
tainty of  it  are  probably  the 
strongest  test  of  his  life.  And  every 
day  when  he  wakes  up,  he  faces  it 
all  over  again. 

* * 


Though  Hays  Yandell  was 
born  in  1907,  the  year 
Oklahoma  was  admitted 
into  the  Union,  the  man  who  deliv- 
ered him  had  fought  against  the 
Union  in  the  Civil  War.  He  was  the 
baby’s  paternal  grandfather  and  a 
former  Confederate  surgeon. 
Young  Hays,  called  Bud  by  his  par- 
ents, could  scarcely  remember  his 
grandfather.  Dr  Yandell,  before  he 
died.  But  the  doctoring  tradition 
among  the  Yandells  of  Mississippi 
was  to  hang  over  the  young  man. 
During  high  school  and  college 


Bud  felt  family  pressure  to  become 
a physician.  It  was  nothing  overt, 
however,  for  two  reasons:  Bud’s 
own  father,  Claiborne  Yandell, 
wasn’t  a physician,  and  he  and  his 
wife,  Calla,  lived  some  distance 
from  the  Mississippi  relatives,  in 
Seattle,  Washington.  Still,  Bud’s 
parents  frequently  expressed  the 
notion  that  carrying  on  the  family 
tradition  would  be  a fine  thing  for 
him  in  particular  to  do. 

He  had  three  older  siblings,  but 
they  were  girls  and  therefore  not 
encouraged  to  study  medicine. 
America  may  have  lost  its  inno- 
cence after  World  War  I,  and 
women  were  proclaiming  their 
right  to  vote  and  smoke  and  drink 
in  public,  but  even  the  most  liber- 
ated among  them  were  not  yet 
going  to  medical  school. 

The  eldest  sister  died  of  menin- 
gitis at  age  17  while  Bud  was  a tod- 
dler. The  other  two  sisters,  ten 
years  and  two  years  his  senior. 


coincidentally  married  two  men 
who  were  brothers.  They  were  both 
Yale  men  and  as  such  “helped” 
Bud  decide  where  to  matriculate. 

His  formative  years  in  Seattle 
were  idyllic.  The  family  lived  very 
comfortably  in  a spacious  house  on 
a hill  overlooking  Lake  Wash- 
ington; there  was  a superb  view  of 
Mt.  Ranier  from  the  back  sleeping 
porch.  The  family  kept  Shetland 
ponies  for  the  girls  and  Bud’s 
father  took  him  on  fishing  trips. 

Bud  remembers  one  in  particu- 
lar. To  commemorate  that  occa- 
sion, he  says,  he  has  a snapshot  of 
himself.  As  his  wife  happens  to  be 
passing  by  the  living  room,  he 
says,  “Cynnie,  will  you  please  get 
that  picture,  you  know  the  one  I 
mean?” 

She  says  it  is  in  their  album  of 
“crazy  stuff,”  and  retrieves  it  from 
across  the  room.  The  photo,  taken 
in  1912  when  Bud  was  5,  shows 
him  holding  aloft  (barely)  a 5-  or 
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6-pound  lake  trout.  “Biggest  fish  I 
ever  caught,”  he  says.  “And  it  was 
all  down  hill  from  there.”  These  ob- 
servations take  on  new  dimension 
as  it  becomes  evident  that  trout 
fishing  was  one  of  Yandell’s  life- 
long hobbies.  For  example,  he 
mentions  that  he  belonged  to  a 
trout  club  in  Colorado  for  many 
years. 

His  father,  Claiborne  Yandell, 
began  his  career  in  Seattle  as  a re- 
porter with  the  “Post-Intelligen- 
cier”  and  later  became  its  city 
editor.  Bud  remembers  wanting  to 
be  a journalist  and  thinking  he 
had  some  talent  for  writing,  but 
says  this  notion  was  probably  just 
your  average  case  of  parental  emu- 
lation. At  any  rate,  his  father 
changed  jobs  and  Bud  started 
hearing  more  about  the  Yandell 
family  tradition,  doctoring. 

Mr  Yandell  was  named  execu- 
tive secretary  of  the  city’s 
Chamber  of  Commerce  and  soon 
had  earned  a national  reputation 
for  his  leadership  and  innovation. 
He  was  a pivotal  figure  in  Seattle 
in  American  ventures  to  develop 
trade  with  the  Japanese  and 
Chinese.  Once,  he  coordinated  a 
train  trip  across  America  for  some 
visiting  Chinese  royalty,  and  Bud 
can  remember  being  a part  of  the 
entourage  for  a couple  of  days. 

On  the  heels  of  this  successful 
promotion,  however,  Mr  Yandell 
learned  that  the  coal  mine  he  had 
invested  so  heavily  in  had  gone 
bust.  The  loss  hurt  enough  that 
when  some  Texans  from  San  An- 
tonio made  him  a offer  he  couldn’t 
refuse  in  1918,  he  didn’t — and  be- 
came the  director  of  the  Alamo 
city’s  Chamber  of  Commerce. 

Without  much  effort.  Bud 
graduated  second  in  his  class  at 
Main  Avenue  high  school.  But  be- 
cause he  was  only  15  or  16,  his 
mother  thought  he  was  too  young 
to  go  away  to  college.  So,  he  cooled 


his  heels  at  a local  junior  college 
and  declined  a full  academic  schol- 
arship from  the  University  of 
Texas  in  Austin. 

Bud’s  older  brother-in-law  had 
convinced  him  that  Yale  was  the 
place  for  him.  He  was  in  part  per- 
suaded by  the  fact  that  the  Yalie 


At  age  5,  young  Bud  landed  this  5-  to  6- 
pound  lake  trout.  In  a lifetime  of  trout  fish- 
ing, this  remained  his  record  catch. 


brother-in-law  had  gone  on  after 
graduation  to  become  a wealthy 
man  with  a seat  on  the  New  York 
Stock  Exchange.  Moreover,  his 
other  brother-in-law  was  enrolled 
at  Yale  Law  School. 

The  Roaring  Twenties  were  in 
full  bloom  when  Bud  hit  New 
Haven  in  1925.  And  though  he  had 
matriculated  from  a public  high 
school  and  junior  college,  he  made 


friends  easily  with  those  eastern 
prep  school  boys.  He  achieved 
many  abiding  friendships  because 
people  found  him  to  be  intelligent 
yet  warm,  gentlemanly  yet  sin- 
cere, and  ethical,  with  no  trace  of 
pomposity  or  stuffiness. 

Bud  also  displayed  a certain  ap- 
titude for  poker.  Classmate  Bar- 
ney Crile’s  earliest  memories  of 
Bud  were  of  his  taking  “we  inno- 
cents” in  the  dorm  to  the  cleaners 
in  the  many  sessions  held  during 
their  freshman  year. 

Also  blessed  with  musical  “per- 
fect pitch”  and  some  talent  as  a 
piano  player.  Bud  could  play  show 
and  pop  tunes  after  listening  to 
them  just  a few  times.  That  he 
couldn’t  read  music  didn’t  matter 
because  he  played  purely  to  enter- 
tain himself  and  whomever  he  was 
with.  Occasionally,  Bud  and  his 
friends  would  take  a weekend 
train  into  Manhattan  for  a tour  of 
the  speak-easies.  If  a piano  were 
available,  he’d  pound  out  requests 
or  even  a composition  or  two  of  his 
own. 

One  of  these,  an  epiphany  to  a 
former  girlfriend,  was  titled,  “I 
Won’t  Prattle  Over  Texas  Cattle.” 

“.  . . My  chiquita,  a cute  bonita, 

Incontestibly  sweet. 

She’s  the  one  hot  thing 
in  December 

In  San  An-to-ni-o. 

She’s  the  one  thing  there 
I remember 

Besides  the  old  Alamo.” 

Though  the  song’s  impact  on  the 
intended  isn’t  known,  Crile  sang 
“Prattle”  flawlessly  for  this  arti- 
cle. 

Fortunately,  Yandell  performed 
just  as  adroitly  academically,  and 
he  was  offered  a full  tuition  schol- 
arship to  Harvard  Medical  School. 
(The  tuition  to  America’s  best  med- 
ical school  in  1929  was  $500  a 
year.)  It  wasn’t  until  Yandell’s 
senior  year  that  he  decided  on 
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medical  school — and  his  motiva- 
tion was  not  altruistic.  Many  of  his 
friends  were  going  to  medical 
school,  particularly  Barney  Crile, 
and  so  . . I just  sort  of  fell  into  it. 

I didn’t  know  what  else  to  do.” 

During  his  day-long  admissions 
committee  interview,  Yandell  re- 
members emphasizing  his  family’s 
long  and  proud  physician  tradi- 
tion. He  noted  that  two  of  his  an- 
cestors, Drs  Lunceford  and  Henry 
Yandell,  helped  found  Louisville’s 
medical  school. 

As  a graduation  gift.  Bud  re- 
ceived $10,000  in  stocks  and  bonds 
from  his  older  brother-in-law,  the 
Wall  Street  tycoon.  Bud  planned  to 
use  much  of  this  to  meet  his  living 
expenses  during  medical  school. 
But  a few  months  later,  the  stock 
market  crashed  and  the  value  of 
the  gift  plunged  to  about  $1,000. 
His  benefactor,  who  days  before 
was  a millionaire,  was  virtually 
wiped  out.  To  get  by,  the  new  med- 
ical student  occasionally  sold  a 
pint  of  his  type  A for  $50  and 
worked  nights  in  the  ER  at  New 
England  Baptist  Hospital. 

Any  doubts  about  the  wisdom  of 
going  to  medical  school,  however, 
were  almost  immediately  dis- 
pelled. If  he  liked  the  ambience 
and  traditions  at  Yale,  these  attri- 
butes were  even  more  attractive  at 
Harvard.  The  dorm  was  new, 
roomy,  and  relatively  luxurious;  it 
had  been  constructed  ostensibly  to 
reduce  the  incidence  of  TB  among 
medical  students  living  in 
cramped,  unsanitary  conditions. 

Though  Yandell  says  no  feeling 
of  elitism  was  ever  expressed  or 
demonstrated  by  any  students,  a 
sense  of  comaraderie  was  evident. 
Bud  roomed  on  the  same  floor  in 
the  dormitory  as  three  Yale  class- 
mates: Max  Eddy,  captain  of  the 
Yale  football  team;  Freddie  Sim- 
mons, editor  of  the  Yale  News;  and 
George  “Barney”  Crile,  Jr.,  the 


apotheosis  of  the  Ivy  League  man, 
brilliant,  handsome,  athletic, 
sophisticated,  witty,  charming, 
and  so  on. 

The  latter  was  fortunate  to  have 
so  much  going  for  him  because  he 
had  a lot  to  live  up  to;  his  father 
was  Dr  George  Washington  Crile, 


In  1933,  Hays  Yandell  graduated  from  Har- 
vard Medical  School. 


a world-famous  surgeon  and  foun- 
der of  the  Cleveland  Clinic. 

At  Yale,  Barney  and  Bud  had 
been  friends  but  with  different  in- 
terests. When  they  wound  up  as 
roommates  at  medical  school, 
their  interests  necessarily  nar- 
rowed and  they  shared  many  ex- 
periences that  would  forge  a 
strong  and  lasting  bond  between 
them.  They  studied  hard  late  into 
the  nights  and  crammed  their  so- 
cial lives  into  Saturday  nights 


only.  Applying  their  talent  and  in- 
genuity to  the  art  of  brewing  in 
those  Prohibition  years,  they  and 
a few  other  classmates  became 
beer  meisters  in  a dorm  bathroom. 
When  they  learned  to  elevate  the 
alcohol  content  to  12  percent.  Bud 
recalls  that  one  local  “man  about 
town”  offered  to  trade  French 
champagne  for  their  home  brew, 
even  up. 

The  beer  was  contained  in 
capped  crocks  and  bottles  stored 
on  large  bookshelves  in  the  living 
room  area  of  their  dorm.  After  a 
night  of  brewing,  it  wasn’t  uncom- 
mon to  have  as  many  as  200  bot- 
tles on  the  shelves.  After  one  such 
session,  Crile  recalls  that  one  of 
the  bottles  exploded,  which  set  off 
a perfect  chain  reaction.  “No  one 
was  maimed  or  killed,  but  it  was 
nonetheless  a terrible  tragedy,”  he 
says.  “We  were  knee  deep  in  beer.” 

Yandell’s  spare  and  fleeting  so- 
cial life  was  spent  playing  the  field 
of  nurses — except  once,  when  he 
thought  he  might  be  in  love  with 
a distant  cousin,  Josephine  Yan- 
dell. They  dated  some  in  Boston 
and  New  York,  but  Bud  was  proba- 
bly just  infatuated  with  her  weal- 
thy family’s  baronial  life-style  in 
Greenwich,  Connecticut.  At  any 
rate,  he  was  certainly  not  ready  for 
marriage. 

Academically,  he  was  doing  very 
well  by  doing  his  best.  But  he 
didn’t  feel  driven  or  competitive  or 
behave  compulsively.  Moreover,  he 
says,  his  fellow  students  didn’t  act 
that  way  either.  Exercising 
studied  (but  not  rigid)  self-discip- 
line, Bud  performed  on  a high 
level  consistently.  Only  once  did 
he  show  any  trepidation  in  medi- 
cal school.  “We  were  required  to 
swallow  a stomach  tube  so  we 
could  better  empathize  with  our 
patients  who  needed  this,”  Yandell 
says.  “My  partner  who  put  the 
tube  down  my  gullet  let  go  of  it. 
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and  I literally  swallowed  the 
whole  thing.  I spent  a couple  of 
anxious  days,  hut  everything  came 
out  all  right.” 

Though  he  thought  some  of  the 
professors  were  pretty  stodgy,  he 
admired  the  faculty  for  their  schol- 
arship, clinical  skills,  and  teach- 
ing ability.  Two  made  the 
strongest  impression.  “Dr  Stetson 
taught  us  how  to  do  a good  physi- 
cal exam.  And  he  articulated  its 
value  so  well  that  I never  forgot 
this.  Though  it  might  not  be  as 
true  today.  Stetson  told  us  that  if 
we  couldn’t  diagnose  a patient 
after  doing  a good  H & P,  then  we 
weren’t  worth  much  as  doctors.” 

Stetson’s  credo  was  underscored 
for  Yandell  by  one  incident  that  oc- 
curred during  his  junior  year.  He 
was  assigned  to  follow  a little  boy 
who  was  hospitalized  for 
pneumonia  and  various  pulmo- 
nary complications.  This  was  only 
the  youngster’s  latest  hospitaliza- 
tion for  a recent  series  of  such  pul- 
monary problems.  Yandell  talked 
with  his  mother,  who  spoke  Italian 
far  more  fluently  than  English. 
After  30  minutes  of  getting 
nowhere,  Yandell  asked  if  the  child 
had  swallowed  anything  he 
shouldn’t  have. 

Yes,  she  said,  some  time  back.  A 
prune  seed.  Did  he  cough  it  up? 
No. 

Yandell  then  decided  the  seed 
might  be  lodged  in  the  right  pri- 
mary bronchus  and  made  his  re- 
port and  recommendation  at 
rounds  the  next  day.  Everybody 
was  nodding  and  saying,  “Very 
good,  Yandell,”  except  for  the  at- 
tending, who  had  gotten  very  red- 
faced  and  abruptly  called  for  the 
next  case. 

After  the  seed  was  found  and  re- 
moved, Bud  became  known  as 
“Prune  Seed  Yandell.” 

The  other  influential  professor 
was  “the  father  of  neurosurgery,” 


Dr  Harvey  Cushing.  Though  Cush- 
ing was  a pioneering  surgeon,  he 
also  taught  the  basics.  He  once 
told  Yandell  and  Crile  that  stu- 
dents were  relying  too  much  on  lab 
results;  “When  I was  a student  at 
Johns  Hopkins,  we  had  to  taste  the 
urine  to  find  out  if  it  contained 
sugar.” 


Yandell  (r)  and  Cleveland  surgeon  George 
"Barney"  Crile,  |r.,  have  been  close  friends 
since  their  undergraduate  years  at  Yale. 


Because  Cushing  and  Barney’s 
father  were  good  friends,  the  Har- 
vard surgical  chief  had  Barney  and 
Bud  over  to  his  house  for  Sunday 
tea  a few  times.  Barney  even  dated 
one  of  Cushing’s  daughters.  And 
when  her  sister  got  married  at  the 
family’s  Brookline  home,  Yandell 
and  Crile  were  invited  and  met  the 
groom’s  parents,  Franklin  Delano 
and  Eleanor  Roosevelt. 

Yet,  far  more  satisfying  and  in- 
spirational than  observing  Dr 
Cushing  at  home  was  watching 
him  at  work.  The  first  operation 
Yandell  ever  saw  was  performed  by 
Dr  Cushing.  During  his  surgery 
rotation,  he  watched  the  great  sur- 


geon do  several  more  procedures. 
And  in  his  spare  time,  he  started 
hanging  out  at  the  ORs  of  the  New 
England  Baptist  Hospital,  watch- 
ing the  superb  surgical  specialists 
from  the  famed  Leahy  Clinic. 

They  were  helpful  and  en- 
couraging... and  eventually  will- 
ing to  write  Yandell  good  post- 
graduate letters  of  recommenda- 
tion. Another  such  letter  was  writ- 
ten by  the  esteemed  Dr  Crile,  after 
Bud  had  spent  part  of  a summer 
living  with  the  Criles  in  Cleve- 
land. This  also  gave  Bud  eventual 
entree  to  the  Cleveland  Clinic, 
which  he  would  use  twice. 

Though  Yandell  says  he  never 
competed  academically  with  any 
of  his  classmates,  his  roommate 
set  the  class’s  standard,  graduat- 
ing summa  cum  laude.  In  fact, 
Yandell  says  Barney’s  grades  and 
scores  eclipsed  all  of  the  Harvard 
medical  school  graduates  over  the 
prior  half  century.  Yandell  grad- 
uated cum  laude,  and  with  his 
recommendations  from  surgery’s 
who’s  who,  nailed  down  the  in- 
ternship of  his  choice. 

* 


Though  most  members  of  the 
Class  of  1933  undoubtedly 
considered  themselves  fortu- 
nate to  have  graduated  from  Har- 
vard Medical  School,  Yandell  says 
they  were  still  happy  to  be  leaving 
the  “stodginess”  of  what  he  called 
“Boston  medicine.” 

As  the  crow  flies,  Yandell  didn’t 
get  that  far  away  for  his  in- 
ternship. But  the  environment  at 
Geisinger  Memorial  Hospital  in 
Danville,  Pennsylvania,  was  com- 
pletely different.  The  hospital  had 
been  richly  endowed  and  was  in- 
tended to  be  another  Mayo  Clinic. 
An  excellent  core  staff  already  was 
in  place,  but  because  growth  was 
projected  to  be  gradual,  only  eight 
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interns  were  selected.  Thus,  Yan- 
dell  had  the  best  of  both  worlds: 
first  class  staff  and  facility  and  lots 
of  individual  attention. 

The  hospital  had  about  500  beds 
and  drew  mainly  from  the  sparsely 
populated  area  of  central  Pennsyl- 
vania. Yandell  had  enough  pa- 
tients to  keep  him  busy,  but  he 
wasn’t  inundated.  His  was  an  in- 
ternship that  demonstrated  that 
an  intern  can  learn  and  function 
well  without  extensive  periods  of 
sleep  deprivation.  One  of  his  learn- 
ing experiences  made  the  local 
newspaper. 

“Ike  Harris  and  I were  on  ER 
duty,”  recalls  Yandell.  “And  we  got 
a call  about  this  big  auto  wreck 
outside  of  town.  So  we  went  tear- 
ing out  there  in  the  ambulance 
and  found  this  poor  devil  all  man- 
gled on  the  road.  We  took  good  care 
of  his  injuries,  splinting  his  bro- 
ken arm  properly  and  so  on,  and 
whizzing  him  back  to  the  hospital. 
We  felt  like  real  doctors.” 

But  the  pair  had  been  so  intent 
on  handling  their  patient  cor- 
rectly that  they  hadn’t  noticed  the 
other  accident  victim.  He  had 
been  knocked  unconscious  and 
thrown  from  his  car  into  a field. 
When  he  came  to  later,  he  walked 
in  to  the  hospital,  where  he  was 
kept  for  observation. 

The  story  appeared  the  next 
morning  on  the  front  page  of  the 
local  newspaper  under  the  head- 
line “Geisinger  Ambulance  Leaves 
Man  in  Cornfield.” 

After  Yandell  delivers  this 
punch  line,  he  is  laughing  so  hard 
that  tears  well  up  in  his  eyes.  He 
says  he  can  still  see  that  cornfield 
and  newspaper  headline  jumping 
out  at  him  like  it  was  yesterday. 

That’s  the  best  vision  he  has 
these  days. 

At  lunch  at  Southern  Hills,  one 
of  the  best  golf  clubs  in  the  world, 
most  of  the  members  and  employ- 


ees greet  “Doc”  or  “Bud.”  He  recog- 
nizes them  by  their  voices  and 
asks  about  a family  member  or 
how  their  golf  game  is  coming. 
One  of  them,  a man  with  a tele- 
phone at  his  table  in  the  club’s 
grill,  says  that  Yandell  was  the 
“best  damn  surgeon  in  Tulsa”  and 
that  he  ought  to  know.  “Doc  took 
out  my  gall  bladder,”  he  says. 

Gesturing  toward  the  course, 
Yandell  says  that  Cynnie  plays 
every  week.  He  says  he  was  never 
much  good,  and  mentions  that  he 
didn’t  start  playing  until  he  was  in 
his  thirties.  And  he  never  played 
much — except  in  New  Zealand 
during  the  war.  “What  tough  duty 
that  was,”  he  says  chuckling.  “And 
what  a beautiful  place,  my  God. 
We  transported  our  own  pre-fab 
buildings  from  New  York  to  Auck- 
land. Then,  as  officers,  we  were 
supposed  to  tell  the  men  how  to 
put  them  up.  Of  course,  we  had  no 
idea.” 

“We”  was  the  Cleveland  Clinic’s 
Naval  Reserve  Unit.  Bud  had  vol- 
unteered for  the  navy  the  day  after 
Pearl  Harbor  and  was  commis- 
sioned as  a lieutenant  in  February. 
Barney  Crile,  who  was  a surgeon 
at  the  Cleveland  Clinic,  requested 
that  his  old  roommate  be  allowed 
to  join  the  clinic’s  group  and  per- 
mission had  been  granted. 

This  was  Yandell’s  second  associ- 
ation with  the  clinic.  From  1935  to 
1937,  he  had  been  a surgery  resi- 
dent and  fellow  there.  Just  before 
completing  his  fellowship,  he  mar- 
ried an  art  student  named  Bar- 


bara and  the  young  couple  moved 
to  Ponca  City,  a community  there- 
tofore unknown  to  them. 

After  almost  four  years,  they 
moved  to  Tulsa,  where  Yandell 
joined  the  Glass-Nelson  Clinic. 
But  before  he  was  settled  in,  the 
Japanese  bombed  Pearl  Harbor. 

The  unit  had  about  three  weeks 
to  erect  the  pre-fab  hospital,  called 
Mobile  Hospital  No.  4,  before  the 
first  Marine  casualties  would  be 
arriving  from  the  invasion  of 
Guadalcanal.  The  unit  succeeded, 
miraculously  according  to  Crile, 
in  time  to  receive  the  first  366  pa- 
tients who  arrived  on  the  hospital 
ship  Solace. 

What  no  one  could  foretell  was 
that  the  casualties  would  receive 
such  excellent  care  on  site  and  on 
the  hospital  ships  that  by  the  time 
they  reached  Auckland,  most 
needed  only  convalescent  care  or 
treatment  for  tropical  diseases. 

As  a result,  Yandell,  Crile  and 
the  other  surgeons  did  very  little 
operating  for  most  of  their  15 
months  at  Mobile  Hospital  No.  4. 
That  left  plenty  of  time  in  the  af- 
ternoons and  evenings  for  living 
the  good  life,  and  Bud  chronicled 
much  of  it  in  diaries.  Arriving 
home  after  lunch,  he  asks  Cynnie 
to  try  to  find  them.  “I  always  in- 
tended to  read  them  someday,  but 
never  got  around  to  it,”  Yandell 
says. 

She  brings  them  out,  saying 
they  probably  haven’t  been  opened 
since  World  War  II. 

A few  edited  samples  from  1943: 
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Jan.  8 — Great  weather,  beautiful  scenery 
and  tremendous  food.  After  dinner,  Barney 
played  piano  in  the  wound  room  and  then 
we  had  a beer  in  deck  chairs  under  the 
stars.  What  a war!  Spent  the  morning  graft- 
ing [bum]  cases.  Thank  God  they’ve  all 
taken. 

Jan.  9 — Got  word  of  Dr.  Crile’s  death.  To 
know  him  was  to  idolize  him.  Barney  took 
the  news  very  well.  [Also  mentions  a lovely 
smorgasboard  and  five  sets  of  tennis.] 

Feb.  17 — Went  out  with  Barney  and 
played  9 holes.  A deserted  course  with  quail 
running  across  the  fairways. 

March  2 — There  is  nothing  that  can 
touch  the  feeling  and  the  unity  of  this  out- 
fit; there  isn’t  a one  who  wouldn’t  do  any- 
thing for  the  skipper. 

March  27 — [At  a party  at  the  Royal  Hotel 
in  Auckland]  Mrs.  Jones  who  always  takes 
care  of  us  at  the  Royal,  produced  a parrot 
which  calls  you  a “blood  bastard”  when  you 
blow  on  it.  Barney  said  it  was  the  only  par- 
rot he  had  ever  seen  that  said  the  appro- 
priate thing.  Afterward,  continued  the 
whing-ding  at  the  ward  room.  Plenty  of 
piano  playing  and  singing.  Fenton  took  a 


dive  over  the  divan  with  no  resulting  frac- 
tures. 

April  13 — Very  homesick  today. 

April  25 — [Easter]  Spent  evening  [in  the 
home  of]  the  editor  of  Auckland  Herald  and 
his  wife.  She  played  piano  and  a local  doc- 
tor’s wife  sang  beautifully.  Barney  and  I 
kept  the  evening  from  getting  too  classical 
with  our  song,  “The  Keyhole  in  the  Door.” 

June  1 — Barney  and  I are  applying  for 
post-graduate  work  in  plastic  surgery. 

June  3 — Saint,  Ed  and  I played  golf  and 
flushed  seven  pheasants  on  the  course.  A 
drink  of  Canadian  Club  after  the  golf  and 
a big  steak  dinner  in  the  mess. 

Aug.  1 — Old  Saint  got  his  orders  today, 
destroyer  duty. 

Aug.  27 — Barney  rec.  orders  for  the 
States  for  a plastic  service  at  the  Mayo 
Clinic.  My  emotions  have  been  something. 
To  summarize:  1.  Am  happy  for  Barney  and 
Jane  [his  wife]  and  the  kids.  2.  Am  sorry 
for  Barbara  and  the  disappointment  she  is 
bound  to  suffer  [that  he  isn’t  also  coming 
home].  3.  Am  sorry  to  be  separated  from 
tbe  best  friend  I ever  had.  4.  Am  disap- 
pointed not  to  have  a crack  at  the  plastic 


service  myself.  It  will  take  a few  days  to 
adjust.  Tonight  we  got  drunk. 

Sept.  11 — [following  his  orders  to  ship  out 
to  the  New  Hebrides]  We  shoved  off  at  0900 
exactly  14  months  since  we  landed  in  New 
Zealand.  My  mind  was  filled  with 
memories  as  we  sailed  out  of  the  harbor. 

Commander  Yandell  was  on  his 
second  tour  of  duty  of  the  South 
Pacific,  probably  headed  for  the  in- 
vasion of  Japan,  when  the  war 
ended.  In  between  his  first  and  sec- 
ond tour,  in  1945,  he  and  Barbara 
decided  to  get  divorced.  While 
studying  art  in  Michigan  in  1943- 
44,  she  had  decided  she  didn’t  want 
to  return  to  Oklahoma  after  the 
war.  When  Bud  resisted  the  idea 
of  moving  when  Tulsa  looked  so 
attractive,  the  die  was  cast. 

* * 


Soon  after  the  war,  Yandell  re- 
turned to  the  Cleveland 
Clinic — but  only  for  a visit. 
He  was  interested  in  using  ele- 
ments of  it  as  a model  for  a new 
Glass-Nelson  clinic  building.  He 
was  a partner  in  the  Clinic  which 
surgeon  Fred  Glass  had  success- 
fully nutured  since  1915.  By  the 
late  forties,  the  clinic’s  business 
was  booming  because  Dr  Glass 
had  landed  industrial  contracts 
with  some  of  Tulsa’s  biggest  em- 
ployers, such  as  Texaco  and  Amer- 
ican Airlines. 

After  Yandell  became  a board 
certified  general  surgeon  in  1950, 
he  began  thinking  about  the  need 
for  a partner.  Actually  two 
partners,  one  a surgical  partner 
and  one  to  start  a family  with.  He 
found  the  latter  in  Cynnie,  whom 
he  met  in  1947.  After  completing 


Yandell  says  he'd  "have  been  a basket  case 
long  ago"  without  his  wife,  Cynnie. 
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A first  grader,  Libby  Yandell  keeps  Grandpa 
on  his  toes. 


school  at  Bennington,  she  re- 
turned to  Tulsa  to  become  involved 
in  efforts  to  promote  charitable 
causes  and  the  arts.  “I  first  met 
her  mother  who  introduced  and 
matched  us.  I think  Cynnie  was 
on  the  board  of  Children’s  Hospital 
then.” 

Since  they  were  in  no  hurry  to 
be  married,  they  didn’t  tie  the  knot 
until  1952.  Their  two  sons,  John 
and  Scott,  were  bom  in  1953  and 
1954. 

He  also  found  the  right  surgical 
partner,  but  in  an  unconventional 
way.  “I  developed  a hernia  and 
asked  Barney  to  do  the  surgery. 
His  assistant  was  Robert  Perry- 
man, who  was  training  at  the 
Cleveland  Clinic.” 

After  the  surgery,  Perryman  re- 
calls, “Dr  Crile  took  me  into  the 
patient’s  room  to  meet  him.  Crile 
said,  ‘Well,  Yandell,  it’s  about  time 
you  had  a good  partner,  and  Perry- 
man here  is  from  Tulsa.  What  do 
you  think  about  that?’  ” 

Yandell  also  remembers  another 
bedside  incident.  “Cynnie,  who 
was  several  months  pregnant  at 
the  time,  was  visiting  me  in  my 
room.  And  Barney,  making 
rounds,  led  these  residents  in  and 
said,  ‘Here’s  my  old  roommate, 
Yandell.  He  ruptured  himself  try- 
ing to  get  his  wife  pregnant.’  ” 


Bob  Perryman  did  become  Yan- 
dell’s  partner  in  1953,  and  they  re- 
mained together  until  Yandell  re- 
tired twenty  years  later.  They  re- 
main a mutual  admiration  society. 

Like  many  physicians  who 
treated  casualties  of  the  war,  Yan- 
dell acquired  expertise  which  he 
applied  in  his  Tulsa  practice.  At 
Mobile  Hospital  No.  4,  he  handled 
almost  all  of  the  bum  cases.  Back 
in  Tulsa,  he  found  he  had  more  ex- 
pertise in  skin  grafting  than  any 
other  physician.  And  when  a 
bright  young  surgeon  suggested 
that  a burn  unit  be  started  in 
Tulsa,  Perryman  says,  Yandell 
thought  it  was  a great  idea  and 
played  a major  role  in  establishing 
that  unit  at  Hillcrest.  “He  facili- 
tated the  political  and  logistical 
aspects  of  the  unit’s  development 
because  every  surgeon  in  Tulsa 
and  Oklahoma  respected  Bud  Yan- 
dell and  valued  his  opinion  and  ad- 
vice,” Perryman  says. 

Part  of  the  reason  is  that  Yandell 
had  helped  to  initiate  the  Tulsa 
and  state  professional  surgical  as- 
sociations and  later  served  as  pres- 
ident of  each.  While  he  says  he  was 
always  interested  in  promoting 
new  knowledge  within  the  profes- 
sion, he  also  infers  that  he  person- 
ally needed  strong  professional 
groups.  “Always  in  the  back  of  my 


mind,  I was  bothered  by  the  notion 
that  I might  not  be  keeping  up  like 
I should.” 

His  interest  in  medicine  didn’t 
extend  to  its  political  aspects,  at 
least  partially  because  of  his  per- 
sonality. He  shunned  contentious- 
ness and  confrontations.  So,  when 
he  was  approached  at  different 
times  to  run  for  president  of  the 
county  medical  society,  he  always 
begged  off.  “I  didn’t  feel  I was  qual- 
ified,” he  says  simply. 

This  might  seem  disingenuous. 
But  to  illustrate  his  point,  he  says 
when  Medicare  was  enacted  he 
thought  it  was  necessary.  “If  I 
thought  it  was  bad,  I might  have 
acted  differently.  What  really 
bothered  me  was  physicians  who 
entered  the  profession  primarily  to 
make  money...  and  there  wasn’t 
anything  I could  do  about  them.” 

Dr  Yandell  retired  from  the 
Glass-Nelson  Clinic  in  1973  at  its 
mandatory  retirement  age  of  65. 
He  had  developed  cataracts  and 
had  to  stop  operating  anyway. 
After  the  cataracts  were  removed, 
he  suffered  a detached  retina.  Dur- 
ing the  next  several  years  the  qual- 
ity of  his  vision  varied.  But  unwil- 
ling to  abruptly  stop  contributing 
to  medicine.  Bud  persuaded  the 
board  of  St.  John  Medical  Center 
to  let  him  start  a Breast  Cancer 
Screening  Center. 

Several  factors  in  its  implemen- 
tation converged — aside  from  Yan- 
dell’s  availability.  Cynnie  had  de- 
veloped breast  cancer,  which  had 
been  detected  by  mammogram  at 
an  early  stage.  Bud  had  been  im- 
pressed with  Barney’s  breast 
cancer  clinic  in  Cleveland.  And  the 
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publicity  over  the  breast  cancers 
of  Betty  Ford  and  Happy  Rockefel- 
ler created  a favorable  climate  for 
action. 

During  the  seventies,  Yandell 
says,  “business  was  booming”  at 
the  clinic.  He  uses  business  in  the 
figurative  sense  because  he  served 
as  volunteer  director,  and  the 
screening  was  free.  After  a year  or 
two  the  emphasis  changed  from  re- 
search to  early  detection.  Yandell 
spent  most  of  three  days  a week 
examining  mammograms,  ad- 
ministering and  coordinating  the 
program  in  conjunction  with  the 
St.  John  radiation  department, 
and  training  public  health  nurses 
in  teaching  breast  exams.  He  also 
aspirated  cysts  until  he  couldn’t 
see  to  do  that  any  longer.  He  was 
told  he  had  macular  degeneration; 
the  pace  of  its  destructiveness  was 
uncertain,  he  was  told. 

By  1986,  he  couldn’t  see  enough 
to  be  helpful  in  the  clinic,  so  he 
reluctantly  quit  going  in.  He  also 
couldn’t  drive  a car,  play  golf,  hunt, 
or  fish.  He  could  read,  slowly  and 
with  difficulty,  by  using  a special 
magnification  device  provided  by 
a low-vision  clinic. 

If  deteriorating  vision  wasn’t 
enough  to  cope  with  during  the 
eighties,  he  also  survived  cancer 
of  the  vocal  cords — he  had  smoked 
cigarettes  since  college — and  with 
his  stethoscope  self-diagnosed  a 
90%  occluded  carotid  artery. 

* * 


The  sun  is  getting  low  and  the 
shadows  long  in  the  Yan- 
dells’  backyard  as  the  beau- 
tiful autumn  day  drains  away.  Yan- 
dell has  been  listing  some  of  the 
great  advances  in  medicine  since 
he  started  practicing. 

Suddenly,  he  changes  directons: 
“There’s  a downside,  too,  you  know. 
Look  at  all  of  us  who  are  living  too 


long.  Those  of  us  in  our  eighties 
and  nineties  with  all  these  terrible 
degenerative  diseases.  Alzheimer’s, 
arthritis,  arteriosclerosis,  severe 
visual  and  hearing  losses  and  so 
on. 

“This  is  a terrible  drain  on  the 
nation’s  economy,  caring  for  all 
these  suffering  and  unproductive 


people.  Medicare’s  gonna  go  broke. 
And  the  health  care  system  is  fail- 
ing. I don’t  know  the  answer;  some 
say  we  ought  to  try  the  Canadian 
system. 

“I’m  lucky.  I’ve  got  Cynnie.  You 
can  see  how  I depend  on  her.  I’d 
have  been  a basket  case  long  ago 
without  her.” 

Jack  and  Libby  Yandell  burst 
into  the  living  room.  They  are 
Scott’s  children.  Libby,  a first 
grader,  puts  her  hand  on  her 
grandfather’s  arm  and  says, 
“Grandpa,  will  you  play  baseball 
with  me?” 

Bud  laughs  and  says  no,  but  he’s 
pretty  sure  Jack  will  play. 


The  children  spill  outside  and  al- 
most immediately  begin  squab- 
bling. Listening  to  them,  Yandell 
smiles  and  says,  “You  can  see  how 
lucky  I am  to  have  such  a great 
family.  Our  sons — they  both  went 
to  Yale,  by  the  way — are  doing 
great.  John  is  a tennis  entrepre- 
neur in  San  Francisco.  He  pro- 
duces instructional  videos  and 
books.  Scott  is  vice  president  of  a 
Tulsa  bank.” 

Bud  also  mentions  the  friend- 
ships he  still  has.  His  old  partner. 
Dr  Perryman,  calls  and  visits,  and 
every  Friday  he  meets  a group  of 
friends  for  lunch  at  Southern 
Hills.  “And  Barney  and  I still 
phone  each  other  every  month.  He 
can’t  hear  and  I can’t  see.  We  make 
a great  team.” 

Crile  had  said:  “Bud  is  simply 
the  most  ethical,  honest,  and  con- 
siderate person  I’ve  ever  met.” 
After  a theatrical  pause,  he  says, 
“Of  course,  the  best  thing  about 
him  is  his  musical  ability. 

“Wherever  we  went,  if  there  was 
a piano  he  could  play,  we’d  never 
have  to  buy  a drink.  He’d  bust  into 
that  thing  and  make  it  sound  like 
an  eight-piece  orchestra.  We  wrote 
some  great  songs  together  in  New 
Zealand.  He  wrote  the  music,  and 
I was  the  lyricist.  Like  ‘My  Tasman 
Memory.’  Get  him  to  play  that  for 
you.” 

Yandell  walks  over  to  the  baby 
grand  and  sits  down.  He  says, 
“Okay,  ‘My  Tasman  Memory.’  ” 

It’s  a ragtime  piece,  the  kind 
that  lets  people  momentarily  for- 
get their  problems  and  just  feel 
good.  (J 


Richard  Green  is  an  Oklahoma  City  free- 
lance writer. 

Jim  Thomas  is  a staff  photographer  at  the 
University  of  Oklahoma  Health  Sciences 
Center. 
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Fall  meeting 

OSMA  trustees  reaffirm  position  on  single-zone  reimbursement 


Enid  was  the  site  of  the  Sunday,  November  18  meet- 
ing of  the  Oklahoma  State  Medical  Association 
Board  of  Trustees. 

Addressing  a variety  of  subjects,  board  members: 

• Approved  a resolution  reaffirming  support  for  a 
single-zone  reimbursement  system  for  Oklahoma 
and  giving  OSMA  the  authority  to  continue  working 
with  Oklahoma  congressmen  to  urge  HHS  Secretary 
Sullivan  to  begin  its  implementation; 

• Tentatively  approved  the  budget  proposed  for 
1991,  with  the  provision  that  it  be  referred  to  the 
OSMA  House  of  Delegates  at  its  annual  meeting  in 
May; 

• Approved  by  acclamation  the  naming  of  R. 
Kem  Jackson,  MD,  McAlester,  as  District  X Alter- 
nate Trustee; 

• Tabled  a motion  to  retain  the  current  three- 
year  rotation  of  Annual  Meeting  sites  (Oklahoma 
City,  Tulsa,  Shangri-La),  with  the  1991  meeting  to  be 
held  at  Shangri-La  (the  1991  meeting  has  been  sched- 
uled for  Oklahoma  City  and  the  1992  meeting  for 
Tulsa); 

• Authorized  the  OSMA  president  and  secretary- 
treasurer  to  enter  into  a contract  for  a new  computer 
system  for  the  OSMA  offices,  with  an  expenditure  of 
up  to  $75,000; 

• Approved  a two-day  agenda  for  the  May  1991 

Annual  Meeting.  (J) 


Among  those  attending  the 
board  meeting  were  (above,  I 
to  r)  Larry  L.  Long,  MD,  Okla- 
homa City,  speaker  of  the 
OSMA  House  of  Delegates; 
and  from  Enid,  John  A.  McIn- 
tyre, MD,  OSMA  past  presi- 
dent; Dennis  K.  McIntyre,  MD, 
Garfield  County  trustee;  and 
Richard  L.  Hromas,  MD,  past 
president  of  the  Garfield 
County  Medical  Society. 
(Right)  OSMA  President  Perry 
A.  Lambird,  MD,  Oklahoma 
City,  delivers  his  report. 


Edward  }.  Jomsovic,  MD 

Tulsa  medical  college  dean  to  relinquish  post  in  five  months 


After  nearly  12  years  of  service,  Edward  J.  Tomsovic, 
MD,  dean  of  the  University  of  Oklahoma  College  of 
Medicine-Tulsa,  will  leave  his  post,  effective  June 
30,  1991.  The  announcement  was  made  at  the  OU 
Board  of  Regents’  November  meeting,  held  in 
Ardmore. 

Since  assuming  the  dean’s  post.  Dr  Tomsovic  has 
helped  to  spearhead  a number  of  projects  contribut- 
ing to  the  overall  development  of  the  OU  College  of 
Medicine  in  Tulsa. 


Approximately  600  students  have  completed  MD 
work  at  the  medical  college  and  nearly  900  residents 
have  finished  educational  experiences  there.  “Provid- 
ing a quality  educational  experience  for  those  indi- 
viduals has  always  been  our  number  one  priority,” 
said  Dr  Tomsovic.  “I’m  most  pleased  that  we’ve  been 
able  to  accomplish  that.” 

Dr  Tomsovic,  also  a professor  of  pediatrics,  was  re- 
sponsible for  initiating  residency  programs  in  psychi- 
atry and  medicine/pediatrics,  and  starting  a sports 
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We 

Understand 

Commitment 

We  understand  your  personal  commitment 
to  offer  the  best  medical  care  available  to 
those  you  serve.  Many  long  years  of  prepa- 
ration, education,  working  hours  ancf 
attentiveness  have  been  invested,  so  you 
deserve  to  be  served  by  folks  who  make  the 
same  professional  commitments  in  their 
field  as  you  in  your  own. 

Financial  planning  is  now  more  important 
than  ever.  With  government  regulations, 
insurance  costs  and  controls,  and  general 
expenses  changing  every  day,  you  need  a 
stable  financial  institution  with  a solid 
commitment  to  the  medical  industry. 

Whether  you  are  starting  your  practice, 
expanding  it,  buying  equipment  or  a home 
or  considering  any  other  financial  action, 
our  commitment  is  to  present  to  you  a 
package  of  financial  alternatives. 

We  are  anxious  to  discuss  your  commit- 
ment and  we'll  tell  you  ours.  We  serve 
Oklahoma  Medical  Professionals. 


Sixth  & Main  Streets 
Stillwater,  OK 
(405)372-2230 

63(05  Waterford  Blvd., 
Suite  305 

Oklahoma  City,  OK 
(405)840-9333 

2131  E.  61st,  Suite  250 
Tulsa,  OK 
(918)742-8076 

Stillwater  National  Bank 
and  Trust  Company 

Member  FDIC 


Mary  Anne  McCaffree,  MD,  Oklahoma  city  pedia- 
trician, (second  from  right)  received  a Byliner  Award  in 
November  from  the  Oklahoma  City  Professional  Chapter  of 
Women  in  Communications,  Inc.  With  her  were  her  husband, 
D.  Robert  McCaffree,  MD,  (holding  plaque)  and  her  parents, 
Dr  and  Mrs.  Avery  B.  Wight,  MD,  of  Enid.  The  annual  Byliner 
awards  recognize  professional  women  for  outstanding  con- 
tributions in  their  chosen  fields. 


Tomsovic  resigns  fconfinoed) 
medicine  fellowship  within  the  college.  The  number 
of  staff  members  also  has  increased,  and  the  annual 
operating  budget  has  more  than  doubled  since  he  ar- 
rived. 

Although  he  no  longer  will  handle  administrative 
duties,  Dr  Tomsovic  will  continue  to  work  as  a ten- 
ured professor  of  pediatrics  involved  in  both  patient 
care  and  teaching. 

“Additionally,  I’ve  been  working  with  some  local 
and  national  organizations,  and  will  continued  to  do 
that,”  he  said.  “I  hope  to  have  more  free  time  to  pur- 
sue those  interests,  and  more  time  to  pursue  family 
and  personal  interests  as  well.” 

Dr  Tomsovic  received  his  medical  degree  from  the 
University  of  California,  San  Francisco.  He  con- 
ducted his  internship  and  assistant  residency  train- 
ing in  medicine  at  Franklin  Hospital  in  San  Fran- 
cisco, and  residency  training  in  pediatrics  at  Bel- 
levue Hospital  in  New  York  City.  His  fellowship  in 
tropical  medicine  and  parasitology  was  at  Louisiana 
State  University  School  of  Medicine  in  New  Orleans. 
Additionally,  he  studied  military  medicine  and  allied 
sciences  at  Walter  Reed  Army  Institute  of  Research. 
Dr  Tomsovic  served  in  the  US  Army  for  26  years,  and 
retired  with  the  rank  of  colonel  in  1969.  He  was  chief 
of  pediatric  services  at  Army  hospitals  in  Salzburg, 
Austria;  Tacoma,  Wash;  Washington,  DC;  Honolulu; 
and  San  Francisco. 

He  was  a faculty  member  in  pediatrics  at  George- 
town University  School  of  Medicine  and  the  Univer- 
sity of  California  at  Irvine  before  becoming  dean  of 
OU’s  Tulsa  medical  college  in  1979.  (J) 
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OSMA's  immediate  past  president 

Friend  of  Nursing  award  goes  to  Tulsa's  John  R.  Alexander^  MD 


The  Oklahoma  Nurses  Association  (ONA)  has  recog- 
nized John  R.  Alexander,  MD,  immediate  past  pres- 
ident of  the  Oklahoma  State  Medical  Association,  as 
a “Friend  of  Nursing.” 

In  presenting  this  award,  Kathlyn  Straw,  ONA 
first  vice-president,  said,  “During  his  term  as  OSMA 
president.  Dr  Alexander  worked  to  improve  nurse- 
physician  relations  through  cooperative  activities. 
He  was  instrumental  in  establishing  the  OSMA 
Physician-Nurse  Committee  to  identify  and  achieve 
solutions  to  the  problems  of  nurse-physician  rela- 
tions.” 

Dr  Alexander  wrote  an  article,  “More  Than  a Pat 
on  the  Back,”  in  the  January  1990  issue  of  the  Jour- 
nal, and  noted,  “Excellent  nurse-physician  relations 
are  built  on  a positive  understanding  of  each  other’s 
professions,  a need  to  work  together,  joy  expressed  in 
seeing  each  other  succeed  and  a desire  to  build  a posi- 
tive future  together.” 

Ms  Straw  concluded,  “Dr  Alexander  earned  ONA’s 
respect  by  putting  his  words  into  action  and  setting 
an  excellent  example  for  other  physicians.” 

A “Friend  of  Nursing”  is  a non-nurse  who  demon- 
strates support  for  nurses  and  excellence  in  nursing 
practice.  Dr  Alexander  practices  internal  medicine  in 
Tulsa. 

Message  from  the  Director  of  the 

“It’s  all  right.  I’m  a doctor.”  The  young  physician  says 
confidently,  “I  understand  drugs  and  their  effect  on 
the  body.  I only  use  cocaine  recreationally.  That  is  cer- 
tainly not  a drug  problem.  My  drug  use  never  affects 
my  ability  to  practice  medicine,  so  it’s  really  my  per- 
sonal business.”  The  middle-aged  physician  says 
even  more  confidently,  “Sure  I drink  socially  — 
doesn’t  everyone?  Maybe  I have  a little  too  much  oc- 
casionally — doesn’t  everyone?” 

That  old  adage  “Too  smart  for  your  own  good”  is 
especially  applicable  to  doctors.  In  chemical  depen- 
dency, often  the  more  intelligent  the  person,  the  more 
involved  and  elaborate  his  or  her  rationalizations 
and  justifications  for  inappropriate  behavior. 

Dr  LeClair  Bissell,  in  studies  published  in  Al- 
coholism in  the  Professions,  reports  that  chemical  de- 
pendency is  the  most  common  serious  illness  likely 
to  affect  a professional  in  the  first  fifteen  years  after 
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Kathi  Straw,  first  vice-president  of  the  Oklahoma  Nurses  As- 
sociation, presents  the  Friend  of  Nursing  Award  to  Dr  John 
R.  Alexander,  Tulsa. 


The  Oklahoma  Nurses  Association  is  a profes- 
sional association  for  Registered  Nurses  in  Okla- 
homa; its  members  practice  in  all  areas  of  the  state 
and  in  many  healthcare  settings.  (J) 

Physician  Recovery  Foundation 

completing  graduate  education.  NIAAA  has  esti- 
mated a 10%  incidence  of  alcoholism  in  the  general 
population.  Douglas  Talbott,  MD,  director  of  Talbott 
Recovery  Systems  (one  of  the  foremost  treatment  cen- 
ters for  health  care  professionals)  estimates  a 15%  to 
25%  incidence  of  chemical  dependency  (alcohol  and/ 
or  other  drugs)  in  health  care  professionals.  The  prob- 
lems of  physician  addiction  and  impairment  are  sig- 
nificant and  complex.  Behind  each  statistic  is  per- 
sonal and  family  suffering,  as  well  as  potential  pa- 
tient harm,  problems  for  colleagues,  and  general 
damage  to  the  reputation  of  the  medical  profession. 

The  good  news  is  that  impaired/addicted  physi- 
cians can  be  successfully  treated  and  rehabilitated. 
To  date  the  Oklahoma  State  Medical  Association’s 
Physician  Recovery  Program  has  worked  with  some 
two  hundred  physicians  plus  about  one  hundred 
others  including  physicians’  spouses  and  family 
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Physician  recovery  (continued) 

members  and  certain  other  health  care  professionals. 
Our  treatment  outcome  studies  for  Oklahoma  physi- 
cians show  a 92%  successful  recovery  rate  (at  one- 
year  post  treatment)  for  physicians  treated  in  the  ex- 
tended (three  months  or  longer)  specialized  programs 
for  health  care  professionals.  This  compares  to  a 24% 
successful  recovery  rate  for  those  treated  in  shorter, 
less  intensive  programs. 

This  extended  treatment  process,  which  is  a com- 
bination of  inpatient  and  residential  outpatient-type 
treatment  modalities,  requires  financial  resources. 
Often  the  problem  of  locating  financial  resources  to 
support  the  family  while  the  physician  is  in  treat- 
ment is  a real  challenge.  The  typical  scenario  is  a 34- 
year-old  physician,  married  (the  spouse  is  usually  not 
employed),  two  or  three  young  children,  no  medical 
or  disability  insurance,  lots  of  debt  (often  going  back 
to  medical  school  loans),  sometimes  a bankruptcy  on 
the  credit  record,  and  usually  a family  who  either 


cannot  or  will  not  give  or  loan  any  money.  Medical 
families  have  had  to  seek  food  stamps  or  other  public 
assistance  to  feed  their  children  during  the  chaos  of 
addiction  and/or  when  the  impaired  physician  was  in 
treatment. 

To  help  these  physicians  in  dire  need,  the  OSMA 
and  the  OSMA  Auxiliary  have  joined  forces  to  start 
a foundation  that  will  act  to  provide  loans  when 
needed  to  aid  both  physician  treatment  and  family 
support  and  to  offer  not  a “hand-out”  but  a “hand- 
up.” 

OSMA  members  recently  received  a letter  from 
President  Perry  Lambird,  MD,  and  OSMAA  Presi- 
dent Nora  White  asking  for  tax-deductible  contribu- 
tions to  the  OSMA  Physician  Recovery  Foundation. 
Those  who  haven’t  made  that  contribution  are  urged 
to  consider  adding  the  OSMA  Physician  Recovery 
Foundation  to  their  list  of  charities. 

— J.  Darrel  Smith,  MD 
Medical  Director 
OSMA  Physician  Recovery  Program 


ASSOCIATES  IN  CARDIOVASCULAR  AND  THORACIC  SURGERY 

James  E.  Cheatham,  Jr.,  M.D.*  Paul  J.  Kanaly,  M.D.’' 

Kyle  W.  Toal,  M.D. 

3433  N.W.  56th  #540 
Oklahoma  City,  OK  73112 
(405)  945-4455 

Diplomates  of  the  American  Board  of  Thoracic  Surgery 
* Fellows  of  the  American  College  of  Surgeons 

24  Hour  Consultation  and  Referral 

Cardiac  Surgery  * Vascular  Surgery  * Thoracic  Surgery 
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Off  Duty 

Doctor's  vacations  mean  health  care  for  underserved  countries 


For  direction  to  an  extraordinary  vacation,  ask  Larry 
Biehler,  MD.  This  Oklahoma  City  pediatrician  and 
OSMA  member  regularly  takes  holidays  to  faraway 
and  exotic  places,  and  derives  recreation  from  dis- 
pensing services  to  medically  underserved  people  in 
the  nooks  and  crannies  of  the  world. 

For  the  past  twelve  years.  Dr  Biehler  and  his  wife, 
Arlene,  have  devoted  their  vacation  time  to  taking 
medical  care  into  the  remote  areas  of  several  coun- 
tries with  scant  medical  resources.  Beginning  in 
Haiti,  they  have  since  worked  in  El  Salvador, 
Guatemala,  Honduras,  Kenya,  Belize,  Thailand,  and 
Mexico.  Scheduling  a two-week  visit  about  every 
three  months,  they  have  made  forty  trips  in  the  past 
12  years.  The  visits  are  associated  with  the  Larry 
Jones  Ministry’s  Feed  the  Children  program,  and  are 
with  the  approval  of  the  governments  of  the  involved 
countries. 

Dr  Biehler  reports  his  last  trip  to  El  Salvador  as 
being  a typical  experience,  and  he  and  another  physi- 
cian, a physician’s  assistant,  and  eight  RNs,  along 
with  28  other  volunteers,  treated  approximately  8000 
patients  and  dispensed  about  17,000  prescriptions 


Dr  Larry  Biehler  hugs  one  of  his  Salvadoran  patients.  After 
her  examination,  he  gave  her  a reconditioned  doll  for  her 
grandchild. 


and  2000  pairs  of  eyeglasses.  Dr  Biehler  coordinates 
the  medical  personnel,  and  Mrs  Biehler  coordinates 
the  travel,  ticketing,  and  eyeglass  departments. 

The  intense  activity  in  eyeglass  dispensation  is 
made  feasible  by  the  use  of  a computerized  refrac- 
tometer  that  focuses  light  on  the  patient’s  retina  and 
then  prints  out  an  eyeglass  prescription  for  that  eye. 
The  prescription  is  then  filled  from  a portable  stock 
of  about  6000  reconditioned  eyeglasses  that  have 
been  donated  to  the  group. 

Although  Dr  Biehler’s  specialty  is  pediatrics,  he 
sees  100  to  125  general  medical  patients  per  day.  Car- 
ing for  heart  attacks  and  kidney  stones  and  deliver- 
ing babies  may  well  be  part  of  the  day’s  work.  He  also 
does  some  surgeries  on  occasion,  and  it  is  not  unusual 
to  do  30  to  40  pterygium  surgeries  on  a trip.  The  mass 
of  patients  requires  large  amounts  of  medications. 
Aspirin  goes  in  drums  of  72,000,  and  liquid  medica- 
tions go  in  gallon  jugs,  nine  gallons  to  a suitcase. 

Dr  Biehler’s  family  participates  in  the  activity.  In 
addition  to  the  central  role  played  by  Arlene,  the 
Biehler  daughters  Lori  and  Juli  frequently  go  along 
with  their  husbands  to  help  out.  Both  Lori  and  Juli 
are  teachers  and  both  are  married  to  medical  stu- 
dents. Larry  and  Arlene  adopted  two  children  from 
El  Salvador  six  years  ago.  They  are  Mavi  and  Flor 
(ages  14  and  18),  and  the  girls  also  go  along  on  the 
trips  when  their  school  schedules  permit.  The  Biehlers 
also  have  a son,  Jefry,  who  practices  pediatrics  in 
Oklahoma  City. 

Extraordinary  happenings  are  part  of  Dr  Biehler’s 
medical  service  trips,  including  one  5.2  Richter  scale 
earthquake,  and  one  trip  cut  short  by  guerrilla  activ- 
ity in  El  Salvador.  The  group  encountered  an  African 
tribe  that  had  never  before  seen  white  people,  and 
have  had  a chance  to  see  dozens  of  leprosy  cases  when 
treating  the  Red  Kerran  tribe  deep  in  northwest  Thai- 
land. 

Larry  reports  that  they  “work  way  out  in  the  boon- 
docks”  in  often  primitive  conditions,  but  the  trips  are 
experienced  as  excellent  vacations.  As  soon  as  the 
Biehlers  return  home  they  start  planning  the  next 
trip.  Larry  also  does  take  some  other  time  off  for  con- 
tinuing medical  education.  The  medical  service  trips 
give  great  emotional  satisfaction,  and  the  Biehlers 
plan  to  continue  them  as  long  as  they  can.  (J 


I Okla  State  Med  Assoc,  Vol  84,  January  1991 


29 


From  the  OSDH 


Oklahoma  State  Department  of  Health 

Diabetes  Mellitus  — Its  Economic  Impact 


Diabetes  mellitus,  a chronic  progres- 
sive  disease,  has  an  economic  impact 
^ ^ on  individuals,  families,  industry, 

■ ^ I and  the  State  of  Oklahoma  as  a 
whole. 

There  are  currently  over  87,000 
Oklahomans  diagnosed  with  insulin  dependent  or 
non-insulin  dependent  diabetes  mellitus.  Further- 
more, there  are  about  76,000  Oklahomans  who  have 
the  disease  and  are  undiagnosed  and  untreated.  The 
total  number  of  diagnosed  and  undiagnosed  diabetics 
in  Oklahoma  is  estimated  at  153,000.  The  incidence 
of  non-insulin  dependent  diabetes  mellitus  increases 
rapidly  with  age,  peaking  at  age  65  years  as  seen  in 
the  following  table: 


Age  Range 

45  -54 
55  -64 
65  -74 
75  + 


Rate  per  1000 

42 

67 

86 

86 


Diabetes  costs  are  estimated  at  $5,000  per  diag- 
nosed person  with  diabetes  per  year.  This  amounts  to 
over  $400,000,000  per  year  for  persons  with  diabetes 


in  Oklahoma.  Diabetes  also  results  in  lost  productiv- 
ity; these  costs  are  estimated  at  about  $1,100  per  per- 
son with  diabetes  in  the  work  force  per  year.  The  lost 
productivity  costs  Oklahomans  a total  of  $46,800,000 
per  year.  This  total  does  not  include  the  undiagnosed. 
From  these  combined  statistics,  the  total  cost  of  dia- 
betes in  Oklahoma  amounts  to  over  $446,800,000. 
This  figure  takes  on  profound  proportions  when 
coupled  to  the  table  presented  above.  Oklahoma’s 
next  generation  of  senior  citizens  will  face  a tremend- 
ous burden  given  that  health  care  costs  are  rising  at 
an  annual  compound  rate  that  exceeds  10%  per  year. 
This  means  that  by  the  year  2000,  diabetes  will  cost 
Oklahoma’s  senior  citizens  in  excess  of 
$304,000,000.  The  projected  cost  of  diabetes  to  Ok- 
lahomans in  the  year  2000  is  in  excess  of  $780,000,000. 

The  incidence  and  economic  impact  of  diabetes  is 
as  follows: 


Form  of  Diabetes  Oklahoma 


Economic  Impact 


Type  I 
Type  II 
Gestational 
Undiagnosed 
Totals 


6,800 

$ 34,000,000 

80,000 

404,000,000 

2,625 

Unknown 

87,600 

Unknown 

87,600 

$438,000,000 

Book  Shop 


Infectious  Disease  Illustrated:  An  Integrated 
Text  and  Color  Atlas.  By  Harold  P.  Lambert  and 
W.  Edmund  Farrar.  Philadelphia:  W.B.  Saunders  Co., 
1986,  pagination  varies,  illus,  $95.00. 

In  the  preface  it  is  stated  that  the  purpose  of  this 
book  “is  to  provide  a comprehensive  pictorial  account 
of  infectious  diseases.  The  emphasis  is  on  clinical  ap- 
pearance but  many  illustrations  of  radiology,  gross 
and  microscopic  histopathology  and  pathogenic 
microorganisms  are  also  included.” 

The  book  is  a comprehensive  pictorial  account  of 
disorders  due  to  infection.  It  emphasizes  the  clinical 
appearance  of  patients  but  includes  the  findings  in 
supplementary  diagnostic  tests.  The  text  is  organized 
in  chapters,  initially  by  body  organ  systems,  sub- 
sequently by  such  categories  as  “disseminated  infec- 
tions” and  “sexually  transmitted  diseases,”  along 
with  chapters  on  specific  diseases  such  as  tuberculo- 


sis and  on  parasitic  infections.  The  atlas  includes 
more  than  700  illustrations,  most  of  which  are  in 
color  and  of  high  quality.  Because  of  the  large 
number  of  illustrations,  the  written  text  is  very  lim- 
ited. The  range  of  diseases  covered  is  wide;  included 
are  disorders  commonly  seen  in  this  country  and  the 
more  unusal  disorders  of  certain  developing  coun- 
tries. One  may  criticize  the  illustrations  as  not  being 
typical  and,  in  certain  instances,  for  showing  the  ex- 
tremes of  severity.  There  are  small  errors  in  the  text. 
Perhaps  the  chief  criticism  is  the  unusual  method  of 
numbering  of  pages  and  illustrations.  This  number- 
ing system  may  have  been  employed  to  dovetail  with 
the  slide  atlas,  as  stated,  is  available  from  the  pub- 
lisher. 

Because  of  the  wide  variety  of  problems  covered 
and  the  high  quality  of  the  illustrations.  Infectious 
Diseases  Illustrated  is  a valuable  reference.  Its  cost 
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precludes  most  individuals  from  owning  it,  but  it 
should  be  available  in  the  libraries  of  teaching  hospi- 
tals. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 

Vital  Signs:  A Young  Doctor's  Struggle  with 
Cancer.  By  Fitzhugh  Mullan.  New  York:  Farrar, 
Straus  & Giroux,  Inc.,  1988,  pp  203,  price  $12.50. 

Vital  Signs  is  the  moving  story  of  a healthy  and 
vigorous  32-year-old  physician  who  is  abruptly  trans- 
formed into  a patient  with  life-threatening  disease. 
Dr  Fitzhugh  Mullan,  a pediatrician,  discovers  an 
asymptomatic  tumor  on  his  own  routine  chest  roent- 
genogram. Since  he  was  employed  by  the  Public 
Health  Service,  he  was  transferred  to  the  National 
Naval  Medical  Center  in  Bethesda.  The  tumor  proved 
to  be  a seminoma.  The  author  then  takes  us  through 
the  series  of  events  which  followed  diagnosis  includ- 
ing dramatic  descriptions  of  his  thoracotomy,  radia- 
tion treatments,  and  chemotherapy.  Dr  Mullan  is 
former  director  of  the  National  Health  Services 
Corps  and  at  the  time  of  publication  was  chief  med- 
ical officer.  Office  of  Medical  Applications  of  Re- 
search, National  Institutes  of  Health. 

Dr  Mullan  describes  various  aspects  of  his  phys- 
ical and  emotional  battle  with  cancer.  It  is  a poignant 
narrative  of  the  author’s  struggle  to  maintain  life 
and  then  to  cope  with  possible  recurrences  of  the 
malignancy.  Along  the  way  there  is  description  of  his 
hospital  care  and  the  crucial  role  of  his  family  in  his 
survival.  Fortunately,  the  story  has  a happy  ending. 
Health  personnel  who  read  this  book  will  be  im- 
pressed by  the  patient’s  description  of  current  medi- 
cal technology  and  therapeutics.  Most  will  also  be 
deeply  moved  by  the  author’s  affirmation  of  the  value 
of  life. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 

Fur  Trade  and  Exploration:  Opening  the  Far 
Northwest,  1821-1852.  By  Theodore  J.  Karaman- 
ski.  Norman:  University  of  Oklahoma  Press,  1983,  pp 
330,  illustrated,  $22.95,  hardbound. 

In  North  America  in  the  early  nineteenth  cen- 
tury, the  beaver  was  known  as  “brown  gold.”  It  and 
other  fur-bearing  animals  were  the  targets  of  an  in- 
dustry similar  to  gold  mining.  This  new  book  tells  the 
story  of  the  young  Scots  and  Englishmen  who  mi- 
grated to  the  far  northwest  — northern  British  Co- 
lumbia, the  Yukon,  the  western  Northwestern  Terri- 
tories, and  eastern  Alaska  — to  make  their  fortunes 


in  pursuit  of  precious  beaver  pelts.  They  collaborated 
with  Indians  and  French  Canadians  to  send  back  as 
many  pelts  as  possible  in  return  for  an  allotment  of 
trade  goods. 

The  traders  risked  dangerous  rapids  in  summer, 
starvation  in  winter,  and  hostile  Indian  tribes  year 
round  to  discover  new  river  routes  “westward  of  the 
mountains.”  In  pursuit  of  a Northwest  Passage  or  a 
Great  River  of  the  West,  successive  expeditions  were 
dispatched  to  the  far  north  by  Sir  George  Simpson, 
the  governor  of  the  Hudson  Bay  Company.  The  impor- 


In  Memoriam 

1990 

John  Justice  Batchelor,  MD 

January  8 

Fred  W.  Sellers,  MD 

January  11 

Dewey  Lee  Mathews,  MD 

January  18 

Powell  Everett  Pry,  MD 

January  28 

Alpha  Louis  Johnson,  MD 

February  3 

Marshall  W.  Opper,  MD 

February  12 

Vincel  Sundgren,  MD 

March  1 

Glen  Smith  Kreger,  MD 

March  25 

Martin  James  Fitzpatrick,  ME 

March  27 

David  Charles  Lowry,  MD 

March  30 

Milam  Felix  McKinney,  MD 

April  2 

Robert  Alan  Johnston,  MD 

April  9 

Hervey  Adolph  Foerster,  MD 

April  15 

Paul  E.  Kaldahl,  MD 

May  4 

Homer  Vincent  Archer,  MD 

May  8 

Ray  Maxwell  Wadsworth,  MD 

June  11 

John  Howard  Baker,  Jr.,  MD 

June  13 

David  Sprouse  Dycus,  MD 

June  28 

Paul  Olden  Shackleford,  MD 

July  27 

David  Shapiro,  MD 

August  11 

Doyle  L.  Patton,  MD 

August  12 

Edward  McLain  Thorp,  MD 

August  16 

Murlin  Knight  Braly,  MD 

August  18 

Claude  Elbert  Lively,  MD 

August  19 

Robert  Eldon  Dillman,  MD 

August  29 

Howard  Louis  Puckett,  MD 

September  1 

Raymond  Emison  Daily,  MD 

September  3 

Thomas  E.  Slimp,  MD 

September  4 

Bert  E.  Mulvey,  MD 

October  12 

Carson  Leroy  Oglesbee,  MD 

October  23 

George  Leroy  Goodman,  MD 

October  26 

Everette  Ellis  Cooke,  MD 

November  19 

Stephen  Seth  Fitter,  MD 

December  1 
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Book  Shop  (continued) 

tant  accomplishments  of  the  trader-adventurers  such 
as  Samuel  Black,  John  Bell,  and  Robert  Campbell 
have  been  overlooked  by  previous  historians  because 
their  way  was  so  difficult  and  their  successes  so  few. 
The  author  has  analyzed  the  explorers’  own  journals 
for  the  best  examples  of  the  Scottish  wit  that  never 
failed  them. 

This  is  a book  that  will  appeal  at  once  to  histo- 
rians and  lovers  of  the  wilderness.  It  is  an  interesting 
account  of  a little  known  segment  of  history  in  North 
America. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 

(J  


Classifieds 

Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word.  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid.  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


Wanted:  Family  Practitioner/General  Practitioner/or  Inter- 
nist to  take  over  large  practice  of  retiring  family  physician.  Prac- 
tice located  in  Midwest  City,  Oklahoma.  Contact:  George  R.  Randels, 
M.D.,  (405)  737-5644,  2820  Parklawn  Drive,  Midwest  City,  OK 
73110. 


Obstetricians/Gynecologists  needed.  Booming  multi- 
specialty practice  seeks  BE/BC  OB/GYN  physicians  to  begin  as 
soon  as  possible.  Excellent  compensation/fringe  benefits  package. 
SIGNING  BONUS  for  experienced  OB’s  and  WONDERFUL 
LIFESTYLE.  Send  CV  to:  Physician  Recruiter,  Health  First  Med- 
ical Group,  850  Ridge  Lake  Boulevard,  Suite  G02,  Memphis,  TN 
38120.  EOE/M/F/HW 


Enid,  OK.  Enid  State  School  for  the  Mentally  Retarded  has 

a full-time  position  for  a Physician  11.  The  Physician  will  provide 
comprehensive  medical  services  to  clients  with  mental  retarda- 
tion, physical  disabilities,  and  mental  illness.  Medical  degree  and 
full  licensure  required.  Experience  with  developmentally  disabled 
and/or  mentally  ill  is  preferred.  Salary  negotiable.  For  more  infor- 
mation contact:  ENID  STATE  SCHOOL,  2600  EAST  WILLOW, 
ENID,  OK  73701-8715,  405/237-1027  ext.  461. 


Internal  Medicine  physicians  needed.  Due  to  explosive 
growth,  multi-specialty  group  seeks  BE/BC  physicians  in  Internal 
Medicine.  Excellent  guaranteed  salary  and  benefits  package  with 
productivity  incentives.  Excellent  fringe  benefits  package  in- 
cluded. Wonderful  lifestyle.  Send  CV  to  Physician  Recruiter, 
Health  First  Medical  Group,  850  Ridge  Lake  Blvd.,  Suite  G02, 
Memphis,  TN  38120,  or  call  (901)  684-3434.  EOE/M/F/V/H 


Everette  Ellis  Cooke^  MD 
1919  - 1990 

OSMA  Life  Member  Everette  E.  Cooke,  MD,  retired 
Oklahoma  City  general  surgeon,  died  November  19, 
1990.  Dr  Cooke,  a native  of  Ponca  City,  was  graduated 
from  the  University  of  Oklahoma  School  of  Medicine 
in  1943.  After  completing  an  intership  and  residency 
in  New  Jersey,  he  returned  to  Oklahoma  City  to  es- 
tablish his  practice.  Dr  Cooke  served  on  active  duty 
with  the  US  Navy  during  World  War  II. 

Stephen  Seth  Fitter,  MD 
1951  - 1990 

Lawton  physician  Stephen  S.  Fitter,  MD,  a specialist 
in  emergency  medicine,  died  December  1, 1990,  of  in- 
juries sustained  in  a traffic  accident.  Bom  in 
Ardmore,  Dr  Fitter  was  a 1979  graduate  of  the  Uni- 
versity of  Oklahoma  College  of  Medicine.  He  moved 
to  Lawton  in  1983  after  completing  his  postgraduate 
work  in  Tulsa.  Dr  Fitter  was  director  of  emergency 
services  at  Comanche  County  Memorial  Hospital 
and  chairman  of  the  hospital’s  occupational  health 
department.  (J 


LaJunta,  Colorado:  Seeking  full-time  and  part-time  emer- 
gency physicians  for  low  volume  emergency  department.  Excellent 
compensation,  paid  malpractice  insurance,  and  optional  benefit 
program.  Primary  care  experience  and  ACLS  certification  re- 
quired. Contact:  Emergency  Consultants,  Inc.,  2240  South  Airport 
^ad.  Room  54,  Traverse  City,  MI  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 


Family  practitioners  needed  for  booming  multi-specialty 

group.  Excellent  compensation  package  including  productivity  in- 
centives, malpractice  coverage,  and  comprehensive  fringe  bene- 
fits. Send  CV  to:  Physician  Recruiter,  Health  First  Medical  Group, 
850  Ridge  Lake  Boulevard,  Suite  G02,  Memphis,  TN  38120.  EOE/ 
M/F/H/V 


PHYSICIAN  NEEDED.  Physician  needed  to  help  2 busy 

family  practitioners  in  well  established  family  practice  clinic  lo- 
cated between  Oklahoma  City  and  Norman,  Oklahoma.  Salary 
and  benefits  negotiable.  No  financial  output  required.  No  OB.  Con- 
tact Dycus-Camp  Clinic,  Inc.,  320  N.  Service  Road,  Moore,  Okla- 
homa 73160,  (405)  794-4474  (day),  (405)  794-6683  (nights  and 
weekends). 


Southeastern  Texas:  F\ill-time  and  part-time  emergency  de- 
partment and  ambulatory  care  positions  available  in  the  Houston/ 
Beaumont  areas.  Position)  s)  offer  flexible  scheduling,  conpetitive 
compensation  package  including  malpractice  insurance.  Contact: 
Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Room  54, 
Traverse  City,  MI  49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 


32 


I Okla  State  Med  Assoc,  Vol  84,  January  1991 


“CLINICALLY  RELEVANT 
RISK  FACTOR  MANAGEMENT 
OF  CARDIAC  DISEASE” 

A Two-Day  Workshop 
February  15-16,  1991 

Springfield,  Missouri 

KEYNOTE  SPEAKER 

ROBERTS.  ELIOT,  M.D. 

"Brain-Heart  Interrelationships:  Mechanisms, 
Measurements,  and  Management.” 

Nationally  known  cardiologist  and  expert  on: 

* Hot  Reactors 

* Cardiac  Performance  Testing 

* Non-invasive  measurement  of  Cardiac  Output  and 
Stroke  Volume  Techniques,  Technology 

* Comparison  with  Pulmonary  Artery  Testing  and 
Results 

GUEST  SPEAKERS 

GEORGE  SHEEHAN,  M.D. 

Nationally  known  cardiologist, 
noted  lecturer  and  author 
“Exercise  and  the  Heart.” 

ARNOLD  FOX,  M.D. 

Internist  emphasizing  cardiology,  preventive  medicine; 
Commissioner  for  the  California  State  Board  of 
Medical  Ouality  Assurance;  Best  selling  author. 

LARRY  W.  GIBBONS,  M.D. 

Director  of  the  Cooper  Clinic  in  Dallas,  Texas, 
Research  Associate,  Institute  for  Aerobics  Research 

LARRY  HALVERSON,  M.D. 

Program  Director,  Family  Practice  Residency 
Cox  Medical  Center  North,  Springfield,  Missouri 

C.  NORMAN  SHEALY,  M.D.,  Ph.D. 

Founder  and  Director  of  the  Shealy  Institute, 
Springfield,  Missouri,  and  nationally  known  author. 

Cardiac  Conference  Cost: 

Both  Days:  $185.00  (includes  lunch) 

One  Day  Only:  $110.00  (includes  lunch) 

For  Reservations  Contact; 

Susan  Robords,  Conference  Coordinator 
Shealy  Institute 
1328  E.  Evergreen 
Springfield,  MO  65803 
(417)  865-5940 

“This  Program  is  acceptable  for  11  prescribed  hours 
by  the  Green  County  Medical  Society 
Continuing  Medical  Education  Committee.” 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  tn  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevaUon  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  dmg,L2  ^jso  doziness, 
headache,  skin  flushing  reported  when  used  orally.  T3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  L3.4  1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  ’A  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks, 3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  f'"'' 

53159-001-10, 

References: 

1.  A.  Morales  et  al,.  New  England  Journal  of  Medi- 
cine: 1221 , November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed , , p . 1 76  - 1 88 . 

McMillan  December  Rev.  1/85, 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal.,  The  Journal  of  Urology  128: 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 
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Why  PLICO  Health? 


Guaranteed 

Continued 

Insurability 


PLICO  Health  is  committed  to  guaranteed  continued  in- 
surability for  every  member  of  the  Oklahoma  State 
Medical  Association.  You  are  assured  continued  in- 
surability regardless  of  losses  you,  your  family,  or  your 
employees  may  suffer.  That  is  a commitment  no  other 
company  is  willing  to  make,  but  it  is  only  one  of  the 
reasons  PLICO  Health  is  your  best  option.  To  find  out 
more  about  the  advantages  of  PLICO  Health,  give  us  a 
call.  One  of  our  insurance  specialists  will  be  happy  to 
provide  you  with  details. 


The  Physicians  Liability  Insurance  Company 

P.O.  Box  26727  • Oklahoma  City,  OK  73126  • 405/524-0801 
1-800/522-9219 
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HELP  PATIENTS  AVOID  PRESCRIPTION  CONFUSION! 

USE 

IDENTI-MED^ 

AN  AID  TO  BEHER  PATIENT  MANAGEMENT 

Rx  labels  you  can  see  and  feel!!  Designed  for  the  "special  patient" 
(blindness,  illiteracy,  age,  etc.)  or  the  patient  on  multiple  Rx, 
such  os  cardiac,  dialysis,  or  diabetes. 

Request  Identi-Med*  on  the  Rx. 

Identi-Med/  Inc. 

1-800-752-9404  (24  hours) 

1-405-765-0669 

A group  of  laboratories 
affiliated  to  better  serve 
the  medical  profession. 

Arts  Lab'^ 

SOUTHERN  OKLAHOMA 
PATHOLOGY  ASSOCIATES,  INC. 

Ada,  Oklahoma 

DOCTORS  OFFICE  SPACE 

For  Sale  or  Lease 
Northwest  14th  & Rockwell 

Call  Sandy 

(405)  787-6772  or  (405)  787-9185 

MEDICAL  ARTS  LABORATORY 

Oklahoma  City,  Oklahoma 

FAIRVIEW  PATHOLOGY 
CONSULTANTS,  INC. 

Ponca  City,  Oklahoma 

OKLAHOMA  UROLOGY  CENTER 

PATHOLOGY  ASSOCIATES 

OF  LAWTON 

Lawton,  Oklahoma 

CHARLES  L.  REYNOLDS,  JR.,  MD,  INC. 

SOUTHEASTERN  MEDICAL 
LABORATORIES,  INC. 

Urology-Genitourinary  Surgery 

McAlester,  Oklahoma 

MIDWEST  CITY 

PATHOLOGY,  INC. 

Diseases  Kidney-Bladder-Prostate 

Midwest  City,  Oklahoma 

Female-Male  Children  & Adults 

Micro  Surgery  for  Infertility 

PATHOLOGY,  INC 

Prosthetic  Surgery  for  Impotency 

Stillwater,  Oklahoma 

Urinary  Incontinence 

3131  NORTHWEST  EXPRESSWAY 

Medical  Arts  Laboratory 
Associated  Regional 

SUITE  201 

and 

OKLAHOMA  CITY,  OKLAHOMA  73112 

University  Pathologists,  Inc. 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 

IF  NO  ANSWER  (405)  523-1999 

For  Information  Call 
(405)  239-7111  or 

1 (800)  REF-LABl 
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Oklahoma  Transplantation 

Institute 

THE  PREMIER  TRANSPLANTATION  INSTITUTE  IN  OKLAHOMA 

There  are  only  30  regional  Heart  Transplant  Centers  in  America,  and  one 
of  them  is  right  here  in  Oklahoma  City.  The  only  Heart  Transplant  program 
in  Oklahoma  to  earn  government  Medicare  Certification. 


- Nazih  Zuhdi,  MD  - 

DIRECTOR, 

CHIEF  TRANSPLANT  SURGEON 


Heart  Transplantation 
Heart-Lung  Transplantation 
Lung  Transplantation 

Nazih  Zuhdi,  MD,  Chief 
Allen  E.  Greer,  MD 
John  S.  Chaffin,  MD 
David  K.C.  Cooper,  MD 
John  S.  Muchmore,  MD 


Kidney  Transplantation 

Scott  Samara,  MD,  Chief 
B.G.  Smith,  MD 
Paul  Donat,  MD 

Research 

Bettina  Mues 
Ye  Yong 

Yukifusa  Yokoyama 


The  Oklahoma  Transplantation  Institute 
at  Baptist  Medical  Center 

3300  North\A/est  Express\A/ay  / Oklahoma  City,  Oklahoma  73112 

(405)  949-3349 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 
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The  Hand  Center 

For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


houshang  seradge,  md,  figs 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)631-4263 


SOUTHERN  PLAINS  MEDICAL  CENTER,  PC. 

^ ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE.  INC. 
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SOUTHERN  PLAINS 

MEDICAL  CENTER  / Chickasha 

2222  Iowa  — 224-8111 

FAMILY  PRACTICE 
J W McDoniel,  M D 
J O.  Wood,  Jr,  M.D, 

INTERNAL  MEDICINE 
W.S,  Harrison,  M D, 

D.L,  Stehr,  M D 
Don  R Hess,  M D 
R.L  Jenkins,  M.D 
L V.  Deck,  M D 
R C Talley,  M D 

CARDIOLOGY 
Joe  T Bledsoe,  M D. 

GASTROENTEROLOGY 
C.K  Su,  M D. 

PEDIATRICS 
R E Herndon,  M.D. 

E Ron  Orr,  M D 
J E.  Freed,  M D. 

Pilar  Escobar.  M D. 

Donald  E Haslam,  M D 


OBSTETRICS  AND 

GYNECOLOGY 
Nancy  W,  Dever,  M D 
Alan  J Weedn,  M D 
David  Rumph,  M D 

NEUROLOGY  (Part-timel 
Andrew  Gin,  M D 

GENERAL  & 

VASCULAR  SURGERY 
Linda  M Johnson,  M D, 
Virginia  L,  Harr,  M D 
Myra  Campbell,  PA 

THORACIC  & 

VASCULAR  SURGERY 
Paul  B Loh,  M.D. 

OPHTHALMOLOGY 
John  R Gearhart,  M D. 

ANESTHESIOLOGY 
T Gowlikar,  M D. 

Gideon  Lau,  M.D. 

M M Vaidya,  M D 

ACUTE  CARE  & 

OCCUPATIONAL  MEDICINE 
C R Gibson,  M D 
Edwin  Horne,  Jr,  M D. 


UROLOGY 
K T Varma,  M D 

ORTHOPEDIC  SURGERY 
J.E  Winslow,  M.D 
Timeri  Murari,  M D 
Bill  OhI,  PA. 

CLINICAL  PSYCHOLOGY 
J M Ross,  Ph  D. 

RADIOLOGY 
T J Williams,  M D 

SPEECH  PATHOLOGY 
Colette  Ellis,  M Ed.,  C.C.C. 

DERMATOLOGY 
Linda  A Reinhardt,  M.D 

ALLERGY 
R E Herndon,  M D. 

W.S  Harrison,  M.D 

PHYSICAL  MEDICINE 

& REHABILITATION 
Kumudini  Vaidya,  M D 

NEUROSURGERY  (Part-time) 
R E.  Woosley,  M D 


PLASTIC  & RECONSTRUCTIVE 
SURGERY  (Part-time) 

E C Duus,  M D 

ONCOLOGY  (Part-time) 

R G.  Ganick,  M D 
L M.  Bowen,  M.D 
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SOUTHERN  PLAINS 
MEDICAL  CENTER  / Duncan 
2515  West  Elk  — 252-6080 

FAMILY  PRACTICE 
Christopher  M Herndon,  M D 
Jeff  Jones,  M D 

ALLERGY  (Part-time) 

R E Herndon,  M.D 

DERMATOLOGY  (Part-time) 

Mark  Roytman.  M D. 

SOUTHERN  PLAINS 
AMBULATORY  SURGERY  CENTER 
2222  Iowa  — Chickasha,  OK 
MEDICARE  Approved 

ADMINISTRATION 
Daniel  N.  Vaughan 
David  L.  Ward 
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Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

nil  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
^Stephen  Tkach,  MD,  FACS 
■Joseph  F.  Messenbaugh  III,  MD,  FACS 
Patrick  Evans,  MD,  FACS 
*Edwin  E.  Rice,  MD,  FACS 
’^Warren  G.  Low,  MD,  FACS 
^Thomas  C.  Howard,  MD,  FACS 
*David  L.  Holden,  MD,  FACS 
*Brock  E.  Schnebel,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
^Richard  J.  Hess,  MD,  FACP 
*Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 
*Larry  G.  Willis,  MD 
^Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Jack  W.  Parrish,  MD,  FAAFP 
Robert  R.  Dugan,  MD 

MANAGEMENT  SERVICES 

"Specialty  Board  Diplomate  James  A.  Hyde,  Administrator 


QKVA'HOMA' 


metm 

Me 


Specializing  in  the  diagnosis  and  treatment 
of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 


MAIN  OFFICE 
750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

MERCY  OFFICE 
Mercy  Doctors  Tower 
4200  W.  Memorial  Rd.,  Suite  112 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 
3433  N.W.  56th,  Suite  870 
Oklahoma  City,  Oklahoma 
(405)  235-0040 


Robert  S.  Ellis,  MDt* 

Lyle  W.  Burroughs,  MDt° 
Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MDf* 
John  R.  Bozalis,  MD,  t* 
John  S.  Irons,  MDt° 
Warren  V.  Filley,  MD,  t* 
James  R.  Claflin,  MDt° 

Senior  Consultants: 
George  S.  Bozalis,  MD 
George  L.  Winn,  MDt 


t Diplomate  American  Board  of  Allergy  and  Immunology 
• Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


NORMAN  OFFICE 
950  North  Porter,  Suite  101 

Norman,  Oklahoma  Executive  Director: 

(405)  235-0040  Q.  Keith  Montgomery,  MHA 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N SARATOGA  ' P O BOX  849  / SHAWNEE,  OKLAHOMA  74801  / Phone  405-273-5801 


ALLERGY 

INTERNAL  MEDICINE 

OPHTHALMOLOGY 

RADIOLOGY  CONSULTANTS 

A.M.  Bell,  MD* 

Michael  W.  Butcher,  MD* 

David  K.  Linn,  MD*,  PhD 

William  Phillips,  MD* 

Merle  L.  Davis,  MD 

Robert  G.  Wilson,  MD* 

GENERAL  SURGERY 

Larry  D.  Fetzer,  MD 

Eldon  V.  Gibson,  MD* 

ORTHOPEDIC  SURGERY 

T.  A.  Balan,  MD,  FAAOS* 

Cranfill  K.  Wisdom,  MD* 

Frank  H.  Howard,  MD* 

Gary  D.  Myers,  MD* 

D.  A.  Mace,  MD 

J.  B.  Jarrell,  MD* 

S.  P.  Shetty,  MD* 

R.  M.  Kamath,  MD,  MS*  (Ortho) 

S.  M.  Waingankar,  MD,  MS*  (Ortho) 

INFECTIOUS  DISEASE 

William  A.  Chapman,  MD 

INDUSTRIAL  MEDICINE 

A.  M.  Bell,  MD 

D.  L.  Holland,  Jr,  MD* 

OTORHINOLARYNGOLOGY 

S.  Rishi,  MD*,  MS,  FACS 

ADMINISTRATOR 

NEONATOLOGY 

W.  J.  Birney 

R.  K.  Mohan,  MD 

PATHOLOGY  CONSULTANT 

David  L.  McBride,  MD* 

*Board  Certified 

OBSTETRICS 

GYNECOLOGY 

PEDIATRICS 

Richard  E.  Jones,  MD* 

A,  M.  Bell,  MD* 

Stephen  E.  Trotter,  MD* 

R.  K.  Mohan,  MD* 

Donald  E.  Loveless,  Jr,  MD* 

W.  A.  Chapman,  MD* 

ORTHOPEDIC  ASSOCIATES,  INC. 

AND 

AMBULATORY  SURGERY  CENTER 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  731 12-5691 
(405)  947-0911 


David  R.  Brown,  MD 
Ralph  E.  Payne,  Jr,  MD 
J.  Charles  Monnet,  MD 
David  A.  Flesher,  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III,  MD 
Michael  O.  Williams,  MD 
James  M.  Odor,  MD 


Jimmy  H.  Conway,  Jr.,  M.D. 


Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 
Surgery  of  the  Spine 


Total  Joint  Replacement 
Physical  Therapy 
Conservative  Spine  Care 
General  Orthopedic  Services 
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DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OR  RADIOLOGY 


Plain  Films,  Fluoroscopy,  Tomography 
Ultrasound,  Nuclear  Medicine 
Digital  Subtraction 
Xeromammographic  Suite 
State  of  the  Art  CAT  Scan  and  MR! 
Radiation  Therapy 


JAMES  T.  BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D.,  D.A.B.N.M.,  F.A.C.R. 
G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALE  ERIC  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.R 

ROGER  B.  COLLINS,  M.D. 

GARY  G.  ROBERTS,  M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 

JAVA.  HAROLDS,  M.D.,  D.A.B.N.M. 

CAROL  K.  YATES,  M.D. 

FRANCIS  “TAD”  CASSIDY,  M.D. 

EXECUTIVE  DIRECTOR 
BURT  LOESSBERG,  M.B.A. 


PRACTICE  LOCATIONS 

BAPTIST  MEDICAL  PLAZA  NORTH  BAPTIST  HOSPITAL  DEACONESS  HOSPITAL  NORTHWEST  MEDICAL  CENTER  BLDG 

3433  N W.  56TH,  SUITE  C-10  TELEPHONE  (405)  949-3202  TELEPHONE  (405)  949-6107  3330  N W 56TH  STREET,  SUITE  206 

TELEPHONE  (405)  945-4750  TELEPHONE  (405)  945-4740 


BAPTIST  HOSPITAL  DEACONESS  HOSPITAL 

TELEPHONE  (405)  949-3202  TELEPHONE  (405)  949-6107 


CT  SCAN 

Head 
SPINE 
Total  Body 


MEDICAL  PLAZA  IMAGING 

State  of  the  Art 


MRI 

(1.5  Tesla  GE  Magnet) 

Head 

Spine 

Total  Body 


7:00  a.m.  - 11 :00  p.m. 
Monday  - Saturday 
3433  N.W.  56th 
Suite  C-10 
1-405-945-4760 
1-800-522-6613 


OKLAHOMA  HAND 
SURGERY  CENTER,  INC 


f 


Carlos  A.  Garcia-Moral,  MD,  FACS 

405/232-3210 

300  Northwest  13th,  Suite  100 


Kenneth  A.  Hieke,  MD 


Oklahoma  City,  OK  73103 
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CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Sllverstein,  MD,  FACS 

J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Surgery  of  the  Hand  & Congenital  Deformities; 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  73116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 


Professional  card  listings  are  avaiiabie 
to  OSMA  members.  They  are  sold  in 
vertical  increments  of  one-half  inch  at 
the  rate  of  $55.00  per  half  inch  per  year. 


ALLERGY 


JAMES  A.  MURRAY,  MD,  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A.  MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomafe  Amencan  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa,  Oklahoma  74177 


Northwest  Medical  Center  Suite  602 

NORTHWEST  ALLERGY  CLINIC.  INC 


ANESTHESIOLOGY 


ROBERT  E KAPLAN,  M D 
— Anesthesiology  — 

Pain  Management 
3500  Stale  Street 

Telephone  918-333-4550  Bartlesville,  OK  74006  Fax  918-333-5886 


CARDIOVASCULAR 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catheterization,  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr.  service).  Treadmill 
Ettort  Tolerance,  Hypertensive  Evaluation 

•G.L  Honick,  MD,  FACC  943-8428  'J  Voda,  MD,  FACC  947-1297 

■J  L.  Bressie,  MD,  FACC  946-0568  G.L  Worcester,  MD  943-4134 

A F.  Elliott,  MD,  FACC  943-8421  ’K  J Kassabian,  MD  272-8397 

A S.  Dahr,  MD,  MS  947-2321 

"Certified  by  the  American  Board  ol  Cardiovascular  Disease 
Baptist  Medical  Plaza 

7th  Floor,  3433  N W.  56lh  Oklahoma  City,  Oklahoma  73112 


CARDIOVASCULAR  CLINIC 


Galen  P Robbins,  MD  William  J Fors,  MD  Fred  E.  Lybrand, 

Williams  S.  Myers,  MD  W.  H.  Oehlert,  MD  Mel  Clark, 

Lawrence  M.  Higgs,  MD  Charles  F Bethea,  MD  Jerome  L.  Anderson, 

Ronald  H.  White,  MD  Sanlosh  T.  Prabhu, 

Senior  Consultant:  Wm.  Best  Thompson,  MD 


MD 

MD 

MD 

MD" 


CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  anteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 


BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56lh,  Suite  400,  Oklahoma  City,  OK  731t2  Telephone  947-3341 

4200  W Memorial,  Suite  704,  Oklahoma  City,  OK  73t20  Telephone  945-3155 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS,  State  PPO  Accepted 

Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


RONALD  W GILCHRIST,  JR  , MD 
Diseases  and  Malignancies  ot  the  Skin 

Oklahoma  City,  X-Ray  and  COj  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


John  L Davis,  M D 
3330  N W 56th 

Oklahoma  City,  Oklahoma  731 12 
405  843-6619 


OKLAHOMA  ALLERGY  CLINIC,  INC, 

Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 


Roberts. Ellis, MDt"  John  R.  Bozalis,  MDt" 

Lyle W.  Burroughs,  MDf"  John  S.  Irons,  MDf 

Charles  D.  Haunschild,  MDf”  Warren  V Filley,  MDf" 
JamesH.  Wells,  MDt"  James  R,  Claflin,  MDt‘ 

Senior  Consultants;  George  S.  Bozalis,  MD;  George  L.  Winn,  MDt 

t Diplomate  American  Board  of  Allergy  and  Immunology 
" Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


Central  Office:  Baptist  Medical  Plaza  N 

750  NE  13th  St  3433  NW  56th 

Okla  City,  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W.  Memorial 
Suite  112 
405-235-0040 


Norman  Office; 
950  N Porter 
Suite  101 
405-235-0040 


SKIN  8 SKIN  CANCER  CENTER,  INC 
C.  Jack  Young,  MD 

Diplomate  American  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N W.  56,  Oklahoma  City  (405)  946-5678 


Medical  Update 

brochures  and  display  placards 
Another  OSMA  member  service 
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ENDOCRINOLOGY 


GUDE,  MD,  MRCP  (UK),  FACP 
Diplomate,  American  Boards  of  Internal  Medicine 
and  Endocrinology/Metabolism 
ENDOCRINOLOGY  ■ DIABETOLOGY  - THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC,  OK  73119  PH:  681-1100 
North  Office:  6001  NW  120th  Ct  #6,  OKC,  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


NEPHROLOGY 


Practice  of  Internal  Medicine  and  Nephrology 

TV.  VENKATA  RAMAN,  MD,  FACP 
Diplomate  American  Board  of  Internal  Medicine  and  Nephrology 

Classen  Professional  Bldg.  M D.  Medical  Tower 

1110  N.  Classen  Blvd,.  #200  8121  National  Ave.,  #401 

Oklahoma  City.  OK  73106  Midwest  City,  OK  73110 

(405)  235-8229  (405)  733-9987 


OPHTHALMOLOGY 


John  W Huneke.  MD,  FACS.  Inc 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada,  Oklahoma  74820 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  fhe  Eye 

JAY  C.  JOHNSTON.  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD,  INC 
Diplomate.  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N.W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office:  405/272-6802  After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS,  PC. 

Baptist  Medical  Center  - South  Building 
3435  N.W.  56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 

S.  Fulton  Tompkins.  MD,  DABOS  John  F.  Thompkins,  MD,  DABOS 


HOUSHANG  SERADGE,  MD.  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W  44th  Street,  Suite  620 
Oklahoma  City.  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O.  SMITH,  JR.,  MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified-American  Board  of  Otolaryngology 
4200  West  Memorial  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


PEDIATRIC  SURGERY 


WM.  P TUNELL,  MD*  DAVID  W.  TUGGLE,  MD* 

940  NE  13th  Street,  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
*American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R.  Murali  Krishna.  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
John  C.  Andrus.  M.D..  MAPA 
Diplomate,  American  Board  of  Psychiatry 
Shree  S.  Vinekar,  M.D.,  FAACP 
Diplomate,  American  Board  of  Psychiatry  and  Child  Psychiatry 
Twyla  J.  Smith,  M D.,  Diplomate,  American  Board  of  Psychiatry 
Charles  E.  Smith.  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
Cheryl  L.  Feigal,  M.D.,  Diplomate,  American  Board  of  Psychiatry 
V.  Girijanand  Bhat,  M.D.,  MRCP  (UK) 
CONSULTANTS 
Robert  J,  Outlaw,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
PovI  Toussieng.  M.D.,  FAPA 

Thurman  E.  Coburn,  Ph  D.,  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Donna  D.  Smeia,  ACSW,  Clinical  Psychiatric  Social  Worker 
St.  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER,  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg.  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K.  IMES,  MD* 

JOHN  E.  HUFF,  MD* 

ELWOOD  F WILLIAMS,  MD 

*Diplomates  American  Board  of  Internal  Medicine 
*American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W.  56th  Street,  Suite  212  (405)  947-3335 

Oklahoma  City,  Oklahoma  73112 


OSMA  News 

Another  OSMA  member  service 
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KATHERINE  S LITTLE,  MD 

DENNIS  M PARKER.  MD 

1 SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 

Diplomates  American  Board  of  Internal  Medicine 

American  Board  of  Internal  Medicine  - Pulmonary  Disease 

Consultants  in  Diseases  of  the  Chest 

Fiberoptic  Bronchoscopy 

Pulmonary  Function  Evaluation 

Intensive  Care  Medicine 

PARAMJIT  S BAJAJ,  MD,  FACS 

FRCS  (England),  FRCS  (Edinburgh) 

Certified  American  Board  of  Plasfic  Surgery 

Maxillofacial  and  Cosmetic  Surgery 

Surgery  of  the  Hand 

1110  N Classen  Blvd  , Suite  304  13313  N Meridian,  Suite  A 

3330  N W 56th  Street.  Suite  208  (405)  949-2215 

Oklahoma  City,  Oklahoma  73112 

Oklahoma  City,  OK  73106  Oklahoma  City,  OK  73120 

235-6671  755-6366 

RADIOLOGY  | 

WILLIAM  J FORREST,  MD 

Plastic  and  Reconstructive  Surgery 

Surgery  of  the  Hand 

CHET  BYNUM,  MD  GLENNA  YOUNG,  MD 

3400  N W Expressway  947-8760 

Oklahoma  City 

DIAGNOSTIC  RADIOLOGY 

Fluoroscopy  Tomography 

Xeromammography  Ultra  Sonography 

WHOLE  BODY  CT  SCANNING 

HERBERT  M KRAVITZ,  MD.  FACS 

13301  N Meridian  Bldg  300  1125  N Porter 

Oklahoma  City,  Oklahoma  73120  Norman.  Okla  73071 

(405)  752-0186  (405)  364-1071 

Diplomate  American  Board  of  Plastic  Surgery 

Reconstructive.  Cosmetic  and  Cleft  Palate  Surgery 

Office  (405)  946-2694  2620  Northwest  Expressway 

Oklahoma  City.  Oklahoma 

RADIOLOGIC  SPECIALTIES,  LTD 

4045  Northwest  64th  Street.  Suite  125 

Oklahoma  City,  Oklahoma  73116 

1 UROLOGY 

Practice  Limited  To  CT  Scanning 

A de  QUEVEDO.  MD,  Inc 

Diplomate  of  the  American  Board  of  Urology 

V C.  Tisdal  III.  MD  (405)  848-0075  Retiecca  Goen  Tisdal,  MD 

Suite  606 

1211  N Shartel  Oklahoma  City,  Oklahoma  73103  232-1333 

Diplomates  American  Board  of  Radiology 

BARNEY  J.  LIMES,  MD.  FACS 

1211  N.  Shartel.  Suite  208 

Oklahoma  City,  Okla  73101 

Phone  235-0315 

2801  Parklawn  Dr,  Suite  300 

Midwest  City,  Okla.  73110 

Phone  737-3538 

THE  ARTHRITIS  CLINIC 

Lloyd  G.  McArthur,  PhD.  MD  Winfred  L.  Medcalf,  MD 

Robert  C Troop,  PhD,  MD 

207  C Street  NW  Ardmore,  OK  73401 

Phone  405-223-5180 

Practice  Limited  to  Urology 

Diplomate  American  Board  of  Urology 

JOSEPH  D.  PARKHURST  MD.  FACS 

Diplomate  American  Board  of  Urology 

SURGERY,  HAND  I 

2345  N Tompkins  1309  S Holly 

Bethany.  OK  73008  495-6134  Yukon,  OK  73099 

G M RAYAN,  MD,  FACS 

CHARLES  L REYNOLDS,  JR  , MD,  FACS,  FICS 

DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 

Diplomate  American  Board  of  Orthopaedic  Surgery, 

Board  Certified  Hand  Surgery 

Orthopaedics.  Upper  Extremity.  Hand  & Microsurgery 

DISEASES  Of  the  KIDNEY.  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 

OKLAHOMA  CITY.  OKLAHOMA  73112 

3433  NW  56lh,  Suite  850  Oklahoma  City,  OK  73112 

OFFICE  (405)  843-5761 

RESIDENCE  (405)  842-6420  IF  NO  ANSWER  (405)  523-1999 

HOUSHANG  SERADGE,  MD,  FICS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  and  Reconstructive  Microsurgery 

Professional  card  listings  are  availabie 

1044  S.W,  44th  Street.  Suite  620 

Oklahoma  City.  Oklahoma  73109 

Phone  (405)  631  -4263  631  -HAND 

to  OSMA  members.  They  are  sold  in 

verticai  increments  of  one-haif  inch  at 

the  rate  of  $55.00  per  haif  inch  per  year. 
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CARDIOVASCULAR  AND  THORACIC  SURGERY  ASSOCIATES 

The  Cardiac  Surgeons  of  Oklahoma  City,  Inc. 


Professional  Staff 

William  D.  Hawley,  MD  R.  Darryl  Fisher,  MD 

James  M.  Hartsuck,  MD  Marvin  D.  Peyton,  MD 

Scott  K.  Lucas,  MD 


Diplomates  of 
American  Board  of  Surgery 
American  Board  of  Thoracic  and 
Cardiovascular  Surgery 


Specializing  in 
Cardiac,  Vascular 
and  Thoracic  Surgery 


Office  Hours  8:30  a.m.  to  5:00  p.m. 
Monday  through  Friday 
With  24  Hour  Consultation  and  Referral 


1 -800-522-6755 


(405)  946-0900 


OFFICES 


3433  N.W.  56TH,  SUITE  660 
1044  S.W.  44TH,  SUITE  520 


OKC,  OK  73112 
OKC,  OK  73109 
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Auxiliary 


The  Oklahoma  State  Medical  Association  Aux- 
iliary (OSMAA)  is  working  with  county  auxilia- 
ries to  establish  a Metal  Implant  Bank.  This  is  a joint 
project  with  the  San  Mateo  County  Medical  Auxiliary 
in  Redwood,  Calif. 

Because  of  the  rapidly  advancing  technology  and 
litigious  nature  of  the  public,  we  have  become  part  of 
a “disposable  society.”  Used  or  outdated  metal  im- 
plants are  simply  thrown  away  in  the  United  States. 
The  purpose  of  this  bank  is  to  collect,  catalogue,  and 
distribute  durable  orthopaedic  hardware  for  use  or 


re-use  in  Latin  America.  These  materials  can  be  re- 
sterilized and  used  to  provide  fuller  use  of  limbs  and 
freedom  from  pain  for  patients  in  the  developing 
countries  of  Latin  America. 

Tell  your  patients  and  hospital  about  the  Metal 
Implant  Bank.  Join  with  your  county  medical  aux- 
iliary in  setting  up  collection  of  these  items  and  give 
the  “gift  of  ambulation  or  the  freedom  from  pain”  to 
others.  Detailed  information  is  available  from  Blair 
Brockman,  OSMAA  Health  Project  Chairman,  3828 
South  Utica,  Tulsa,  OK  74105.  (J 
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The  Last  Word 


■ Edward  N.  Brandt,  Jr.,  MD,  executive  dean  of 

the  University  of  Oklahoma  College  of  Medicine  in 
Oklahoma  City,  has  been  named  chair-elect  of  the 
Section  on  Medical  Sciences  of  the  American  Associ- 
ation for  the  Advancement  of  Science  (AAAS).  He 
will  serve  in  that  capacity  from  February  20, 1991,  to 
February  12,  1992,  when  he  will  become  chair  of  the 
section.  He  will  hold  that  position  for  one  year.  The 
AAAS  has  a membership  of  132,000,  with  20,464  in 
the  Section  on  Medical  Sciences. 

■ Physicians  are  reminded  that  four  occupa- 
tion-related diseases  are  reportable  in  Oklahoma: 
lead  poisoning  (in  both  adults  and  children),  asbes- 
tosis,  silicosis,  and  coal  workers’  pneumoconiosis 
(CWP  or  “Black  Lung”).  The  conditions  can  be  re- 
ported by  using  the  blue  report  cards  provided  by  the 
General  Communicable  Diseases  Division  of  the 
Oklahoma  State  Department  of  Health  (OSDH). 

■ Health  care  professionals  wishing  to  receive 

the  monthly  Epidemiology  Bulletin  of  the  Oklahoma 
State  Department  of  Health  may  do  so  free  of  charge. 
Mail  subscription  requests  to  the  Epidemiology  Ser- 
vice, OSDH,  PO  Box  53551,  Oklahoma  City,  OK  73152. 

■ January  is  National  Eye  Health  Care  Month, 
and  famed  humanitarian  and  humorist  Bob  Hope  is 
serving  as  honorary  chairman.  Hope  is  appearing 
nationwide  in  10-  and  30-second  television  public  ser- 
vice announcements  and  on  billboards.  National  Eye 
Health  Care  Month  is  a voluntary  effort  to  make  the 
public  aware  that  medical  eye  examinations  are  the 
major,  common  sense  approach  to  preventing  blind- 
ness. A free  brochure  on  eye  problems  is  being  offered 
to  those  who  send  a self-addressed,  stamped  busi- 
ness-sized envelope  to  the  American  Academy  of 
Ophthalmology,  c/o  Inquiry  Clerk,  Department  BH, 
PO  Box  7424,  San  Francisco,  CA  94120. 

■ Tulsa  urologist  John  B.  Forrest,  MD,  recently 

presented  four  papers  at  a meeting  of  the  South  Cen- 
tral Section  of  the  American  Urological  Association 
in  Santa  Fe.  The  papers  were  entitled  “How  to 
Evaluate  Managed  Contracts,”  “Results  of  a Commu- 
nity Based  Prostatic  Screening  Program,”  “Practical 
Applications  of  Prostatic  Ultrasound,”  and  “Early 
Experience  with  the  Indiana  Pouch  Continent  Uri- 
nary Reservoir.” 


■ James  W.  Loy,  longtime  administrator  of  the 

Southern  Plains  Medical  Center  and  its  predecessor 
organizations  in  Chickasha,  is  leaving  that  post  to  ac- 
cept an  appointment  as  consultant  with  the  Medical 
Group  Management  Association  Consulting  Service 
of  Denver.  Mr  Loy  served  as  national  president  of  the 
organization  in  1983-84.  As  part  of  the  consulting  ser- 
vice, he  will  be  visiting  group  practice  locations 
around  the  country  to  assist  with  solving  practice 
problems;  he  will,  however,  maintain  his  residence  in 
Chickasha.  Mr  Loy  was  recipient  of  the  OSMA’s 
Donald  J.  Blair  Friend  of  Medicine  Award  in  1988. 

■ Ken  L.  Evans,  MD,  Shattuck,  was  featured  in 

the  cover  story  of  the  October  American  Legion  mag- 
azine. Entitled  “The  Death  of  Rural  Hospitals,”  the 
story  focused  on  Shattuck’s  Newman  Memorial  Hos- 
pital. In  the  story.  Dr  Evans  says,  “The  health  of  rural 
people  who  grow  our  food  and  nourish  the  nation 
should  not  be  put  in  jeopardy  because  they  live  in 
rural  areas.  They  don’t  ask  for  handouts.  They  just 
want  to  be  treated  on  an  equal  basis.  If  we  don’t  pro- 
vide them  with  health  care,  everyone  will  pay.” 

■ \^lliam  P.  Gideon,  MD,  Oklahoma  City,  has 

been  elected  vice-chairman  of  the  Oklahoma  Section 
of  the  American  College  of  Obstetricians  and  Gyne- 
cologists (ACOG)  for  a three-year  term  which  began 
in  November.  Dr  Gideon  is  affiliated  with  St  FVancis 
Hospital  and  Hillcrest  Medical  Center  in  Tulsa  and 
is  assistant  professor  of  ob/gyn  at  the  University  of 
Oklahoma  College  of  Medicine— Tulsa.  Paul  F.  Lee, 
MD,  Ponca  City,  remains  chairman  of  the  section. 

■ It’s  official.  March  30th  has  been  designated 

National  Doctors’  Day  by  President  George  Bush.  His 
signing  of  the  proclamation  culminates  the  efforts  of 
legislators  in  both  Senate  and  House  resolutions  to 
establish  a day  officially  recognizing  the  contribu- 
tions of  physicians  to  the  nation.  Begun  on  March  30, 
1935,  by  the  Auxiliary  of  the  Southern  Medical  As- 
sociation, the  day  has  been  recognized  in  most  states 
through  local  and  state  proclamations.  Until  now, 
however,  it  had  not  been  officially  designated  as  a na- 
tional observance.  (J) 
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Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  Indicated  organisms 


Bfl8(  SBomary. 

Cwsidt  tte  puksge  Weratvre  tor  prosGrltitas  Momiatk». 
iBilcatlofl:  Lower  respiratory  intections.  including 
pneumonia,  caused  b»  Streptococcus  pneumoniae, 
Haemophilus  inflmzae,  and  Streptococcus  pyogenes 
(group  A p-hemotsdic  streptococci). 

Ctmtratadicattw;  Known  allergy  to  cephalosporins. 
WaretiiBS:  CECLOfi  SHOULD  BE  ADMINISTERED 
CAUTIOUSUr  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CflOSS-ALLERGENIClTY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  teoad-spectrum  antibiotics.  It  must  be  con- 
sidered m differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  amtbiotic- 
associated  colitis. 

Piecauftns; 

• OiscOTbiioe  Ceclof  in  the  event  of  allergic  reactions  to  it. 
•Prolonged  use  may  result  in  overgrowth  of  non- 
susceptiMe  organisms, 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  narlmdly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-spectmm  amibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particular^  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  anti  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  for  these  patients. 


Adverse  Reacttons:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon 
Those  reported  include. 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  Include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patiems.  Cases 
of  serum-stekness-like  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sickBess-like 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor,  Such  reactions  have  been 
reported  more  frequently  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0,5%)  in 
one  focused  trial  to  2 in  8,346  (0,024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.(X)3%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy:  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  anti  symptoms.  No 
serious  sequelae  have  been  rep^ed. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis. 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  In  patiems  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

AtooiTOllties  in  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia, 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly. 

• Abnormal  urinalysis:  elevations  in  BUN  or  serum 
creatinine, 

• Positive  direct  Coombs'  test 

• Falseijositive  tests  for  urinary  glucose  with  Benedict's 
or  Fehling's  solution  and  Clinite^  tablets  but  not  with 
Tes-Tape*  (glucose  enzymatic  test  strip,  Lilly). 
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program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF 

HEALTH  PROFESSIONS 
COLLECT  “STAT” 
913-491-8640 


Editorial 


An  American  Solution 

The  cost  of  health  care  in  the  United  States  is  an  in- 
creasing worry  today,  and  there  is  a developing  con- 
sensus that  new  methods  of  funding  health  care 
should  be  developed.  But  thus  far  very  little  thought- 
ful debate  has  occurred,  and  only  patchwork  political 
solutions  are  proposed.  The  bad  effects  that  Medi- 
care-Medicaid concepts  have  had  on  today’s  chaotic 
medical  eonomics  are  ignored  or  glossed  over  in  cur- 
rent discussions. 

Medicaid,  with  an  infinity  of  meaningless  means 
tests,  and  Medicare,  with  no  means  test  at  all,  now 
spend  increasing  billions  of  tax  dollars  on  health  pro- 
jects that  were  chosen  by  a political  process  without 
scientific  analysis.  As  time  has  passed,  these  bur- 
geoning health  costs  have  elicited  a dreadful  series 
of  draconian  countermeasures  such  as  cost  shifting, 
enforced  charity  work,  untested  generic  drugs,  pro- 
vider wage  controls,  DRGs,  and  rural  reimbursement 
differentials.  These  responses  have  curtailed  federal 
health  expenses,  but  they  succeed  by  reducing  access 
to  care  and  to  medical  services.  Consequently,  the 
total  effects  have  led  to  public  outcries  that  the  US 
system  is  now  too  sick  to  fix,  and  the  US  must  there- 
fore adopt  the  “Canadian  System”  of  health  care. 

The  “Canadian  System”  of  health  care  spends  9% 
of  Canada’s  Gross  National  Product  while  the  US 
spends  11.5%  of  its  GNP.  Individual  tax  rates  are 
much  higher  in  Canada  than  in  the  US.  Canadian 
physicians,  to  be  licensed,  must  accept  the  govern- 
ment imposed  income  limits  — there  is  no  practice 
outside  the  system.  Hospitals  also  must  live  on  gov- 
ernment imposed  budgets  regardless  of  service  vol- 
ume or  intensity.  In  Canada,  any  new  technologies 
can  be  brought  in  only  with  government  approval  and 
capital.  Thus  Canada  presently  has,  on  a per  capita 
basis,  one-fifth  as  many  cardiac  cath  labs  as  the  US, 
one-sixth  as  many  lithotripters,  and  one-eleventh  as 
many  magnetic  resonance  imagers.  Efficacy  ques- 
tions are  frequent. 

Canada’s  ethnicity,  economic  base,  and  climatic 
range  are  significantly  different  from  the  US,  and 
these  factors  modify  the  use  of  health  services  in  di- 


verse ways  that  have  never  been  carefully  studied. 
But  the  current  dearth  of  new  medical  advancements 
signals  a serious  deficiency  in  the  Canadian  govern- 
ment response  to  new  medical  ideas,  and  a con- 
sequent lack  of  medical  quality.  The  “Canadian  Sys- 
tem” is  cheaper,  but  it  is  not  as  good,  and  would  not 
be  acceptable  to  the  average  United  States  citizen.  In 
essence,  the  term  “Canadian  System”  is  just  another 
political  buzz  word  for  government  medicine.  The 
constant  flight  of  Canadian  citizens  to  the  US  border 
states  for  coronary  bypass,  transplant,  and  other 
modem  treatments  emphasizes  the  deficient  state  of 
Canadian  government  medicine.  The  wry  comment 
is:  “Canadian  medicine  works  fine  — as  long  as 
you’re  not  seriously  ill.” 

The  Canadian  government  appears  to  be  fully 
exploiting  the  effects  of  a complete  government  domi- 
nation of  medical  economics.  They  now  have  a total 
monopoly,  but  only  save  2.5%  of  GNP  compared  to  the 
US  — and  see  many  of  their  citizens  flee  to  the  US 


The  United  States  has 
prospered  and  progressed 
through  a free  market 
economy  and  not  by 
government  fiat. 


for  medical  care.  It  seems  to  us  that  US  health 
policymakers  should  evaluate  objectively  these  dis- 
mal effects  of  government  medicine  before  recom- 
mending an  increased  government  involvement.  The 
policymakers  would  do  well  to  look  at  Eastern  Europe 
for  a preview  of  the  end  of  the  road  that  the  Cana- 
dians now  travel.  European  communist  governments 
are  all  abandoning  the  system  of  government  medi- 
cal economics  that  the  Canadians  now  use. 

We  would  propose  an  “American  Solution”  instead 
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of  a “Canadian  Solution”  to  the  US  health  care  prob- 
lem of  today.  The  United  States  has  prospered  and 
progressed  through  a free  market  economy  and  not  by 
government  fiat.  Individual  initiative  and  individual 
solution  of  economic  problems  by  free  citizens  have 
been  the  talismanic  genius  of  the  US.  Let  us  begin 
to  dismantle  the  government  programs  that  disburse 
health  care,  and  redirect  our  government’s  energy  to- 
ward freeing  up  the  economic  bindings  that  prevent 
our  individual  citizens  from  buying  the  medical  care 
that  they  want.  Most  of  the  citizens  of  the  United 
States  would  like  to  have  a medical  profession  that 


is  free  to  provide  the  medical  care  that  the  individual 
patient  truly  needs,  and  that  is  an  economic  objective 
rather  than  a political  goal.  US  health  care  problems 
now  require  an  economic  solution  rather  than  a polit- 
ical solution. 

We  move  that  the  “American  Solution”  to  our 
health  care  crisis  be  initiated. 

A*  )/(  }K-  ^ 


CALL  FOR  RESOLUTIONS 

All  resolutions  to  be  presented  to  the  Oklahoma  State  Medical 
Association  House  of  Delegates  Annual  Meeting  must  be  received 
in  the  executive  offices  no  later  than  thirty  (30)  days  prior 
to  the  meeting.  This  year’s  meeting  will  be  May  9-11,  1991, 
at  the  Sheraton  Century  Center  in  Oklahoma  City. 

County  medical  societies  or  individuals  wishing  to  submit  resolutions 
should  mail  them  to  OSMA,  601  Northwest  Expressway, 
Oklahoma  City,  OK  73118.  Should  you  need  assistance  in  drafting 
such  resolutions,  please  contact  the  executive  offices. 

RESOLUTIONS  MUST  BE  SUBMITTED  ON  OR  BEFORE  APRIL  8,  1991 


52 


I Okla  State  Med  Assoc,  Vol  84,  February  1991 


PRESIDENT'S  PAGE 


The  Professions  United 

This  is  a historic  month  in 
Oklahoma,  for  it  marks  the  first 
joint  meeting  of  the  Board  of 
Trustees  of  the  Oklahoma  State 
Medical  Association  and  the 
Board  of  Governors  of  the  Okla- 
homa Bar  Association.  Their 
aim  is  to  lay  the  foundations  for 
joint  programs  for  the  benefit  of 
Oklahoma  citizens. 

The  professions  of  law  and  medicine  have  many 
commonalities.  Almost  uniquely  in  America,  law  and 
medicine  have  as  their  principal  focus  the  benefit  of 
individuals  in  need  of  professional  services.  Both  re- 
quire years  of  professional  education  — under- 
graduate, graduate,  and  continuing.  Both  deal  with 
individuals  at  times  of  life  crises.  Both  have  deep 
philosophical  roots.  Both  desire  professional  au- 
tonomy and  control.  And  both  are  under  constant  at- 
tack from  media  individuals  to  whom  independent 
professions  are  anathema. 

While  it  would  be  presumptuous  to  predict  the  ac- 
tions of  either  board,  the  potential  agenda  is  lengthy. 
Genuine  public  service  (and  public  good  will)  could 
result  from  decisions  to  conduct,  in  Oklahoma,  the 
joint  AM  A- ABA  program  for  drug  abuse  prevention. 
The  bar,  like  we,  has  impaired  professionals,  while 
the  OSMA  has  one  of  the  finest  professional  recovery 
programs  in  the  world.  Would  it  benefit  us  to  join  this 
need  and  this  solution?  Contrary  to  popular  thought, 
lawyers  do  not  form  a majority  of  the  legislature  — 
they  are  a relatively  small  minority.  Issues  such  as 
professional  control  of  licensing  and  supeiwision.  Fed- 
eral Trade  Commission  abuses,  and  educational  stan- 
dards are  shared  concerns  of  both  professions.  Can  we 
help  one  another  on  Lincoln  Boulevard?  The  PRO 
program  perhaps  more  than  any  other  has  brought 
to  the  fore  genuine  issues  of  civil  liberties  for  profes- 
sionals mired  in  kangaroo  administrative  courts. 
Can  we  do  something  collectively  to  assure  freedom 
for  ourselves  and  other  Americans? 

Those  of  you  who  studied  the  last  paragraph  are 
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undoubtedly  asking  — where  is  tort  reform?  It  is  not 
here.  While  the  Trial  Lawyers  Association  and  the 
Bar  Association  are  related  but  separate  entities,  one 
cannot  reasonably  expect  a new  millennium,  particu- 
larly when  the  matters  at  issue  address  philosophical 
and  libertarian  issues  in  addition  to  economics.  One 
does  not  lightly  impair  the  right  of  each  individual 
American  to  access  our  courts.  There  is  no  broad  legal 
equivalent  of  Medicare  or  Medicaid.  Pro  bono  work 
(occasionally  at  the  enforceable  demand  of  a judge) 
and  the  contingency  system  that  we  abhor  are  cur- 
rent substitutes.  Perhaps  we  can  hope  for  actions  that 
in  time  will  balance  the  interests  of  all  parties  with 
the  smallest  possible  amount  of  discomfort  to  each. 


Physicians  and  attorneys  are 
members  of  professions 
besieged.  Collectively  we 
need  and  can  erect  a 
common  shield. 


We  will  never  reach  any  mutual  understandings, 
however,  if  we  do  not  begin  to  walk  a path  together. 

Are  there  goals  of  overriding  importance  to 
medicine  that  we  might  one  day  reach?  Yes,  if  we  can 
find  appropriate  methods  for  joining  together  reason- 
able people.  Let  me  name  but  one  such  goal.  I have 
served  in  three  national  organizations  (including  the 
AM  A)  on  study  and  policy  groups  addressing  new 
and  emerging  medical  technology.  The  many,  many 
weeks  of  time  and  reams  of  data  and  speculation  have 
left  me  convinced  that  our  legal  brethren  will  be  able 
to  foster  continued  advances  in  American  medicine. 
Attorneys  represent  individuals  — and  it  is  the  indi- 
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vidual  sick  patient  who  needs  the  technology  that 
government  and  third  party  payors  are  out  to  contain. 
How  dearly  I would  love  to  have  the  Trial  Lawyers  As- 
sociation, with  the  active  assistance  of  the  OSMA, 
shift  their  focus  to  government  and  carriers  in  the  in- 
terests of  both  our  patients  and  our  profession. 

Physicians  and  attorneys  are  members  of  profes- 
sions besieged.  Collectively  we  need  and  can  erect  a 


common  shield.  Let  us  be  bold  in  thought,  steadfast 
in  action,  and  dedicated  continuously  to  the  well 
being  of  each  American.  The  future  is  of  our  making. 
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Pneumatic  Retinopexy: 

Experience  in  Southwest  Oklahoma 

Jeffrey  S.  Rapl<in,  MD 


Pneumatic  retinopexy  is  a procedure  which  can  be 
utilized  as  an  alternative  to  scleral  buckling  to  repair  ret- 
inal detachment.  It  offers  the  advantages  of  being  less 
invasive  and  is  easily  performed  under  local  anesthesia 
on  an  outpatient  basis.  We  enjoyed  an  initial  success  rate 
of  reattachment  in  five  of  six  eyes  with  this  procedure. 
One  case  experienced  late  redetachment,  and  a subse- 
quent case  experienced  early  redetachment  from  de- 
velopment of  new  retinal  breaks.  Six  cases  were  success- 
fully reattached  in  one  or  two  procedures,  and  all  cases 
were  reattached  in  three  procedures.  All  patients  experi- 
enced stable  or  improved  vision  with  pneumatic  re- 
tinopexy. 

Repair  of  retinal  detachments  is  commonly 
achieved  hy  performing  a scleral  buckling  proce- 
dure, wherein  a silicone  sponge  or  hand  is  placed 
around  the  globe.  This  allows  the  detached  retina  to 
maintain  contact  with  deeper  structures  and  de- 
creases vitreoretinal  traction  on  the  break  until 
chorioretinal  scars  form.  These  scars  are  induced  by 
cryopexy  or  other  techniques.  They  form  a permanent 
bond  between  the  retina  and  choroid  which  provides 
a basis  to  prevent  redetachment  of  the  retina,  even 
if  the  buckling  device  must  be  subsequently  removed. 
While  the  scleral  buckle  procedure  is  the  most  com- 
monly accepted  procedure  for  repair  of  retinal  detach- 
ment, it  is  relatively  invasive  and  complications  are 
not  unknown. 


Direct  correspondence  to  Jeffrey  S.  Rapkin,  MD,  Southwest  Eye  Institute.  5404 
Southwest  I.iee  Boulevard,  Lawton,  OK  73505. 


Pneumatic  retinopexy  is  an  alternative  technique 
used  to  achieve  repair  of  retinal  detachments  by  plac- 
ing a gas  bubble  in  the  vitreous  cavity.  The  role  of  the 
bubble  is  to  perform  tamponade  of  the  retinal  break 
during  the  period  of  chorioretinal  scar  formation  in- 
duced by  either  laser  or  cryopexy  application.  The  first 
attempts  at  retinal  detachment  repair  by  vitreous 
gas  injection  were  reported  in  1938  by  Rosengren.^ 
Modem  protocols  for  pneumatic  retinopexy  have 
been  developed  and  advocated  by  Hilton,  et  al,^  and 
McAllister,  et  al.®  Recent  studies  have  shown  that 
pneumatic  retinopexy  is  a reasonable  surgical  alter- 
native for  scleral  buckling  when  the  patient  can  meet 
certain  requirements.^ 

Specifically,  the  retinal  break  must  be  in  a 
superior  position  and  the  patient  must  be  able  to 
maintain  an  appropriate  head  position  for  the  first 
one  to  two  weeks  in  order  to  place  the  gas  bubble  on 
the  retinal  break  for  at  least  sixteen  hours  per  day. 
The  surgeon  must  have  a clear  view  of  the  retinal 
periphery  to  be  assured  that  other  retinal  breaks  are 
not  present.  While  complications  peculiar  to  pneuma- 
tic retinopexy  are  not  unknown, the  procedure  is 
relatively  simple  and  less  invasive  than  scleral  buck- 
ling, allowing  patients  a faster  recovery  time  and 
easier  visual  rehabilitation.  Often  this  allows  the  pa- 
tient to  return  to  work  faster,  and  the  ability  to  per- 
form the  procedure  on  an  outpatient  basis  represents 
a significant  cost  savings  for  the  patient  or  insurance 
carrier. 

We  recently  began  to  offer  the  option  of  pneumatic 
retinopexy  for  patients  with  retinal  detachments 
who  met  specific  requirements  preoperatively.  This 
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paper  presents  our  results  following  our  first  year  of 
experience  with  pnuematic  retinopexy. 

Materials  and  Methods 

The  technique  we  have  used  is  similar  to  that  previ- 
ously reported.^ ''  Following  a careful  examination  of 
the  peripheral  retina  by  scleral  depression,  the  pa- 
tient is  informed  of  the  diagnosis  and  surgical  options 
if  he  or  she  meets  the  following  requirements:  There 
must  be  only  one  retinal  break,  or  multiple  retinal 
breaks  within  one  clock  hour.  All  retinal  breaks  must 
be  above  the  eight  o’clock  and  four  o’clock  positions. 
The  patient  must  be  physically  able  to  sustain  the  ap- 
propriate head  position  for  the  prescribed  time 
period.  The  specific  risks  and  complications  of  both 
procedures  are  then  discussed  with  the  patient,  and 
informed  consent  is  obtained. 

Chorioretinal  scars  to  surround  the  break  are  in- 
duced by  transconjuctival  cryopexy  after  placement 
of  a retrobulbar  block.  The  eye  is  then  prepped  with 
attention  to  the  installation  of  a 50%  providone 
iodine  (Betadine)  solution  in  the  conjuctival  fornix 
for  three  minutes  by  the  clock.  Under  sterile  condi- 
tions, a bubble  of  medical  grade  sulfur  hexafluoride 
(SFg)  is  placed  in  the  vitreous  cavity  using  a tubercu- 
lin syringe  placed  through  the  pars  plana.  The  bub- 
ble is  then  positioned  over  the  retinal  break  and  the 
eye  is  examined  periodically  over  ten  minutes  to  as- 
sure adequate  bubble  placement,  resorption  of  sub- 
retinal  fluid,  and  perfusion  of  the  central  retinal 
artery.  If  the  central  retinal  artery  remains  occluded, 
the  intraocular  pressure  is  reduced  by  anterior 
chamber  paracentesis.  If  the  retina  remains  de- 
tached, the  bubble  is  maneuvered  in  an  attempt  to 


mechanically  push  subretinal  fluid  into  the  vitreous 
cavity  through  the  retinal  break.  The  eye  is  then 
patched  and  the  patient  is  discharged  home  with  in- 
structions to  maintain  a head  position  which  keeps 
the  bubble  on  the  break  for  sixteen  hours  per  day  for 
the  next  week  to  ten  days,  or  until  the  bubble  has 
completely  resorbed  from  the  vitreous  cavity. 

Case  Reports 

Case  1.  H.W.,  a 60-year-old  male,  presented 

with  a two-day  history  of  decreased  vision  in  the  left 
eye.  His  past  ocular  history  was  significant  for  a ret- 
inal detachment  in  the  right  eye  which  was  treated 
with  a scleral  buckling  procedure  in  the  distant  past. 

On  examination,  the  visual  acuity  was  counting 
fingers  in  both  eyes.  Both  eyes  were  phakic.  The  right 
eye  showed  an  attached  retina  with  a high  posterior 
scleral  buckle  utilizing  a radial  component  at  the  ele- 
ven o’clock  position  and  an  encircling  band.  The  left 
eye  revealed  a bullous  superotemporal  retinal  detach- 
ment with  the  macula  off  (Fig  1).  A single  retinal 
break  was  identified  at  the  1:30  position  in  the  area 
of  detachment.  An  additional  retinal  break  was  seen 
at  the  five  o’clock  position  with  no  surrounding  sub- 
retinal  fluid  and  an  area  of  attached  retina  separat- 
ing it  from  the  retinal  detachment. 

The  patient  underwent  pneumatic  retinopexy 
with  injection  of  0.35  cc  of  SFg  at  the  eleven  o’clock 
position.  Following  the  surgery,  the  retina  was  still 
detached,  although  less  bullous.  The  macula  re- 
mained detached  as  well.  Prior  to  injection  of  the  gas, 
cryopexy  was  applied  to  both  retinal  breaks. 

On  the  first  postoperative  day,  the  retina  was  en- 
tirely reattached  with  no  persistent  subretinal  fluid. 


Figure  1.  Fundus  drawing  of  patient  1 shows 
macula  off  retinal  detachment  with  a single  re- 
tinal break  at  1 :30.  An  additional  break  is  seen 
at  5:00. 


Figure  2.  Fundus  drawing  of  patient  2 shows 
superonasal  retinal  detachment  with  a single 
break  at  11 :00. 


Figure  3.  Fundus  drawing  of  patient  2 sixteen 
weeks  following  pneumatic  retinopexy.  The 
original  break  is  surrounded  by  chorioretinal 
scars.  A detachment  is  seen  nasally  with  a new 
break  at  the  8:00  position. 
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The  vision  was  20/80.  By  the  second  postoperative 
day  the  vision  had  returned  to  20/50.  The  most  recent 
postoperative  visit  revealed  a best  corrected  vision  of 
20/40  with  complete  reattachment  and  good  chorio- 
retinal scar  formation. 

Case  2.  L.M.,  a 55-year-old  female,  is  a bilateral 

pseudophake  who  was  referred  by  her  cataract  sur- 
geon with  a superonasal  retinal  detachment  in  the 
left  eye.  The  visual  acuity  was  20/25.  There  was  a 
single  retinal  break  at  the  eleven  o’clock  position 
(Fig  2). 

The  patient  underwent  pneumatic  retinopexy 
with  injection  of  0.3  cc  of  SFg  from  the  two  o’clock  pos- 
ition. The  retina  was  seen  to  be  reattached  at  the  com- 
pletion of  the  procedure. 

The  visual  acuity  was  20/40  on  the  first  postopera- 
tive day,  and  20/25  on  the  third  day.  The  patient’s  im- 
mediate postoperative  course  was  otherwise  unevent- 
ful with  successful  reattachment  of  the  retina. 

Sixteen  weeks  following  the  procedure,  she  was 
seen  for  routine  postoperative  evaluation  without 
complaints.  The  vision  was  20/20  . A new  retinal  de- 
tachment was  seen  inferonasally  with  a single  retinal 
break  (Fig  3).  The  patient  was  referred  for  a scleral 
buckling  procedure  which  was  successful.  Following 
scleral  buckling,  the  patient  has  maintained  20/25  + 
vision. 

Case  3.  R.A.,  a 52-year-old  male,  had  a past  his- 

tory of  cataract  extraction  and  posterior  chamber 
intraocular  lens  implantation  followed  by  retinal  de- 
tachment in  the  right  eye.  This  detachment  was  suc- 
cessfully repaired  by  a scleral  buckling  procedure. 
The  vision  in  that  eye  was  20/20.  In  March  of  1989, 
the  left  eye  underwent  phacoemulsification  with  late 


rupture  of  the  posterior  capsule,  limited  anterior  vit- 
rectomy, and  anterior  chamber  intraocular  lens  im- 
plantation. The  patient  did  well  postoperatively  and 
enjoyed  20/20  vision.  Thirteen  months  later,  one  day 
prior  to  a planned  relocation  to  Europe,  the  patient 
was  seen  with  a one-day  history  of  photopsia  and  vis- 
ual field  defect  in  the  left  eye.  The  vision  was  20/20. 
A superonasal  retinal  detachment  was  present  with 
one  break  at  the  twelve  o’clock  position  and  two  small 
breaks  at  the  eleven  o’clock  position  (Fig  4).  The  pa- 
tient underwent  pneumatic  retinopexy  with  instilla- 
tion of  0.3  cc  of  SFg  in  the  vitreous  cavity.  Postopera- 
tively the  retina  was  completely  attached. 

The  vision  was  20/40  -l-  on  the  first  postoperative 
day,  20/25  on  the  third,  and  20/20  one  week  following 
surgery  with  reattachment  of  the  retina.  Two  weeks 
postoperatively,  the  patient  was  seen  with  com- 
plaints of  a new  visual  field  defect.  The  vision  re- 
mained 20/20.  A new  retinal  detachment  was  seen 
superonasally  involving  two  more  nasal  retinal 
breaks,  a new,  more  posterior  break  at  eleven  o’clock, 
and  another  peripheral  break  at  ten  o’clock  (Fig  5). 
After  being  presented  with  the  option  of  a sub- 
sequent pneumatic  procedure  versus  scleral  buck- 
ling, the  patient  chose  to  undergo  a second  pneumatic 
retinopexy. 

The  retina  was  reattached  in  the  operating  room, 
and  on  the  first  postoperative  day  the  vision  was  20/ 
30.  On  the  second  postoperative  day  the  patient  was 
seen  for  complaints  of  yet  another  visual  field  defect. 
The  vision  was  20/25 -(-.  A new  area  of  detachment 
was  seen  inferonasally  with  a single  new  break  at  the 
eight  o’clock  position  (Fig  6).  The  patient  was  referred 
for  a scleral  buckling  procedure. 


Figure  4.  Fundus  drawing  of  patient  3.  There 
is  a bullous  superonasal  retinal  detachment 
with  one  break  at  the  12:00  position  and  two 
smaller  breaks  at  the  11 :00  position. 


Figure  5.  Fundus  drawing  of  patient  3 two 
weeks  after  pneumatic  retinopexy.  The  retina 
is  detached  superonasally  with  a new,  more 
posterior  break  at  the  11:00  position  and  an 
additional  break  at  10:00. 


Figure  6.  Fundus  drawing  of  patient  3 two 
days  after  a second  pneumatic  retinopexy  was 
performed.  There  is  a large  gas  bubble  seen 
superonasally.  A retinal  detachment  is  present 
inferonasally  with  a new  break  at  the  8:00 
position. 
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PNEUMATIC  RETINOPEXY 


Table  1.  Pneumatic  Retinopexy  Results 

Case 

Age 

Gender 

Preop 

Vision 

Postop 

Vision 

Lens 

Postop 

Anatomy 

1 

(lO 

M 

CF* 

20/40 

lens** 

attached 

> 

55 

F 

20/25 

20/20 

pc  lOL 

late  detach 

.5 

52 

M 

20/20 

20/20 

ac  lOL 

early  detach 

4 

bO 

M 

20/20 

20/20 

aphake 

attached 

5 

58 

F 

20/40 

20/30 

lens 

attached 

t. 

71 

M 

20/20 

20/20 

pc  lOL 

attached 

7 

59 

M 

20/40 

20/30 

pc  lOL 

detached 

"CF  = couiitiiig  tingerj. 

“lens  = 

1 r\'st.illino  lens 

Results 

Table  one  summarizes  our  results.  Our  series  of 
seven  patients  enjoyed  successful  reattachment  ini- 
tially in  six  of  seven  cases.  There  was  one  case  where 
reattachment  did  not  occur;  however,  the  patient  ad- 
mitted that  he  had  been  noncompliant  in  appropriate 
head  positioning.  There  was  one  case  of  late  detach- 
ment from  development  of  a new  break,  and  one  case 
of  early  redetachment  from  development  of  several 
new  breaks.  Our  overall  success  rate  was  four  of 
seven,  or  57%.  Phakic  eyes  enjoyed  a 100%  rate  of 
reattachment  (two  eyes),  and  dysphakic  eyes  (aphakic 
and  pseudophakic  eyes  together)  had  a 40%  rate  of 
reattachment  with  this  procedure  (two  of  five  eyes). 
Fifty-seven  percent  of  our  cases  were  reattached  with 
one  surgery,  86%  with  two,  and  100%  with  three. 

The  final  vision  ranged  from  20/20  to  20/40,  with 
vision  unchanged  or  improved  in  all  cases.  One  case 
which  involved  a macula  off  detachment  had  an  im- 
pressive return  of  visual  function,  particularly  in  con- 
trast to  the  fellow  eye  which  had  a history  of  a similar 
detachment,  alternative  surgery,  and  poor  visual  re- 
turn. There  were  no  cases  of  endophthalmitis,  pro- 
liferative vitreoretinopathy,  or  intractable  glaucoma. 

Discussion 

The  scleral  buckling  procedure  is  the  gold  standard 
surgery  for  retinal  detachment  against  which  all 
other  procedures  are  compared.  Alternative  proce- 
dures have  been  sought  to  alleviate  the  potential 
postoperative  complications  of  scleral  buckling  in- 
cluding increased  myopia,  diplopia,  operative  mor- 
bidity, and  other  complications  related  to  the  pres- 
ence of  a foreign  body  about  the  eye.  Pneumatic 
retinopexy  offers  relief  from  these  problems  and  al- 
lows retinal  reattachment  to  be  performed  on  an  out- 
patient basis. 

This  procedure  does  have  risk  of  complications. 


however,  including  the  risk  of  severe  infection,  rede- 
tachment from  new  or  missed  retinal  breaks,  macu- 
lar pucker,  and  vitreous  floaters.  In  addition,  cases 
have  been  reported  with  develpment  of  subretinal 
pigment  migration,  vitreous  strand  incarceration  at 
the  injection  site,  subconjunctival  and  subretinal 
loculation  of  gas,  and  vitreous  hemorrhage. 

The  success  of  pneumatic  retinopexy  relies  on  sev- 
eral key  points.  The  preoperative  prep  is  a critical 
step  in  avoiding  infection.  Our  protocol  calls  for  place- 
ment of  cryopexy  before  the  surgical  scrub,  and  treat- 
ment of  the  conjuctival  sac  with  povidone  iodine  for 
a prescribed  period  of  time.  Postoperative  endoph- 
thalmitis is,  perhaps,  the  most  devastating  outcome 
of  this  technique. 

Mastery  of  two  techniques  are  also  important. 
The  steamroller  maneuver,  described  elsewhere,^  ‘‘  is 
a useful  tool  in  obtaining  successful  intraoperative 
reattachment.  This  technique  requires  manipulation 
of  the  head  to  maneuver  the  bubble,  first  away  from 
the  detachment,  and  then  over  it,  to  mechanically 
push  subretinal  fluid  through  the  break.  Adequate 
placement  of  the  bubble  to  tamponade  the  break  can 
then  maintain  an  attached  position  for  the  retina. 

Complete  reattachment  of  the  retina  in  the 
operating  room  is  not  required  for  successful  surgery. 
If  the  break  is  closed  by  the  bubble,  the  retinal  pig- 
ment epithelium  is  able  to  pump  the  remaining  fluid 
from  the  subretinal  space.  This  pumping  action  is 
demonstrable  in  the  operating  room  following  vitre- 
ous gas  injection. 

The  second  important  manuever  involves  the  ac- 
tual injection  of  the  gas.  If  the  needle  is  placed  too 
centrally  within  the  vitreous  cavity,  multiple  smaller 
bubbles  (or  “fish  eggs”)  are  formed.  By  inserting  the 
needle,  confirming  the  position  with  the  indirect 
ophthalmoscope,  and  then  retracting  the  needle 
slightly,  a single  large  bubble  is  formed.  There  are 
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some  who  argue  for  rapid  versus  slow  injection  of  the 
gas  to  assist  in  forming  a single  buhhle,  but  this  has 
not  proven  necessary  in  our  patients. 

The  most  important  feature  which  plays  a role  in 
the  success  or  failure  of  this  procedure  is  that  of  selec- 
tion: selection  of  the  proper  detachment,  and  of  the 
proper  patient  for  consideration  of  retinopexy. 

The  location  of  the  detachment  and  the  break  is 
of  critical  importance.  Patients  with  inferior  retinal 
detachments  and  interiorly  placed  retinal  breaks  are 
not  candidates  for  this  technique,  as  postoperative 
tamponade  of  the  break  would  require  a head  down 
position  for  sixteen  hours  per  day.  The  procedure  has 
been  performed  in  patients  requiring  the  eight  o’clock 
and  four  o’clock  positions  to  be  pointed  upward,  al- 
though this  is  a very  awkward  position.  Maintaining 
the  nine  or  three  o’clock  positions  can  be  performed 
easily  by  having  the  patient  lie  on  a sofa  or  bed.  Off 
axis  positions  can  be  achieved  using  pillows,  and  al- 
ternating between  lying  horizontally  or  sitting  in  a 
chair. 

Special  attention  must  be  given  preoperatively  to 
identifying  all  retinal  breaks.  Cases  which  are  ac- 
companied by  hazy  media,  poor  dilation  and  visuali- 
zation of  the  peripheral  retina,  or  multiple  breaks  lo- 
cated in  an  area  greater  than  one  clock  hour  should 
not  be  considered  as  candidates  for  this  procedure. 

Finally,  attention  must  be  paid  to  selection  of  the 
proper  patient  for  the  procedure.  Arthritic  or  bed- 
ridden individuals  will  have  a difficult  time  main- 
taining uncomfortable  head  positions  for  extended 
periods  of  time.  In  some  cases,  systemic  muscle  relax- 
ants  are  prescribed  to  alleviate  tbe  accompanying 
stiffness.  One  of  our  patients  used  a small  pillow  to 
hold  an  odd  position.  In  order  to  assist  the  patient 
and  his  family  to  remember  the  correct  head  position, 
an  arrow  is  drawn  on  the  patch  postoperatively,  and 
taped  to  the  patient’s  glasses  subsequently. 

The  results  we’ve  enjoyed  with  pneumatic  retino- 
pexy are,  despite  the  small  series,  compatible  with  re- 
sults reported  elsewhere.  In  a collaborative  report  of 


one  hundred  cases,  Hilton,  et  al’  reported  a success 
rate  of  91%  within  the  first  week,  with  a 7%-  recurr- 
ence rate  within  three  months.  Eighty-four  percent 
of  all  eyes  were  reattached  by  pneumatic  retinopexy 
in  one  procedure,  with  98%  reattached  following  a 
subsequent  scleral  buckle.  His  visual  results  showed 
65%)  of  patients  to  have  vision  from  20/20  to  20/50, 
and  vision  improved  in  100%  of  cases.  In  another 
paper  by  Lowe,  et  al,®  it  was  reported  that  new  break 
formation  and  subsequent  reattachment  was  as- 
sociated with  aphakic  or  pseudophakic  status  in  83% 
of  cases  reported,  an  association  which  is  compatible 
with  the  generally  better  results  we  experienced  in 
pbakic  eyes. 

Clearly,  not  all  retinal  detachments,  nor  all  reti- 
nal detachment  patients,  are  candidates  for  pneuma- 
tic retinopexy.  This  procedure  does,  however  repre- 
sent a safe,  effective,  and  cost  efficient  alternative 
method  to  obtain  retinal  reattachment  under  the  ap- 
propriate conditions.  Further  experience  and  review 
may  help  to  elucidate  further  maneuvers  that  will 
help  improve  the  success  rates  that  have  been 
achieved.  (J 
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Laparoscopic  Cholecystectomy 


Scott  W.  Calhoon,  MD;  Lisa  Silvey  Hopkins,  RN 


A new  method  for  the  surgical  correction  of  biliary  tract 
disease  has  been  developed  using  a laparoscopic  tech- 
nique rather  than  a standard  open  cholecystectomy. 
Twelve  consecutive  laparoscopic  cholecystec- 
tomies and  pertaining  clinical  data  are  presented.  In 
comparison  with  other  treatment  forms  of  gallbladder 
disease,  including  lithotripsy,  stone  dissolution,  and 
mini-lap  technique,  it  appears  that  laparoscopic 
cholecystectomy  may  safely  reduce  morbidity. 

Biliary  tract  disease  presents  commonly  for  sur- 
gical therapy  in  the  United  States.  The  number 
of  cholecystectomies  performed  yearly  approaches 
650,000.'  The  standard  open  or  mini-lap  technique 
cholecystectomy  is  most  commonly  performed  based 
on  acceptance,  training,  and  safety.  This  approach 
does,  however,  have  a major  impact  on  the  patient;  as 
measured  by  the  economics  of  significant  loss  of 
work,  incisional  pain  and  scarring,  and  lengthy  hos- 
pitalization. Recently,  an  option  to  open  cholecystec- 
tomy has  been  developed,  based  on  a longstanding 
and  accepted  laparoscopic  technique,  which  appears 
to  offer  significant  advantages  to  the  patient  when 
measured  by  the  above  parameters.  An  initial  con- 
secutive series  of  twelve  laparoscopic  cholecystec- 
tomies is  presented. 

Materials  and  Methods 

Twelve  consecutive  patients  underwent  laparoscopic 
cholecystectomies  during  the  seven-week  period  from 
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February  to  April,  1990.  Patients  were  chosen  for  the  i 
procedure  based  on  their  symptoms  and  the  desire  to 
have  the  cholecystectomy  by  laparoscopic  technique.  ■ 
The  series  represents  all  patients  undergoing  choles- 
cystectomy  by  the  author  during  this  time  period 
with  the  exception  of  one  patient  with  severe  acute 
cholecystitis.  Patients  chosen  for  the  procedure  had 
either  radiographic  evidence  of  gallstones  (ultra- 
sound or  oral  cholescystogram)  or  an  abnormal  nu- 
clear medicine  ejection  scan. 

Patients  were  not  restricted  based  on  weight, 
body  habitus,  age,  or  gender  (Table  1).  Pre-operative 
evaluation  included  evaluation  of  liver  enzymes  in- 
cluding bilirubin,  amylase,  and  alkaline  phospha- 
tase, as  well  as  ultrasound  evaluation  of  the  biliary 
tree.  Jaundice,  abnormally  dilated  biliary  ducts,  and 
the  presence  of  acute  disease  with  leukocytosis  of 
16,000  or  greater  were  considered  to  be  contrain- 
dications to  the  laparoscopic  procedure.  Laparoscopic 
cholecystectomy  was  performed  by  utilizing  the  tech- 
nique as  described  by  E.J.  Reddick,  MD,  Nashville, 
Tenn,'  with  the  exception  of  cautery  substitution  for 
KTP-532  or  Nd:YAG  laser.  The  10  mm  laparoscope 
was  placed  after  insufflation  in  a subumbilical  posi- 
tion. Two  0.5-mm  and  one  0.8-mm  stab  incisions  were 
then  placed  under  direct  visualization  just  inferior  to 
the  right  costal  margin  and  medial  to  the  midline,  re- 
spectively. Laparoscopic  microscissors  and  dissecting 
instruments  were  then  utilized  through  the  laparo- 
scopic portals  to  facilitate  the  dissection.  Surgical 
clips  were  used  to  control  the  cystic  duct  and  cystic 
artery.  Cholangiograms  were  performed  in  ten  pa- 
tients, all  being  within  normal  limits.  Of  the  two 


60 


I Okla  State  Med  Assoc,  Vol  84,  February  1991 


Table  1.  Clinical  Data  of  Twelve  Consecutive 
Laparoscopic  Cholecystectomies 

Age 

Gender  Wt  # 

Ht 

Medical 

History 

Pathology 

48 

F 

135 

5 '2" 

hypertension 

cholecystitis, 

cholelithiasis, 

cholesterolysis 

54 

F 

131 

5 '3" 

non-insulin 
depen.  diabetes, 
post  aortic  valve 
replacement 

cholecystitis 

cholesterolysis 

65 

F 

173 

5 '6" 

CFIF,  status 
post  Ml,  insulin 
dependent  dia- 
betes, transient 
obtundation 

cholecystitis 

47 

F 

155 

5 '3" 

status  post 
burn  injury,  1987 

cholecystitis 

cholelithiasis 

72 

F 

85 

5'0" 

seizure  disorder, 
cardiomegaly 

cholecystitis, 

cholelithiasis 

33 

F 

105 

5 '5" 

negative 

cholecystitis, 

veriform 

appendix 

52 

F 

130 

5 '2" 

negative 

cholelithiasis 

38 

F 

130 

5'2" 

negative 

cholecystitis, 

cholelithiasis 

36 

M 

270 

6 '7" 

negative 

cholecystitis 

41 

F 

118 

5 '7" 

negative 

cholecystitis, 

fibrosis 

55 

F 

215 

5 '3" 

hypertension 

cholecystitis, 

cholesterolysis 

57 

M 

245 

5'11 

'CABG,  1982 

cholecystitis, 

cholelithiasis 

cases  in  which  cholangiograms  were  not  performed, 
one  had  acalculus  disease,  and  the  other  had  an  ex- 
tremely small  and  ectatic  cystic  duct  which  did  not 
allow  placement  of  the  catheter.  A laparoscopic  suc- 
tion irrigator  was  utilized  intraoperatively  to  cleanse 
the  liver  bed.  No  drains  were  employed. 

Results 

There  were  no  complications  in  this  group  of  pa- 
tients. Average  hospital  stay  was  36.6  hours  (Table 
2).  The  average  patient  age  was  fifty  years  (Table  1). 
Patients  averaged  7.8  days  in  returning  to  work  or  to 
normal  pre-operative  activity  (Table  2).  Final  pathol- 


Table 2.  Data  Pertaining  to  Hospital  Stay 
in  Hours  and  Days  Until  Returning  to  Work 
Following  Laparoscopic  Cholecystectomy 

Patient  Data 

Occupation 

Hospital 

Stay 

in  Hours 

Days 

Until 

Return 
to  Work 

48-year-old  female 

schoolteacher 

25 

10 

54-year-old  female 

housewife 

38 

9 

65-year-old  female 

retired 

48 

NA 

47-year-old  female 

self-employed 

histologist 

20 

7 

72-year-old  female 

retired 

72 

NA 

33-year-old  female 

housewife 

37 

7 

52-year-old  female 

secretary 

48 

7 

36-year-old  male 

agent  for  the 
assn,  of  re- 
tarded citizens 

19 

5 

38-year-old  female 

insurance  agent 

19 

14 

41 -year-old  female 

motel  desk  clerk 

72 

7 

55-year-old  female 

housewife 

22 

5 

57-year-old  male 

retired 

20 

NA 

ogy  on  all  patients  revealed  cholecystitis  and/or 
cholelithiasis  (Table  1).  No  patient  in  this  series  re- 
quired open  cholecystectomy.  One  patient  underwent 
incidental  laparoscopic  appendectomy  per  patient  re- 
quest. 

Discussion 

Open  cholecystectomy  is  considered  the  Gold  Stan- 
dard for  the  treatment  of  cholelithiasis  and  other 
cholecystopathy.  The  main  drawback  of  open  chole- 
cystectomy is  a significant  abdominal  incision  with 
its  attendant  morbidity  and  the  accompanying  re- 
cuperative period  and  the  loss  of  work.  Most  com- 
panies allow  four  to  six  weeks  before  expecting  a pa- 
tient to  return  to  full-time  duty.  The  loss  of  hours  of 
work  when  considering  650,000  yearly  cholecystec- 
tomies is  quite  significant.  Other  forms  of  treatment 
for  gallbladder  disease  have  received  lukewarm  re- 
ceptions because  of  their  inherent  shortcomings. 
These  would  include,  in  the  case  of  dissolution  of 
gallstones,  a costly  and  potential  lifelong  commit- 
ment to  medications  with  possible  side  effects. 
Lithotripsy  receives  mixed  reviews  and  even  at  its 
best,  leaves  behind  a diseased  organ  capable  of 
further  pathology.^’®®®-®  Mini-lap  cholecystectomy 
can  be  carried  to  an  extreme,  with  poor  operative  vis- 
ualization for  the  surgeon,  no  visualization  for  the 
surgical  assistant,  and  an  increased  number  of  surgi- 
cal complications  including  bile  leak  and  common 
duct  injury. 

Laparoscopy  affords  the  advantage  of  excellent 
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Table  3.  Pain  and  Nausea  Control  in  Twelve 

Consecutive  Laparoscopic  Cholecystectomies 

Hours  of 
Hospital- 
ization 

Route  of 
Analgesic 

Number  of 
Requests 

Route  of 
Antiemetic 

Number  of 
Requests 

39 

po 

) 

IV 

1 

38 

PO 

) 

IV 

1 

48 

0 

supp 

1 

30 

0 

IV 

1 

- T 

po 

11 

IV 

1 

IV 

3 

37 

po 

1 

IV 

1 

48 

po 

1 

0 

19 

po 

2 

0 

19 

po 

2 

IV 

1 

73 

po 

T 

0 

IV 

9 

T > 

0 

0 

30 

0 

0 

operative  field  visualization.  The  current  available 
technology  with  laparoscopic  cameras  and  video 
monitors  has  proven  quite  sufficient  for  excellent 
magnified  visualization  and  operating  graphics. 
Cholangiography  can  be  obtained  in  75%  to  90%  of 
cases  performed  laparoscopically.  Tissues  are  spread 
rather  than  transected  and  the  0.5-mm  to  0.8-mm 
punctures  are,  in  the  great  majority  of  patients,  rela- 
tively pain  free.  Four  patients  out  of  this  series  took 
no  pain  medication  during  hospitalization  or  after 
discharge.  The  procedure  has  a cosmetic  benefit  and 
scarring  is  minimal  when  employing  small  subcuti- 
cular closures.  Obesity,  size,  and  advanced  age  are 


Table  4. 

Averages  of  Presented  Clinical  Data 

Hospital 

Days  Until 

Requests  Requests 

Stay 

Return 

For  For 

Patient 

in  Hours 

to  Work 

Analgesic  Antiemetic 

.SO-year-old 

36.6 

7.8 

3..S  .75 

female, 

148#,  .S'b" 

not  contraindications  for  the  procedure  and  all  pa- 
tients returned  to  full  pre-operative  activities  within 
one  to  two  weeks.  There  were  no  surgical  complica- 
tions and  no  patient  required  open  cholecystectomy. 

(J 
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Scientific 


Did  You  Hear  That  Noise? 

William  O.  Smith,  MD;  M.  DeWayne  Andrews,  MD 


Common  errors  made  by  medical  students  and  house 
staff  during  the  physical  examination  are  cited. 

I see  no  more  than  you,  but  I have  trained 
myself  to  notice  what  I see. 

— A.  Conan  Doyle 

Recent  studies  have  quantified  the  frequency  of 
errors  made  during  the  physical  examination  by 
medical  trainees. The  specific  details  of  how  and 
why  such  errors  are  made  have  not  been  adequately 
addressed.  We  have  been  particularly  interested  in 
this  aspect  of  the  clinical  examination  during  many 
years  of  teaching  medical  students  and  house  officers 
and  have  personally  observed  many  trainees  as  they 
carried  out  various  portions  of  this  clinical  skill.  We 
highlight  some  of  the  common  errors  made  by  trainees 
in  physical  examination  and  specifically  indicate 
reasons  they  occur. 

Breath  Odors 

Most  medical  students  and  many  house  officers 
either  do  not  smell  the  patient’s  breath  or  fail  to  rec- 
ognize characteristic,  often  diagnostic,  breath  odors. 
Hence,  an  early  signal  to  the  diagnosis  of  disorders 
such  as  uremia,  ketoacidosis,  and  hepatic  failure  may 
be  missed  and  further  directed  historical  and  physi- 
cal evidence  not  carefully  sought. 
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Vital  Signs 

Failure  to  measure  blood  pressure  and  pulse  rate 
with  the  patient  both  reclining  and  upright  (the  “tilt 
test”)  may  occasion  the  clinician  to  overlook  signifi- 
cant decreases  in  intravascular  volume  with  some- 
times disastrous  results. 

In  elderly  patients,  one  should  obtain  the  blood 
pressure  in  the  standing  position  if  possible,  espe- 
cially if  the  patient  is  on  hypertensive  medication)  s). 
Orthostatic  hypotension  is  common  in  this  group  of 
patients;  it  is  most  evident  with  standing  of  at  least 
one  minute’s  duration.  This  simple  maneuver  helps 
to  prevent  excessive  dosing  of  hypertensive  agents  in 
the  elderly. 

When  properly  performed,  the  recognition  of  a 
paradoxic  pulse  may  enhance  the  clinical  suspicion 
of  pericardial  effusion  or  constriction  if  the  patient 
does  not  suffer  from  chronic  pulmonary  disease.  Un- 
fortunately the  trainee  may  not  perform  this  study. 

Hair  Distribution 

In  assessing  quantity  of  axillary,  chest,  and  pubic 
hair,  examiners  are  often  misled  by  not  realizing  that 
American  Indians  normally  have  less  body  hair  than 
others. 

Often  lateral  thinning  of  the  eyebrows  is  taken  to 
be  a sign  of  hypothyroidism.  In  reality,  many  older 
people  normally  exhibit  this  finding. 

Epitrochlear  Nodes 

Most  trainees  palpate  for  the  epitrochlear  nodes  in  an 
outstretched  arm.  The  arm  must  be  bent  at  the  elbow 
to  feel  these  nodes. 
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Clubbing  of  Digits 

Early  clubbing  of  the  digits  is  often  ignored  when  the 
observer  fails  to  note  the  loss  of  a normal  angle  be- 
tween the  base  of  the  nail  plate  and  skin  fold  and 
sponginess  at  the  nail  base. 

Extrahepatic  Manifestations  of  Liver  Disease 

Hepatomegaly  is  variable  and  is  dependent  on  the 
stage  of  liver  disease.  Other  clues  to  the  presence  of 
liver  disease  often  are  not  sought  or  are  overlooked 
— liver  palms,  spider  angiomata,  lack  of  body  hair, 
gynecomastia,  and  testicular  atrophy.  The  peculiar 
characteristics  of  spider  angiomata  are  often  ignored. 
The  male  breasts  may  not  be  palpated  to  distinguish 
an  increase  of  ductal  tissue  from  fat. 

Pulmonary  Examination 

Failure  to  examine  all  areas  of  the  chest  may  lead  to 
initial  failure  to  diagnose  pulmonary  disease.  Should 
the  axillary  areas  not  be  examined,  lesions  of  the 
right  middle  lobe  may  be  missed.  The  findings  in 
small  pleural  effusions  also  may  be  more  obvious  in 
these  locations.  Apical  lesions  may  be  missed  if  the 
supraclavicular  fossae  are  not  examined. 

Two  of  the  best  physical  findings  in  pulmonary 
emphysema  are  often  not  reported  — markedly  re- 
duced breath  sounds  and  decreased  diaphragmatic 
excursion.  When  diaphragmatic  excursion  is  eval- 
uated, the  examiner  may  fail  to  include  the  upward 
excursion  on  expiration.  On  the  other  hand,  the  com- 
monly reported  increase  in  A-P  diameter  and  hyper- 
resonance are  quite  nonspecific. 

Medical  students  tend  to  place  too  much  emphasis 
on  egophony  and  often  report  hearing  it  erroneously. 
Perhaps  this  is  because  textbooks  on  physical  exami- 
nation describe  egophony  as  an  “e  to  a”  change.  In 
reality  it  is  more  like  the  bleating  of  a sheep.  It  is  a 
rare  finding  but  may  be  heard  near  the  upper  level 
of  a pleural  effusion  or  over  an  area  of  consolidation. 

The  Apical  Impulse 

Although  the  location  and  circumference  of  the  car- 
diac apical  impulse  must  he  interpreted  with  cau- 
tion,”*  nevertheless  it  may  be  an  important  clue  to  car- 
diomegaly  and  left  ventricular  hypertrophy.  Some  ob- 
servers believe  that  the  apex  beat  may  be  better  for 
ruling  out  than  for  implying  cardiac  enlargement.® 
The  romance  of  heart  sounds  may  lead  the  examiner 
to  ignore  this  and  other  aspects  of  the  cardiac  exami- 
nation. 


The  Aortic  Insufficiency  Murmur 

This  murmur  is  difficult  for  most  clinicians  to  hear 
as  it  is  usually  such  a soft  blow.  Some  examiners  do 
not  give  themselves  the  advantage  of  listening  with 
the  patient  leaning  forward  and  holding  the  breath 
following  a full  exhalation. 

Peripheral  Pulses 

Should  the  dorsalis  pedis  pulsations  be  readily  appar- 
ent, it  is  unnecessary  to  spend  time  seeking  other 
arterial  pulsations  in  the  lower  extremities.  If  not, 
one  should  move  upward  until  pulsations  are  appre- 
ciated. Palpation  of  the  popliteal  pulse  is  largely  a 
myth.  Most  clinicians  agree  that  this  pulse  is  felt  ex- 
tremely rarely. 

The  Bruit  of  Renal  Artery  Obstruction 

Students  commonly  listen  for  the  bruit  of  renal  ar- 
tery obstruction  in  the  flanks  of  hypertensive  pa- 
tients. These  bruits  are  more  likely  found  adjacent  to 
the  abdominal  aorta  in  the  epigastric  area  corre- 
sponding to  the  usual  anatomic  location  of  obstruc- 
tion. 

Determination  of  Liver  Size 

It  is  surprising  how  often  liver  size  is  misjudged.  For 
determining  the  position  of  the  lower  edge,  palpation 
is  generally  better  than  percussion.  Palpation  must 
begin  low  in  the  abdomen,  lest  the  edge  of  a very 
large  liver  not  be  appreciated.  In  patients  with  prom- 
inent ascites,  the  “scratch  test”  may  be  helpful  in 
finding  the  lower  border.  In  this  maneuver,  the 
stethoscope  diaphragm  is  placed  on  the  lower  right 
costal  margin  at  the  mid-clavicular  line  and  a finger- 
tip or  pencil  flicks  the  abdomen  from  distal  to  proxi- 
mal toward  the  liver  until  a sudden  increase  in 
“scratching”  sound  is  heard,  marking  the  lower  edge 
of  the  liver.  While  determination  of  the  overall  span 
(size)  of  the  liver  is  most  reliably  measured  from 
examiner  to  examiner  by  the  technique  of  percussion, 
one  must  take  care  to  avoid  a common  error  in  per- 
cussing for  the  upper  border.  Instead  of  properly  find- 
ing the  first  note  change,  relative  dullness,  examin- 
ers may  percuss  down  to  absolute  dullness,  thereby 
ascribing  an  erroneously  small  span  to  the  liver. 

Splenic  Palpation 

The  recognition  of  splenomegaly  on  physical  exami- 
nation is  of  immense  clinical  importance.  Yet  in  our 
experience  this  finding  is  often  missed  by  medical 
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students  and  house  staff  alike.  Most  often  this  is  be- 
cause the  proper  maneuvers  have  not  been  utilized. 
With  patients  in  whom  it  is  of  particular  importance 
to  establish  whether  splenomegaly  is  present,  it  is 
not  sufficient  merely  to  examine  in  the  supine  posi- 
tion. One  also  must  turn  the  patient  to  the  right  side 
and  flex  the  legs.  Further  examination  is  also  per- 
formed by  having  the  patient  lie  with  a clenched  fist 
under  the  left  posterior  flank.  Both  of  these  techni- 
ques tend  to  throw  the  spleen  more  anteriorly  where 
it  often  can  be  felt  more  easily.  Soft  spleens  may  be 
more  easily  palpated  by  curling  the  fingers  over  the 
left  costal  margin. 

Conclusion 

These  are  a few  of  the  common  errors  and  problems 
in  physical  examination  we  have  observed  through 
the  years.  If  we  improve  our  bedside  skills  and  confi- 
dence, we  should  use  ancillary  diagnostic  tests  in  a 
more  sophisticated  fashion.  Moreover,  we  would  save 
our  patients  and  the  health  care  system  valuable  re- 
sources which  would  otherwise  be  spent  on  unneces- 
sary technical  procedures. 

In  conclusion  it  should  be  said  that  the  develop- 


ment of  proficiency  in  physical  examination  must 
continue  beyond  medical  school  through  the  resi- 
dency experience  and  beyond  — throughout  one’s 
career.  Those  physicians  involved  in  clinical  medical 
education  have  an  obligation  to  assist  medical 
trainees  at  all  levels  in  this  process.  ^ 
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Coming  next  month 

Manuscripts  being  prepared  for  publication  in  March  include 
a paper  on  diagnosing  deep  venous  thrombosis,  the  results  of  a study  on  the 
economic  impact  of  AIDS  on  Oklahoma  hospitals,  a report  on  factors 
influencing  choice  of  specialty  and  location  of  residency,  and  a commentary  on 
changing  attitudes  toward  women  physicians. 
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Education 


changes  in  Demographics  at  the  University  of 
Oklahoma  College  of  Medicine 

Nancy  K.  Hall,  PhD 


Now  that  competition  for  the  excellent  applicants 
to  colleges  of  medicine  is  increasing,  the 
philosophy,  procedures,  information  distribution, 
and  recruitment  efforts  in  Oklahoma  have  been  re- 
focused. For  the  past  five  years,  the  University  of 
Oklahoma  College  of  Medicine  has  been  aware  of  the 
declining  applicant  pool  and  changing  attitudes  of 
talented  college  graduates  toward  medicine.  New  pro- 
grams involving  recruitment  and  advising  of  appli- 
cants and  pre-health  professional  advisors,  a re- 
vitalized curriculum,  emphasis  on  reward  for  particu- 
larly meritorious  applicants  through  a scholarship 
program,  and  recognition  of  the  increasing  need  for 
students  to  participate  in  research  have  formed  a new 
approach  for  Oklahoma  and  the  College  of  Medicine. 
This  paper  describes  the  changing  demographics  of 
the  applicant  pool  at  the  University  of  Oklahoma  Col- 
lege of  Medicine  and  the  programmatic  changes  we 
believe  have  influenced  the  lagging  interest  in 
medicine. 

Demographics 

The  number  of  applicants  to  medical  school  increased 
steadily  during  the  1960s  and  early  1970s,  peaking 
at  42,624  in  1974  for  first  year  positions.^  A period  of 
constant  decreases  followed  until  1989.  Oklahoma 
trends  have  closely  paralleled  the  national  data  with 
the  exception  of  the  last  five  years.  Table  1 contains 
the  1986-90  applicant  and  matriculant  numbers  with 
the  academic  qualifications  as  compared  to  the  na- 


Direct  correspondence  to  Nancy  K.  Hall.  PhD,  PO  Box  26901,  BMSB  353,  Oklahoma  City, 
OK  73190. 


tional  norm.  Since  1987  there  has  been  an  increase 
in  applicants  from  647  to  874  (a  gain  of  35%)  with  a 
24%  increase  in  residents  of  Oklahoma  (240  to  297). 
The  nationally  decreasing  number  of  applicants  to 
the  126  colleges  of  medicine,  coupled  with  the  rela- 
tively stable  first-year  entering  class  size,  has  af- 
fected the  applicant-to-matriculant  ratio.  In  1988  the 
national  ratio  was  2.2  to  1,  declining  to  1.6  to  1 in 
1990.  In  Oklahoma  our  comparable  ratios  are  1.8  to 
1 in  1988  for  residents  (271/150)  and  2.0  to  1 in  1990 
(297/150). 

Our  focus  in  the  College  of  Medicine  is  to  increase 
the  awareness  and  interest  in  medicine  and  to  main- 
tain the  academic  excellence  of  our  students.  We  wish 
to  emphasize  the  rewards  of  a career  in  medicine  to 
the  talented  young  people  in  Oklahoma.  Through 
greater  recruitment  efforts  and  new  programs,  we  are 
gradually  reaching  our  goal. 

Recruitment 

There  is  a multi-pronged  effort  to  recruit  students 
from  Oklahoma  to  medicine. 

The  Admissions  Board  of  the  College  of  Medicine 
has  incorporated  a recruitment  component  to  the  can- 
didate interviews.  Out-of-town  and  out-of-state  appli- 
cants are  hosted  by  first-year  students,  met  at  the  air- 
port; taken  to  athletic,  social,  or  community  events; 
and  frequently  stay  overnight  with  class  members. 
The  interview  day  consists  of  a tour  of  campus  and, 
if  time  permits,  attendance  in  first-year  classes.  Dur- 
ing the  interview,  the  Board  members  provide  infor- 
mation regarding  the  MD  degree,  career  oppor- 
tunities, and  special  programs  in  the  college. 
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Table  1. 

The  University  of  Oklahoma  College  of  Medicine  Admissions  Statistics,  1986-1990 

1986 

1987 

1988 

1989 

1990 

OU 

Natl 

OU 

Natl 

OU 

Natl 

OU 

Natl 

OU 

Natl 

Total  Applications 

HM 

32,89  5 

647 

31,323 

701 

28,123 

809 

26,721 

874 

26,915 

Oklahoma  residents 

104 

240 

271 

274 

297 

Non-residents 

529 

407 

430 

535 

577 

Matriculants 

142 

16,268 

139 

16,103 

134 

15,927 

126 

15,969 

150 

15,867 

Oklahoma  residents 

128 

112 

125 

114 

128 

Non-residents 

14 

27 

19 

12 

22 

Mean  Grade  Point  Average 

3.51 

3.46 

3.56 

3.46 

3.52 

3.44 

3.47 

3.42 

3.52 

3.40 

MCAT 

Biology 

9.76 

10.04 

9.51 

9.85 

9.49 

9.86 

8.99 

9.62 

9.34 

9.57 

Chemistry 

8.57 

9.79 

8.97 

9.73 

8.69 

9.55 

8.21 

9.37 

8.81 

9.24 

Physics 

8.60 

9.92 

9.25 

9.76 

8.79 

9.61 

8.48 

9.39 

8.85 

9.29 

Science  problems 

8.73 

9.85 

8.78 

9.71 

9.07 

9.59 

8.56 

9.35 

8.99 

9.32 

Reading 

8.96 

8.98 

9.01 

8.96 

9.41 

8.84 

8.61 

8.68 

9.12 

8.69 

Quantitative  skills 

8.65 

8.99 

8.56 

8.90 

8.97 

8.78 

8.31 

8.72 

8.81 

8.59 

Accepted  candidates  receive  a spring  series  of 
mailings  with  additional  encouragement  and  infor- 
mation, plus  the  summer  orientation  schedules.  If 
students  who  are  accepted  to  Oklahoma  choose  to 
matriculate  elsewhere,  the  college  receives  feedback 
through  a questionnaire  mailed  to  these  individuals. 
Areas  covered  include  impressions  of  Oklahoma’s  in- 
terview process,  staff  assistance,  academic  environ- 
ment, educational  programs,  and  community  oppor- 
tunities. 

Another  effort  is  proactive,  involving  a seven- 
college  consortium  for  recruitment  which  establishes 
a schedule  of  visits  to  junior  colleges  and  four-year 
colleges  across  the  state.  This  is  coordinated  with  the 
Office  of  High  School/College  Relations  on  the  Nor- 
man campus  and  the  recruitment  office  at  the  Health 
Sciences  Center.  Over  100  visits  are  made  each  aca- 
demic year.  Faculty  and  students  from  the  College  of 
Medicine  participate  and  give  presentations  on  med- 
ical school  life  and  opportunities. 

Another  recruitment  effort  nicely  interfaces  with 
State  Regents’  initiatives.  The  receipt  of  funding  for 
a Summer  Academy  for  the  Medical  Sciences  is  allow- 
ing 30  high  school  students  to  be  on  campus  for  an 
8-week  program.  Each  student  will  have  a faculty 
mentor  and  be  actively  involved  in  medical  research. 
Such  early  exposure  offers  information  and  encour- 
agement to  teenagers  interested  in  health  care  oppor- 
tunities.^ 

Twenty  colleges  across  the  state  have  student  ad- 
visory systems  led  by  pre-health  profession  coun- 
selors. To  maintain  good  relationships  and  close  com- 


munication, counselor  workshops  are  held  on  campus 
twice  a year.  New  admission  standards  are  discussed; 
there  are  introductions  to  special  opportunities  at 
OU,  new  curriculum  developments,  and  tours  of  cam- 
pus facilities  are  held.  This  network  has  become  an 
effective  tool  in  disseminating  information  and  is  a 
superb  way  to  maintain  good  relationships  with  un- 
dergraduate college  faculty. 

The  college  is  open  to  invitations  and  routinely 
participates  in  the  pre-medical  honorary  Alpha  Epsi- 
lon Delta  chapter  meetings.  Practicing  physicians  in 
the  community  are  asked  to  participate  as  are  physi- 
cians serving  on  the  admissions  board  and  physicians 
who  are  preceptors  in  the  fourth-year  rural  care  fam- 
ily medicine  rotation. 

Every  effort  is  made  to  present  medical  careers  as 
challenging  and  fulfilling.  The  process  should  in- 
volve our  students,  our  faculty,  and  our  graduates 
practicing  in  communities  across  the  state. 

Programs 

To  encourage  the  excellently  qualified  Oklahoma  stu- 
dents to  remain  in  Oklahoma  for  their  medical  train- 
ing, new  programs  have  been  developed.  The  Okla- 
homa State  Regents  for  Higher  Education  have  man- 
dated a new  minimum  standard  for  interview  at  the 
College  of  Medicine.  The  3.0  grade  point  average  and 
the  composite  MCAT  average  of  7.0  standard  has  pro- 
vided incentive  to  our  interested  applicants  to  strive 
to  a higher  standard.  An  honors  research  program 
provides  a twelve-week  experience  with  funded  inves- 
tigators for  students  interested  in  broadening  their 
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CHANCES  IN  DEMOGRAPHICS 


educational  experience.  This  program  includes  the 
twenty  students  who  receive  funding  for  their  re- 
search program  through  the  Presbyterian  Harris 
Foundation  funding.  Each  applicant  indentifies  a fac- 
ulty mentor  and  writes  a brief  description  of  the  pro- 
posed research  project.  To  date,  project  applications 
include  research  in  neurosciences,  molecular  medi- 
cine, neurophysiology,  all  basic  science  areas  and 
many  clinical  science  disciplines. 

An  active  MD/PhD  program  run  in  cooperation 
with  the  Oklahoma  Medical  Research  Foundation 
(OMRF)  and  receiving  stipend  support  from  OMRF 
with  tuition  waiver  from  the  University  has  attracted 
eight  outstanding  students.  It  is  anticipated  that  a 
full  complement  of  twenty-four  students  will  embark 
on  the  dual  degree  program  over  the  next  three  years. 

New  scholarship  monies  have  provided  recogni- 
tion awards  for  meritorious  academic  performance. 
The  college  was  losing  talented  students  to  out-of- 
state  medical  schools.  Financial  reward  for  excellence 
has  been  shown  to  be  an  effective  programmatic  ap- 
proach to  attract  our  best  students.  To  be  nationally 
competitive,  the  college  needed  to  have  additional  re- 
sources to  attract  very  talented  students.  The  Execu- 
tive Dean  of  the  College  of  Medicine  embarked  on  a 
fund-raising  campaign  for  money  devoted  to  scholar- 
ships. Five  such  awards  at  $10,000.00  each  have  been 
given  to  new  members  of  the  Class  of  1994. 

A new  curriculum  for  the  clinical  sciences  was 
begun  in  July  of  1989.  The  centerpiece  for  the  curricu- 


lar change  was  the  addition  of  a required  family 
medicine  clerkship  in  the  third  year  and  a rotational 
schedule  on  a monthly  basis.  The  fourth  year  has 
been  restructured  to  give  a broader  educational  base 
to  each  student  by  requiring  senior  externships  in 
medicine,  surgery,  psychiatry,  pediatrics,  and  gyne- 
cology. Elective  time,  rural  preceptorships,  and  am- 
bulatory care  requirements  are  preserved. 

Summary 

Efforts  in  recruitment  and  retention  of  students  by 
the  University  of  Oklahoma  College  of  Medicine  have 
resulted  in  an  increased  size  of  applicant  pool  to  the 
college  over  the  past  three  years.  Curriculum 
changes  and  programmatic  innovations  have  pro- 
vided new  opportunities  for  students  and  incentives 
to  remain  in  the  State  of  Oklahoma. 

Continuing  and  expanding  recruitment  efforts 
can  be  enhanced  by  the  active  participation  and  sup- 
port of  the  physicians  of  the  state.  (J) 
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RONALD  H.  WHITE.  M.D. 

ANNOUNCES  THE  RELOCATION  OF  HIS 

OFFICE  FOR  THE  PRACTICE  OF  DIAGNOSTIC 

AND  INTERVENTIONAL  CARDIOLOGY. 

CARDIOLOGY,  INC. 

3400  NORTHWEST  EXPRESSWAY  / SUITE  210 

OKLAHOMA  CITY,  OKLAHOMA  73112 

OFFICE  HOURS  BY  APPOINTMENT 

PHONE  (405)  945-4252 

OKLAHOMA  CARDIOVASCULAR  SURGEONS 

Allen  E.  Greer,  John  S.  Chaffin,  M.D.*’*’ 

David  W.  Vanhooser,  M.D.* 

^Diplomates  American  Board  of  Thoracic  and  Cardiovascular  Surgery 
*Diplomates  American  Board  of  Surgery 

Office  Hours:  9:00  a.m.  to  5:00  p.m. 

Monday  thru  Friday 

3400  N.W.  Expressway,  Suite  800 
Oklahoma  City,  Oklahoma  73112 

(405)  945-4278  1 -800-522-6525 

24  Hour  Referral  and  Consultation 
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CARDIOVASCULAR  AND  THORACIC  SURGERY  ASSOCIATES 

The  Cardiac  Surgeons  of  Oklahoma  City,  Inc. 

Professional  Staff 


William  D.  Hawley,  MD 

James  M.  Hartsuck,  MD 

Scott  K.  Lucas,  MD 

R.  Darryl  Fisher,  MD 

Marvin  D.  Peyton,  MD 

Diplomates  of 

American  Board  of  Surgery 

American  Board  of  Thoracic  and 

Cardiovascular  Surgery 

Specializing  in 

Cardiac,  Vascular 
and  Thoracic  Surgery 

Office  Hours  8:30  a.m.  to  5:00  p.m. 
Monday  through  Friday 
With  24  Hour  Consultation  and  Referral 


1 -800-522-6755 

(405)  946-0900 

OFFICES 

3433  N.W.  56TH,  SUITE  660 

1044  S.W.  44TH,  SUITE  520 

OKC,  OK  73112 

OKC,  OK  73109 
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News 


Jesus  E.  Medina,  MD 

OU  professor  one  of  only  two  to  earn  clinical  oncology  award 


Jesus  E.  Medina,  MD,  an  otorhinolaryngologist  at 
the  University  of  Oklahoma  Health  Sciences  Center 
(OUHSC)  in  Oklahoma  City,  has  received  the  state’s 
first-ever  Professorship  of  Clinical  Oncology  award 
presented  by  the  American  Cancer  Society.  Dr  Medina 
is  one  of  only  two  physicians  in  the  country  to  receive 
the  honor,  which  recognizes  outstanding  faculty  clini- 
cians in  the  field  of  cancer. 

Medina,  who  specializes  in  treating  cancers  of  the 
head  and  neck,  said  the  award  represents  a once-in-a- 
lifetime  opportunity.  The  professorship,  which  ini- 
tially will  be  for  three  years,  will  be  funded  equally 
by  the  national  office  of  the  American  Cancer  Society 
and  the  Oklahoma  division.  Yearly  funding  is  $40,000. 

“The  honor  constitutes  a unique  gesture  of  the 

PUCO  loss  prevention  seminars 
will  begin  next  month  in  OKC 

The  1991  Loss  Prevention  Seminars  sponsored  by  the 
Physician  Liability  Insurance  Company  (PLICO)  and 
the  Oklahoma  State  Medical  Association  (OSMA) 
begin  next  month. 

All  physicians,  physician’s  associates  (PAs),  and 
registered  nurses  insured  by  PLICO  are  required  to 
attend  a Loss  Prevention  Seminar  during  their  first 
year  of  coverage  and  every  third  year  thereafter. 
Those  who  last  attended  a seminar  in  1988  must  at- 
tend another  in  1991  if  they  wish  to  maintain  their 
coverage. 

Seminars  are  held  at  locations  throughout  the 
state  for  the  convenience  of  those  who  attend.  PLICO, 
although  not  required  to  do  so,  will  attempt  to  notify 
those  individuals  who  must  attend  a seminar  this 
year. 

Following  is  a list  of  seminars  scheduled  thus  far; 

1991  OSMA/PLICO  SEMINARS 

March  16  Holiday  Inn  West  1-4  pm 

Saturday  801  S.  Meridian 

Oklahoma  City 


American  Cancer  Society,  both  in  the  state  of  Okla- 
homa and  nationally,”  said  Dr  Medina.  “By  putting 
up  this  money  and  providing  it  to  the  OU  College  of 
Medicine,  the  American  Cancer  Society  has  provided 
me  with  a unique  opportunity  to  serve  not  only  the 
college  and  my  department,  but  also  medical  stu- 
dents and  residents,  cancer  patients,  and  eventually 
the  community  at  large.” 

Dr  Medina  said  much  of  the  funding  will  be  used 
to  ensure  that  medical  students  receive  a broad- 
based  education  in  the  field  of  cancer.  Programs  for 
the  education  and  training  of  residents,  specifically 
in  the  area  of  head  and  neck  cancer,  are  planned.  A 
medical  team  that  will  specialize  in  base-of-the-skull 
surgery  also  is  being  formed. 

Also,  a number  of  programs  geared  toward  pre- 
and  post-treatment  education  of  cancer  patients  and 
their  families  are  being  planned,  he  added. 

A resident  of  Edmond,  Dr  Medina  has  been  with 
the  OUHSC  Department  of  Otorhinolaryngology 
since  1984.  He  was  an  assistant  professor  of  head  and 
neck  surgery  at  the  M.D.  Anderson  Hospital  and 
Tumor  Institute  in  Houston  prior  to  coming  to  the 
OU  Health  Sciences  Center. 

The  native  Peruvian  attended  medical  school  at 
San  Agustin  School  of  Medicine  in  Arequipa,  Peru. 
He  performed  his  internship  in  surgery  and  otorhino- 
laryngology residency  at  Wayne  State  University 
School  of  Medicine  in  Detroit,  Mich.  (J 


March  23 
Saturday 

Sheraton/Kensington 

1902  E.  7th  Street,  South 
Tulsa 

1-4  PM 

April  1 
Monday 

Lake  Texoma  Lodge 

Kingston,  Oklahoma 

6:30-9:30  pm 

April  8 
Monday 

Howard  Johnsons 

1125  E.  Gore  Boulevard 
Lawton 

6:30-9:30  pm 

April  15 
Monday 

Fountainhead  Lodge 

Lake  Eufaula 

Checotah 

6:30-9:30  pm 

(continued) 
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We 

Understand 

Commitment 

We  understand  your  personal  commitment 
to  offer  the  best  medical  care  av^ailable  to 
those  you  serve.  Many  long  years  of  prepa- 
ration, education,  working  hours  and 
attentiveness  have  been  inv'ested,  so  you 
deserve  to  be  served  by  folks  who  make  the 
same  professional  commitments  in  their 
field  as  you  in  your  own. 

Financial  planning  is  now  more  important 
than  ever.  With  government  regulations, 
insurance  costs  and  controls,  and  general 
expenses  changing  every  day,  you  need  a 
stable  financial  institution  with  a solid 
commitment  to  the  medical  industry. 

Whether  you  are  starting  your  practice, 
expanding  it,  buying  equipment  or  a home 
or  considering  any  other  financial  acfion, 
our  commitment  is  to  present  to  you  a 
package  of  financial  alternatives. 

We  are  anxious  to  discuss  your  commit- 
ment and  we'll  tell  you  ours.  We  serve 
Oklahoma  Medical  Professionals. 


Sixth  & Main  Streets 
Stillwater,  OK 
(405)372-2230 

6305  Waterford  Blvd., 
Suite  305 

Oklahoma  City,  OK 
(405)840-9333 

2131  E.  61st,  Suite  250 
Tulsa,  OK 
(918)742-8076 

Stillwater  National  Bank 
and  Trust  Company 

Member  FDIC 


PLICO  Seminars  tconunued) 

April  22 
Monday 

Cherokee  Strip  Conference 
Center 

123  W.  Maine 

Enid 

6:30-9:30  pm 

April  29 
Monday 

Northwest  Inn 

Highway  270  & 1st  Street 
Woodward 

6:30-9:30  PM 

May  6 

Monday 

Ambassador  Inn 

Highway  64  North  at  21st 
Guymon 

6:30-9:30  pm 

May  11 
Saturday 

Sheraton  Century  Center 
Broadway  & Main 

Oklahoma  City 
(OSMA  Annual  Meeting) 

1-4  PM 

June  12 
Wednesday 

Shangri-La 

Alton 

(Academy  of  Family  Practice) 

1-4  PM 

September  7 
Saturday 

Fountainhead  Lodge 

Lake  Eufaula 

Checotah 

(State  Orthopaedic  Society) 

1-4  PM 

September  23 
Monday 

Holiday  Inn  West 

801  S.  Meridian 

Oklahoma  City 

6:30-9:30  PM 

September  24 
Tuesday 

Tulsa  Marriott 

10918  East  41st 

Tulsa 

6:30-9:30  pm 

Ice  implicated  when  150  persons 
become  ill  after  baseball  game 

Ice  in  drinks  was  the  culprit  in  an  outbreak  of  gas- 
troenteritis at  a little  league  baseball  tournament 
in  Oklahoma  last  October. 

The  December  Epidemiology  Bulletin  from  the 
Oklahoma  State  Department  of  Health  reports  that 
within  48  hours  over  70%  of  the  players  and  50%  of 
the  parents  — some  150  individuals  — became  ill. 
Predominant  symptoms  were  vomiting  and  diarrhea. 
Health  department  investigators  found  that  4 of  the 
5 food  handlers,  all  from  the  same  family,  had  been 
ill  with  the  same  symptoms  several  days  before. 

The  ice  in  the  concession  stand  drinks  had  been 
dipped  by  hand,  using  individual  cups,  from  an  ice 
chest  owned  by  one  of  the  handlers.  Though  no  ice 
was  available  for  testing,  the  chest  was  found  to  be 
heavily  contaminated  with  fecal  coliforms.  qi 
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From  the  OSDH 


Oklahoma  State  Department  of  Health 

Health  department  implements  birth  defects  and  tumor  registries 


In  1987,  legislation  was  passed  to 
W ^ create  both  a statewide  birth  defects 

^ ^ and  a tumor  registry.  Public  concern 

Ip  I about  potential  environmental  im- 

pacts  on  health  already  focuses  at- 
tention on  the  OSDH  environmental 
programs.  Questions  concerning  issues  of  increased 
disease  in  a specific  geographic  area  may  be  effec- 
tively and  accurately  answered  by  data  analysis  from 
a birth  defects/tumor  registry  system  combined  with 
data  from  environmental  program  sources. 

The  benefits  of  a statewide  birth  defects/tumor 
registry  system  extend  beyond  the  descriptive 
epidemiologic  analysis  that  will  be  applied  to  the 
data  sets.  A registry  system  is  a very  effective  method 
of  ongoing  data  collection  which  can  be  directly 
utilized  for  prevention  and  intervention  activities.  In- 
itial services  will  be  limited  by  funding,  but  informa- 
tion obtained  by  the  registries  will  be  used  to  support 
prevention  and  intervention  programs. 

Active  program  implementation  began  in  Janu- 
ary 1991.  Data  collection  activities  will  focus  on  exist- 
ing medical  record  systems.  All  patient  identification 
information  will  be  covered  by  state  confidentiality 
statutes.  General  summary  data  may  be  released 
from  time  to  time. 


cancer  (excluding  non-melanoma  skin  cancer  and 
carcinoma  in  situ)  in  Oklahoma.  There  are  22  hospi- 
tal registries  of  the  approximately  165  hospitals  in 
Oklahoma.  An  estimated  11,300  cases  of  cancer  are 
diagnosed  in  these  hospitals  or  approximately  80%  of 
the  estimated  Oklahoma  incidence.  The  involvement 
of  these  hospital  registries  will  provide  an  improved 
estimate  of  the  incidence  and  distribution  of  cancer 
within  Oklahoma.  This  information  can  be  utilized 
for  evaluating  and  targeting  screening  or  support 
programs. 

For  additional  information  or  participation  in  the 
Tumor  Registry  contact  the  Environmental  Health 
Services  at  (405)  271-7363.  For  additional  informa- 
tion or  participation  in  the  Birth  Defects  Registry 
contact  the  Maternal  and  Child  Health  Service  at 
(405)  271-6617.  (J) 


Deaths 


Milton  Louis  Berg^  MD 
1916  - 1991 


BIRTH  DEFECTS  REGISTRY 

Approximately  3%  to  4%  of  all  births  will  involve  a 
birth  defect.  Congenital  anomalies  are  the  leading 
cause  of  infant  mortality  in  the  United  States,  and 
the  infant  mortality  rate  is  a cause  for  concern  when 
compared  to  that  of  other  developed  countries.  The 
registry’s  data  collection  methodology  is  based  on 
recommendations  from  the  Birth  Defects  Section  of 
the  Centers  for  Disease  Control.  Initial  efforts  will 
concentrate  on  developing  the  data  collection  methods 
targeting  Oklahoma  County.  As  this  methodology  is 
refined,  it  will  be  established  in  additional  areas 
until  a statewide,  population-based  registry  is 
achieved.  The  information  collected  by  this  registry 
will  be  used  to  address  the  issues  of  needs  assess- 
ment, service  evaluation,  and  coordination  of  care  for 
children  with  birth  defects. 

TUMOR  REGISTRY 

The  American  Cancer  Society  using  National  Cancer 
Institute  data  estimates  14,000  annual  cases  of 


Longtime  Tulsa  physician  Milton  L.  Berg,  MD,  died 
January  7,  1991.  A native  of  Plymouth,  Mass,  and  a 
1941  graduate  of  Harvard  Medical  School,  Dr  Berg 
served  as  a flight  surgeon  for  four  years  during  World 
War  II.  He  established  his  general  practice  in  Tulsa 
in  1948. 


Sterling  Thomas  Crawford,  MD 
1914  - 1990 

OSMA  Life  Member  Sterling  T.  Crawford,  MD,  died 
June  2,  1990,  in  Fayetteville,  Ark.  A specialist  in 
obstetrics  and  gynecology.  Dr  Crawford  was  bom  in 
Sulphur  Springs,  Ark,  and  graduated  from  the  Uni- 
versity of  Oklahoma  School  of  Medicine  in  1942.  He 
served  on  active  duty  with  the  US  Navy  for  35  months 
during  World  War  11.  Dr  Crawford  was  an  active 
member  of  the  OSMA  for  43  years  before  retiring 
from  his  Oklahoma  City  practice  in  1987. 

(continued) 
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Liedins  (continued) 

Frank  Eugene  Darrow,  MD 
1923  - 1991 

Oklahoma  City  general  surgeon  Frank  E.  Darrow, 
MD,  died  January  8,  1991.  Dr  Darrow,  a native  of 
Farmersburg,  Iowa,  was  a 1947  graduate  of  the  Uni- 
versity of  Iowa  School  of  Medicine.  He  completed  his 
surgical  residency  in  Oklahoma  City  and  later  be- 
came assistant  professor  of  surgery  at  the  University 
of  Oklahoma  School  of  Medicine.  In  1954  he  left  the 
university  to  enter  private  practice.  Dr  Darrow 
served  on  active  duty  with  the  US  Army  in  both 
World  War  II  and  the  Korean  conflict. 

George  Richard  Russell^  MD 
1899  - 1990 

George  R.  Russell,  MD,  a native  of  Hamler,  Ohio,  and 
an  original  partner  in  Tulsa’s  Springer  Clinic,  died 
December  24,  1990,  in  Tahlequah.  Dr  Russell  was 
elected  president  of  the  Tulsa  County  Medical  Soci- 
ety (TCMS)  in  1957  after  serving  on  the  board  of  di- 
rectors for  five  years.  The  TCMS  Auxiliary  named 
him  Doctor  of  the  Year  in  1973.  His  many  professional 
activities  included  serving  eleven  years  as  president 


of  the  Oklahoma  chapter  of  the  American  Academy 
of  Pediatrics.  He  also  was  a clinical  professor  of 
pediatrics  at  the  University  of  Oklahoma  Tulsa  Med- 
ical College.  Dr  Russell  was  featured  in  the  Jour- 
nal’s Leaders  in  Medicine  series  in  November  1986. 

Francis  Elmo  Smithy  MD 
1921  - 1990 

Family  practitioner  Francis  E.  Smith,  MD,  died  De- 
cember 20,  1990.  Dr  Smith  was  born  in  Beaver,  Okla, 
and  graduated  from  the  University  of  Oklahoma 
School  of  Medicine  in  1950.  He  practiced  medicine  in 
Kingfisher  before  moving  to  Norman  in  1959.  FVom 
1943  to  1946  he  served  on  active  duty  as  a liaison  pilot 
with  the  US  Army. 

Gregg  Laurence  Williams,  MD 
1957  - 1990 

Gregg  L.  Williams,  MD,  a resident  in  neurological 
surgery  at  the  University  of  Oklahoma  Health  Sci- 
ences Center,  died  December  29,  1990,  in  Oklahoma 
City.  Bom  in  Denver,  Dr  Williams  earned  a bachelor’s 
degree  at  the  University  of  Hawaii  and  his  medical 
degree  at  the  University  of  Colorado,  Denver,  in  1985. 
He  had  been  a member  of  the  OSMA  since  1987.  (J) 


1990 

Vincel  Sundgren,  MD 
Glen  Smith  Kreger,  MD 
Martin  James  Fitzpatrick,  MD 
David  Charles  Lowry,  MD 
Milam  Felix  McKinney,  MD 
Robert  Alan  Johnston,  MD 
Hervey  Adolph  Foerster,  MD 
Paul  E.  Kaldahl,  MD 
Homer  Vincent  Archer,  MD 
Sterling  Thomas  Crawford,  MD 
Ray  Maxwell  Wadsworth,  MD 
John  Howard  Baker,  Jr.,  MD 
David  Sprouse  Dycus,  MD 
Paul  Olden  Shackleford,  MD 
David  Shapiro,  MD 
Doyle  L.  Patton,  MD 
Edward  McLain  Thorp,  MD 


In  Memoriam 


March  1 
March  25 
March  27 
March  30 
April  2 
April  9 
April  15 
May  4 
May  8 
June  2 
June  11 
June  13 
June  28 
July  27 
August  11 
August  12 
August  16 


Murlin  Knight  Braly,  MD 
Claude  Elbert  Lively,  MD 
Robert  Eldon  Dillman,  MD 
Howard  Louis  Puckett,  MD 
Raymond  Emison  Daily,  MD 
Thomas  E.  Slimp,  MD 
Bert  E.  Mulvey,  MD 
Carson  Leroy  Oglesbee,  MD 
George  Leroy  Goodman,  MD 
Everette  Ellis  Cooke,  MD 
Stephen  Seth  Fitter,  MD 
Francis  Elmo  Smith,  MD 
George  Richard  Russell,  MD 
Gregg  Laurence  Williams,  MD 

1991 

Milton  Louis  Berg,  MD 
FVank  Eugene  Darrow,  MD 


August  18 
August  19 
August  29 
September  1 
September  3 
September  4 
October  12 
October  23 
October  26 
November  19 
December  1 
December  20 
December  24 
December  29 


January  7 
January  8 
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Reaction  Time 


A Tribute 

That's  the  Kind  of  Man  Frank  Darrow  Was  — 
That's  the  Kind  of  Doctor  Frank  Darrow  Was 

Every  time  I saw  Frank  Darrow,  I could  not  help 
remembering  a particular  time,  early  on  in  my 
practice,  when  it  became  obvious  what  a good 
man  and  fine  doctor  Frank  Darrow  was.  I am 
sure  that  many  others  have  stories  just  as  mean- 
ingful or  perhaps  even  more  so  than  this  one. 

It  was  very  early  one  morning,  4:30  or  5:00, 
when  I received  a phone  call  from  the  husband 
of  a lady  I had  never  seen  before. 

She  was  having  severe  vaginal  bleeding.  I 
agreed  to  meet  them  at  University  Hospital. 
She  arrived  essentially  “bled  out.”  Her  history 
revealed  that  she  had  a cancer  of  the  cervix  for 
which  she  had  neglected  treatment.  It  had 
eroded  into  the  uterine  artery.  Obviously,  she 
needed  surgical  intervention.  I was  unable  to 
find  a surgeon  who  would  agree  to  attempt  inter- 
vention because  “she  is  going  to  die”  and  “there 
is  no  use.” 

As  we  continued  to  pump  blood  into  her,  pint 
after  pint,  I remembered  that  my  former  profes- 
sor of  surgery  had  recently  gone  into  private 
practice.  In  a last  desperate  attempt,  I called 
Frank  Darrow  and  explained  my  plight.  He  re- 
sponded, “I’ll  be  right  there”  — and  he  was. 

After  surveying  the  problem,  Frank  said, 
“She’s  going  to  die;  let’s  see  if  we  can  save  her.” 

We  quickly  took  her  to  the  OR  and  after  five 
hours  of  surgery  and  some  40  pints  of  blood,  the 
bleeding  vessel  was  tied  off. 

She  lived  to  completely,  though  temporarily, 
recover.  She  eventually  succumbed  to  her  dis- 
ease. However,  she  lived  long  enough  to  raise 
one  son  from  the  age  of  8 to  age  15,  and  the 
other  son  from  age  6 to  age  13.  Both  of  these 
youngsters  became  fine,  educated  citizens  due 
to  her  role  model  as  a mother  and  her  guidance. 

She  was  able  to  accomplish  this  all  because 
a Man  — a Real  Doctor  — cared  more  about 
the  ones  he  saved  than  the  ones  that  might  end 
up  in  his  statistics  as  lost  during  surgery. 

That  was  the  kind  of  man  Frank  Darrow 
was.  That  was  the  kind  of  real  doctor  Frank 
Darrow  was. 

— M.  Joe  Crosthwait,  MD 
Oklahoma  City 

Frank  E.  Darrow,  MD,  died  January  8.  1991. 


Readers  agree:  each  physician 
has  a golden  age  of  medicine 

To  the  Editor:  Just  a note  to  let  you  know  how  much 
I enjoyed  “The  Golden  Age  of  Medicine”  [Nov  ’90]. 
Nicely  done.  I agree  with  you  — each  of  us  has  a 
golden  age. 

One  of  the  anomalies  of  today  is  that  medicine 
and  its  technologies  are  better  than  ever,  yet  patients 
trust  physicians  less.  Perhaps  this  is  just  exaggerated 
expectations  and  the  pursuit  of  perfect  results. 

— Richard  Reece,  MD 
Oklahoma  City 

To  the  Editor:  As  this  year  draws  to  a close,  I just 
want  to  thank  you  for  the  wonderful  editorials  which 
you  have  had  in  our  state  journals  over  the  years.  I 
suppose  everyone  in  our  generation  can  identify  with 
these  concepts  but  I just  wanted  to  write  you  a note 
of  appreciation  for  all  you  do  within  our  profession. 

I pray  God’s  blessing  would  be  with  those  follow- 
ing us  in  this  profession  and  that  they  may  witness 
a departure  from  our  bureaucratic  socialism  back  to 
a milieu  where  they,  too,  can  experience  their  Golden 
Age  of  Medicine,  each  in  his  own  way. 

— C.  R.  Roberts,  MD 
Enid 


Book  Shop 

The  Children's  Fiospital  of  Boston:  "Built  Bet- 
ter Than  They  Knew."  By  Clement  A.  Smith.  Bos- 
ton: Little,  Brown  & Co.,  1983.  Pp  XXI,  284,  illus, 
price  $16.95. 

The  late  Clement  A.  Smith,  MD,  came  to  the  Chil- 
dren’s Hospital  in  Boston  as  a house  officer  in  1930 
and  stayed  in  Boston  with  Harvard  Affiliated  Hospi- 
tals. He  personally  witnessed  the  developments  in 
child  health  and  the  contributions  made  by  the  staff 
of  the  Boston  Children’s  Hospital. 

The  author,  one  of  the  fathers  of  neonatology, 
clearly  points  out  the  state  of  children’s  health  in  the 
era  that  produced  the  Children’s  Hospital,  which  was 
established  in  1869.  In  1865,  in  Boston,  more  than 
one  of  every  four  children  born  alive  died  before  his 
first  birthday;  40ff  of  all  deaths  occurred  in  children 
under  five  years  of  age.  This  volume  describes  in 
human  terms  tbe  dedicated  men  and  women  who 
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founded  the  hospital  in  1869  in  an  effort  to  solve  these 
problems.  It  tells  us  about  the  four  physicians  who 
shai’ed  the  initial  dream,  the  prominent  Bostonians 
who  helped  them  realize  it,  and  the  dedicated  women 
from  the  Anglican  Sisterhood  who  volunteered  nurs- 
ing service  for  more  than  40  years. 

The  account  traces  the  institution’s  history 
through  the  extraordinary  medical  progress  of  the 
twentieth  century.  From  the  advent  of  modern  pedia- 
trics to  the  emergence  of  numerous  pediatric  sub- 
specialties, the  book  describes  the  important  develop- 
ments as  well  as  the  important  physicians  who  con- 
tributed to  them  at  Children’s  Hospital  of  Boston.  We 
learn  about  the  giants  of  the  1930s  and  1940s  — 
Blackfan,  Gamble,  Ladd,  Crothers,  and  others. 

This  book,  which  is  attractively  produced,  can  be 
read  for  the  history  of  child  health.  It  also  provides 
a clear  description  of  the  development  of  pediatrics 
and  its  subspecialties  in  the  United  States.  In  addi- 
tion, it  will  be  of  great  interest  to  all  who  had  a con- 
nection with  this  training  center.  Another  plus  is  the 
frequent  expression  of  Dr  Smith’s  fine  sense  of 
humor. 

— Harris  D.  Riley,  Jr,  MD 
Oklahoma  City 

Forward  Surgeon.  The  Diary  of  Luther  H. 
Wolff,  M.D.,  Mediterranean  Theater,  World 
War  II,  1943-45.  By  Luther  H.  Wolff.  New  York:  Van- 
tage Press,  1988,  pp  226,  illus,  $13.95. 

Prior  to  World  War  II,  most  patients  with  severe 
wounds  of  the  abdomen  and  chest  did  not  undergo 
operative  intervention  and  most  died.  In  previous 
wars,  hospitals  were  established  well  behind  front 
lines  where  they  were  essentially  stationary  facil- 
ities. However,  toward  the  end  of  World  War  I,  the  con- 
cept of  experienced  surgical  teams  treating  the  se- 
verely wounded  in  the  forward  division  area  de- 
veloped and  was  tested  on  a limited  scale.  It  proved 
to  be  so  successful  that  it  led  to  the  planning  during 
World  War  II  of  mobile  surgical  hospitals  to  be  staffed 
by  experienced  and  well-trained  surgeons  working 
far  forward  within  the  division  area.  The  plans  pro- 
vided for  auxiliary  surgical  groups,  four  of  which 
were  activated  during  World  War  11.  The  Second  Aux- 
iliary Surgical  Group  was  the  first  group  to  be  acti- 
vated and  sent  into  combat  (the  Mediterranean 
theater).  It  included  Luther  H.  Wolff,  who  had 
graduated  in  1932  from  the  University  of  Pennsylva- 


nia School  of  Medicine  and  was  in  private  practice  in 
Columbus,  Georgia. 

Colonel  James  H.  Forsee,  the  commanding  officer 
of  this  group,  required  all  the  participating  surgeons 
to  keep  detailed  records  of  all  cases  and  to  send 
periodic  reports  to  headquarters.  He  did  this  because 
these  groups  and  their  performances  were  regarded 
as  an  experiment.  Dr  Wolff  maintained  the  diary  that 


constitutes  the  largest  portion  of  this  book,  despite  a 
large  case  load  under  combat  conditions.  After  the 
war,  he  was  appointed  editor-in-chief  of  the  surgical 
section  of  Medical  History  of  World  War  II. 

In  1973,  Dr  Wolff  dusted  off  his  World  War  II  diary 
and  decided  to  reorganize  it  a bit  and  have  it  prepared 
and  typed  for  his  family.  It  provides  us  a clear  picture 
of  the  life  of  a medical  officer  in  what  was  to  become 
a mobile  army  surgical  hospital  (MASH).  Field  hospi- 
tals were  set  up  some  five  to  ten  miles  — within  easy 
artillery  range  and  sometimes  closer  — behind  the 
front  lines.  Patients  arrived  in  every  possible  man- 
ner. The  diary  gives  a graphic  account  of  day-to-day 
living  and  the  activities  of  a medical  officer  in  the 
North  African,  Sicilian,  and  Italian  campaigns.  The 
author  tells  us  in  detail  about  the  wounded  and  their 
care,  about  rendering  medical  care  in  the  midst  of 
exploding  shells,  about  days  spent  digging  foxholes, 
about  the  splendid  assistance  of  the  nurses,  about  his 
relationship  with  colleagues  and  occasional  consul- 
tants, and  how  a palatable  alcoholic  drink  was  pre- 
pared from  medicinal  supplies.  The  frequent  move- 
ments of  the  unit  can  be  followed  readily  on  maps 
that  Dr  Wolff  prepared  at  the  time. 

In  another  chapter  Wolff  looks  retrospectively  at 
many  aspects  including  the  role  of  the  Italian  Cam- 
paign in  World  War  II,  characteristics  of  the  enemy, 
including  his  regard  for  the  bravery  of  German  sold- 
iers; provides  an  analysis  and  critique  of  the  military 
effectiveness  of  various  American  military  units;  and 
discusses  medical  innovations  and  the  many  friend- 
ships established.  The  last  chapter  describes  a return 
visit  to  Italy  in  1975. 

We  are  fortunate  that  Dr  Wolff  had  the  persistence 
to  record  the  daily  activities  of  himself  and  his  as- 
sociates. The  physician  interested  in  military  medi- 
cine and  in  the  history  of  the  MASH  units,  particu- 
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larly  those  who  served  in  WW  II,  will  find  this  small, 
candid  book  very  interesting. 

— Harris  D.  Riley,  Jr,  MD 
Oklahoma  City 

Jessie  Benton  Fremont,  A Biography.  By 

Pamela  Herr,  1987.  University  of  Oklahoma  Press, 
Norman,  OK.  Pp  and  price  not  given. 

A well-written  biography  brings  dry  facts  and 
dates  in  history  textbooks  to  life.  Thus  it  is  with  this 
book  on  Jessie  Benton  Fremont  ( 1824-1902).  She  was 
the  beautiful,  intelligent  daughter  of  Senator  Benton 
of  Missouri,  a frontier  lawyer  enamored  with  the 
rough  and  ready  politics  of  Andrew  Jackson,  aboli- 
tion, and  the  doctrine  of  manifest  destiny.  Jessie  was 
exposed  to  such  ideas  and  prominent  people  pro- 
pounding them  as  her  fam.ily  moved  within  the  social 
circles  of  Washington  and  St.  Louis. 

Early  in  life,  Jessie  developed  political  savvy, 
compelling  charm,  and  a sense  of  independence  and 
rebellion  unacceptable  for  a woman  in  Victorian  soci- 
ety. Her  shocking  marriage  to  John  C.  Fremont  in 
1841  was  opposed  by  her  father,  but  he  came  to  accept 


the  young  man  and  was  influential  in  having  him 
sent  on  several  expeditions  to  explore  the  West.  Jessie 
helped  Fremont  write  the  reports  of  his  expeditions, 
which  drew  thousands  of  settlers  westward  and  made 
his  name  a household  word.  For  Jessie,  that  was  just 
the  beginning  of  a lifetime  of  subjugating  her  own 
drive  and  ambition  in  order  to  further  her  husband’s 
career. 

John  C.  Fremont  was  a dashing,  ambitious  man 
whose  life  was  checkered  with  successes  and  failures. 
During  one  expedition  he  led  settlers  in  a revolt 
against  Mexico,  becoming  the  founder  of  the  Califor- 
nia republic.  His  controversial  activities  led  to  a 
court  martial  in  which  he  lost  his  military  rank.  He 
returned  to  California  to  become  a millionaire  in  the 
gold  fields.  As  a popular  hero  known  for  his  antislav- 
ery views  he  ran  for  president  in  1856,  losing  to 
Buchanan.  During  the  Civil  War  he  had  posts  in  the 
Shenandoah  and  in  Missouri,  but  was  relieved  of 
them  for  questionable  judgment. 

Fremont  then  lost  his  fortune  in  a series  of  busi- 
ness schemes,  truly  a reversal  of  the  “rags  to  riches” 
story.  In  each  endeavor  Jessie  used  her  wit,  political 
connections,  and  charm  to  help  her  husband.  In  later 
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years  she  herself  became  the  family  breadwinner  by 
writing  books  and  articles.  By  the  1880s  she  was  re- 
garded as  an  early  supporter  of  women’s  rights  and 
revered  by  the  suffragists. 

This  compelling  book  is  well  researched  and  fac- 
tual, but  reads  like  a novel.  The  reader  is  left  with 
admiration  for  this  remarkable  woman,  as  well  as  a 
sense  of  awe  for  the  political  turmoil  and  rapid  na- 
tional development  which  was  going  on  around  her 
in  nineteenth  century  America. 

— Harriet  Coussons,  MD 
Oklahoma  City 

The  Harvard  Medical  Unit  at  Boston  City  Hos- 
pital. Vol  1 : History  of  the  Thorndike  Memo- 
rial Laboratory  ana  the  Harvard  Medical  Ser- 
vices from  Their  Founding  Until  1974.  By  Max- 
well Finland.  Charlottesville,  Virginia:  University 
Press  of  Virginia,  for  Francis  A.  Countway  Library  of 
Medicine,  Harvard  Medical  School,  1982.  Pp  903,  il- 
lustrated, price  $50.00. 

In  1919,  George  L.  Thorndike  made  a bequest  to 
the  Boston  City  Hospital  in  memory  of  his  brother, 
a Boston  surgeon.  His  bequest  formed  the  nucleus  of 
the  capital  required  to  establish  the  Thorndike 
Memorial  Laboratory.  With  its  associated  clinical  ser- 
vices, collectively  known  as  the  Harvard  Medical 
Unit  at  Boston  City  Hospital,  during  its  52  years  of 
active  life  it  has  provided  an  important  stream  of 
medical  personnel,  most  of  them  physicians,  trained 
in  patient  care,  and  clinical  investigation. 

Excellence  in  care  of  the  patient  and  in  clinical 
investigation  as  a central  theme  was  emphasized  by 
its  first  director.  Dr  Francis  W.  Peabody,  and  the  unit 
has  upheld  this  tradition  over  the  years.  Important 
leaders  in  the  unit  included  Drs  George  Minot,  Will- 
iam Castle,  M.axwell  Finland,  and  Charles  Davidson. 

The  authorship  is  multiple  but  the  late  Maxwell 
Finland  assumed  the  major  responsibility  for  this  vol- 
ume. What  he  and  others  produced  is  an  interesting 
account  of  the  development  and  conduct  of  clinical  in- 
vestigation in  an  academic  center.  It  is  a fascinating 
historical  account  filled  with  reminiscences  and  with 
photographs  of  the  various  divisions  and  sections  of 
the  laboratory  and  of  the  unit  at  the  Boston  City  Hos- 
pital. The  Thorndike  Laboratory  was  abolished  in 
1973.  The  accomplishments  of  the  unit  only  make  us 
deplore  its  death  more  loudly. 

— Harris  D.  Riley,  Jr,  MD 
Oklahoma  City 


Classifieds 

Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word.  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid.  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


Family  Practice  — Carnegie,  Oklahoma,  seeking  physician 

for  well  established  busy  clinic  which  includes  Emergency  Room 
rotation.  Excellent  income  guarantee  and  benefits  package.  For 
more  information  contact  Patti  Davis,  Administrator,  Carnegie 
Hospital,  102  N.  Broadway,  Carnegie,  OK  73015,  405-654-1050. 


Southeastern  Texas:  Full-time  and  part-time  emei^ency  de- 
partment and  ambulatory  care  positions  available  in  the  Houston/ 
Beaumont  areas.  Position!  s)  offer  flexible  scheduling,  competitive 
compensation  package  including  malpractice  insurance.  Contact: 
Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Room  54, 
Traverse  City,  MI  49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 


Emergency  Medicine  — Full-time  Emergency  Department 

Physician  is  sought  by  Shawnee  Medical  Center  Hospital.  Moder- 
ate census  ( 13  to  14,000);  12-hour  shifts;  salary  and  benefits  depen- 
dent on  eperience;  ACLS  required;  Liability  insurance  paid.  Con- 
tact Dr.  Loeffler  or  Dr.  Thomas  at  405-273-3093  for  further  infor- 
mation. 


LaJunta,  Colorado:  Seeking  full-time  and  part-time  emer- 
gency physicians  for  low  volume  emergency  department.  Excellent 
compensation,  paid  malpractice  insurance,  and  optional  benefit 
program.  Primary  care  experience  and  ACLS  certification  re- 
quired. Contact:  Emergency  Consultants,  Inc.,  2240  South  Airport 
Road,  Room  54,  Traverse  City,  MI  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 


Enid,  OK.  Enid  State  School  for  the  Mentally  Retarded  has 

a full-time  position  for  a Physician  II.  The  Physician  will  provide 
comprehensive  medical  services  to  clients  with  mental  retarda- 
tion, physical  disabilities,  and  mental  illness.  Medical  degree  and 
full  licensure  required.  Experience  with  developmentally  disabled 
and/or  mentally  ill  is  preferred.  Salary  negotiable.  For  more  infor- 
mation contact:  ENID  STATE  SCHOOL,  2600  EAST  WILLOW, 
ENID,  OK  73701-8715,  405/237-1027  ext.  461. 


FAMILY  PRACTICE  — Stillwater,  Okla.  Seeking  family  doc- 
tor to  join  two  others  in  a primary  care  practice  (associated  with 
internists  and  pediatricians).  Share  call  three  ways.  Compensa- 
tion and  fringe  benefits  competitive.  Early  1991  is  desirable.  For 
more  information  call  405-624-2525. 
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HELP  PATIENTS  AVOID  PRESCRIPTION  CONFUSION! 
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Plastic,  Reconstructive  & Cosmetic  Surgery; 

Close  to  Bethany  Hospital 

Surgery  of  the  Hand  & Congenital  Deformities; 

N.W.  14th  & Rockwell 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

Call  Dr.  S.  Sandy  Sanbar 

3301  NW  63rd,  Oklahoma  City,  OK  73116 

(405)  848-5325  or  (405)  787-9185 

(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 

Pasteur  Medical  Bldg.  Physicians  & Surgeons  Bldg. 

Room  301  East  Room  105 

nil  N.  Lee  1211  N.  Shartel 


West  Laboratory 

Room  500 
3433  N.W.  56th 

South  Laboratory 

Room  106 
1044  S.W.  44 


South  Med 

103  S.  Community  Medical  Ctr. 
4200  S.  Douglas 

Classen  Laboratory 

Room  101 

1110  N.  Classen  Blvd. 


North  Laboratory 

Suite  3 

13509  N.  Meridian 


Med  Arts  Tulsa 

3233  E.  31st  Street 
Tulsa,  OK  74105 
(918  ) 747-75  06 

OKLAHOMA  TOLL  FREE  1-800-REF-LABl 

ALL  OKLAHOMA  CITY  LOCATIONS  239-7111 


THE 

INOEPENDENTT 
FATHOLDEY 
INSTITUTE.  INE. 


A 

NE.MIIV 


PATIENT 

CARE 

FAaLITIES 


Medical  Arts  Laboratory  Accredited  by  the  American  Society  of  Cytology 

100  Pasteur  Building  1111  N.  Lee 
Oklahoma  City,  OK  73103 
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The  Hand  Center 


For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


HOUSPIANG  SERADGE,  MD,  FIGS 


THE  HAND  CENTER*  1044  S.W.  44  th  St  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)631-4263 
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Featuring  articles  on: 

• Who  can  be  a donor? 

• Legal  aspects  of 
transplantation 

• Concept  of  brain  death 

• Personal  perspectives  of 
the  donor  family 

• Personal  viewpoint  of 
the  transplant  patient 

• The  clergy’s  role  in 
transplantation 

“A  must-read!” 


Transplanting  the  Human  Heart  is  a thought-provoking  book,  featuring  the 
history  of  heart  transplantation  at  Baptist  Medical  Center.  Anyone  interested 
in  organ  donation  and  the  gift  of  life  will  treasure  this  insight.  Included  are 
personal  stories  of  triumph,  sharing,  and  the  social,  legal  and  theological 
issues  surrounding  transplantation. 


Yes,  I want  to  order copy(s)  of  Transplanting  the  Human  Heart. 

Enclosed  is  my  check  for ($10  for  each  copy). 

Name: 

Address: 

City/State/Zip: 

Please  make  checks  payable  to  the  Oklahoma  Transplantation  Institute,  and 

send  them,  along  with  this  order  card,  to: 

Oklahoma  Transplantation  Institute 
Baptist  Medical  Center  of  Oklahoma 
3300  NW  Expressway 

Oklahoma  City,  OK  731 12  or  Call  (405)  949-3349 


Orthopedic  & Arthritis  Center 

McBRlDE  CLINIC,  Inc. 

nil  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
^Stephen  Tkach,  MD,  FACS 
^Joseph  F.  Messenbaugh  III,  MD,  FACS 
*J.  Patrick  Evans,  MD,  FACS 
’^Edwin  E.  Rice,  MD,  FACS 
^Warren  G.  Low,  MD,  FACS 
*Thomas  C.  Howard,  MD,  FACS 
*David  L.  Holden,  MD,  FACS 
*Brock  E.  Schnebel,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
*Richard  J.  Hess,  MD,  FACP 
■^Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 
*Larry  G.  Willis,  MD 
^Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Jack  W.  Parrish,  MD,  FAAFP 
Robert  R.  Dugan,  MD 


^Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
James  A.  Hyde,  Administrator 


OKiLWHOMa 


fiimm 


Specializing  in  the  diagnosis  and  treatment 
of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

MAILING  ADDRESS;  P.O.  Box  26827,  Oklahoma  City,  OK  73126 


MAIN  OFFICE 
750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

MERCY  OFFICE 
Mercy  Doctors  Tower 
4200  W.  Memorial  Rd.,  Suite  112 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 
3433  N.W.  56th,  Suite  870 
Oklahoma  City,  Oklahoma 
(405)  235-0040 


Robert  S.  Ellis,  MDf* 

Lyle  W.  Burroughs,  MDt° 
Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MDf* 
John  R.  Bozalis,  MD,  t* 
John  S.  Irons,  MDt° 
Warren  V.  Filley,  MD,  t* 
James  R.  Claflin,  MDt° 

Senior  Consultants: 
George  S.  Bozalis,  MD 
George  L.  Winn,  MDt 


t Diplomate  American  Board  of  Allergy  and  Immunology 
■ Diplomate  American  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Pediatrics 


NORMAN  OFFICE 
950  North  Porter,  Suite  101 
Norman,  Oklahoma 
(405)  235-0040 


Executive  Director; 

G.  Keith  Montgomery,  MHA 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N 

SARATOGA  P O BOX  849 

SHAWNEE,  OKLAHOMA  74801  / Phone 

405-273-5801 

ALLERGY 

INTERNAL  MEDICINE 

OPHTHALMOLOGY 

RADIOLOGY  CONSULTANTS 

A M.  Bell.  MD* 

Michael  W.  Butcher,  MD* 

David  K.  Linn,  MD*,  PhD 

William  Phillips,  MD* 

Merle  L.  Davis.  MD 

Robert  G.  Wilson,  MD* 

Larry  D.  Fetzer,  MD 

ORTHOPEDIC  SURGERY 

Cranfill  K.  Wisdom,  MD* 

GENERAL  SURGERY 

Eldon  V.  Gibson,  MD* 

T A.  Balan,  MD,  FAAOS* 

Frank  H.  Howard.  MD* 

D.  A.  Mace,  MD 

R.  M.  Kamath,  MD,  MS*  (Ortho) 

Gary  D.  Myers,  MD* 

J,  B.  Jarrell,  MD* 

S.  M.  Waingankar,  MD,  MS*  (Ortho) 

INFECTIOUS  DISEASE 

S.  P.  Shetty,  MD* 

William  A.  Chapman,  MD 

D.  L.  Holland,  Jr.,  MD* 

INDUSTRIAL  MEDICINE 

OTORHINOLARYNGOLOGY 

A.  M.  Bell,  MD 

S.  Rishi,  MD*,  MS,  FACS 

ADMINISTRATOR 

NEONATOLOGY 

W.  J.  Birney 

R K Mohan  MD 

PATHOLOGY  CONSULTANT 

David  L.  McBride.  MD* 

*Board  Certified 

OBSTETRICS 

GYNECOLOGY 

PEDIATRICS 

Richard  E.  Jones,  MD* 

A.  M.  Bell,  MD* 

Stephen  E.  Trotter,  MD* 

R.  K.  Mohan,  MD* 

Donald  E.  Loveless,  Jr,,  MD*  W.  A.  Chapman,  MD* 

ORTHOPEDIC  ASSOCIATES,  INC 

AND 

AMBULATORY  SURGERY  CENTER 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  731 12-5691 
(405)  947-0911 


David  R.  Brown,  MD 
Ralph  E.  Payne,  Jr,  MD 
J.  Charles  Monnet,  MD 
David  A.  Flesher.  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III,  MD 
Michael  O.  Williams,  MD 
James  M.  Odor,  MD 


Jimmy  H.  Conway,  Jr.,  M.D. 

Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 
Surgery  of  the  Spine 


Total  Joint  Replacement 
Physical  Therapy 
Conservative  Spine  Care 
General  Orthopedic  Services 
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A D I O L O G Y 


^ \S  S O C I A T E S,  I N C. 

DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OR  RADIOLOGY 

Plain  Films,  Fluoroscopy,  Tomography 
Ultrasound,  Nuclear  Medicine 
Digital  Subtraction 
Xeromammographic  Suite 
State  of  the  Art  CAT  Scan  and  MRI 
Radiation  Therapy 


JAMES  T BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D.,  D.A.B.N.M.,  F.A.C.R. 
G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALE  ERIC  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.R 

ROGER  B.  COLLINS,  M.D. 

GARY  G.  ROBERTS,  M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 

JAVA.  HAROLDS,  M.D.,  D.A.B.N.M. 

CAROL  K.  YATES,  M.D. 

FRANCIS  “TAD”  CASSIDY,  M.D. 

EXECUTIVE  DIRECTOR 
BURT  LOESSBERG,  M.B.A. 


PRACTICE  LOCATIONS 

BAPTIST  MEDICAL  PLAZA  NORTH  BAPTIST  HOSPITAL  DEACONESS  HOSPITAL  NORTHWEST  MEDICAL  CENTER  BLDG 

3433  N W 56TH,  SUITE  C-10  TELEPHONE  (405)  949-3202  TELEPHONE  (405)  949-6107  3330  N W 56TH  STREET,  SUITE  206 

TELEPHONE  (405)  945-4750  TELEPHONE  (405)  945-4740 


BAPTIST  HOSPITAL  DEACONESS  HOSPITAL 

TELEPHONE  (405)  949-3202  TELEPHONE  (405)  949-6107 


MEDICAL  PLAZA  IMAGING 

State  of  the  Art 


CT  SCAN 

Head 
SPINE 
Total  Body 


MR! 

(1.5  Tesla  GE  Magnet) 

Head 

Spine 

Total  Body 


7:00  a.m.  - 11 :00  ): 
Monday  - Saturday 
3433  N.W.  56th 
Suite  C-10 
1-405-945-4760 
1-800-522-6613 


OKLAHOMA  HANDi=p-^-i 
SURGERY  CENTER,  INcTl^J 


Carlos  A.  Garcia-Moral,  MD,  FACS 

405/232-3210 


Kenneth  A.  Hieke,  MD 


300  Northwest  13th,  Suite  100 


Oklahoma  City,  OK  73103 
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ALLERGY 


JAMtS  A MURRAY.  MD,  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 


CARDIOVASCULAR  CLINIC 


Galen  P.  Robbins.  MD 
Williams  S Myers,  MD 
Lawrence  M Higgs.  MD 
Ronald  H White.  MD 


William  J Fors,  MD 
W H Oehlert,  MD 
Charles  F Bethea.  MD 


Fred  E Lybrand, 
Mel  Clark, 
Jerome  L Anderson, 
Santosh  T Prabhu. 


Senior  Consultant  Wm  Best  Thompson.  MD 


CARDIOVASCULAR  DISEASES 


MD 

MD 

MD 

MD* 


JAMES  A MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomate  Amencan  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa.  Oklahoma  74177 


Northwest  Medical  Center 


Suite  602 


Cardiac  catheterization,  aortography  and  coronary  antenography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th.  Suite  400.  Oklahoma  City,  OK  73112  Telephone  947-3341 

4200  W Memorial,  Suite  704,  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


NORTHWEST  ALLERGY  CLINIC,  INC 

John  L Davis.  M D 
3330  N W 56th 

Oklahoma  City.  Oklahoma  73i  12 
405  843-66'’ 9 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare.  BC&BS,  State  PPO  Accepted 

Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


OKLAHOMA  ALLERGY  CLINIC,  INC 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 


Roberts.  Ellis.  MDf 
LyleW.  Burroughs,  MDt" 
Charles  D.  Haunschild,  MDt"* 
James  H.  Wells,  MDf 


John  R.  Bozalis.  MDt* 
John  S-  Irons,  MDt  ' 
Warren  V Filley.  MDt* 
James  R Claflin,  MDf 


Senior  Consultants;  George  S.  Bozalis.  MD;  George  L.  Winn.  MDt 


t Diplomate  American  Board  of  Allergy  and  Immunology 
’ Diplomate  Amencan  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


Central  Office;  Baptist  Medical  Plaza  N 

750  NE  13th  St.  3433  NW  56th 

Okla  City,  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W.  Memorial 
Suite  112 
405-235-0040 


Norman  Office; 
950  N Porter 
Suite  101 
405-235-0040 


ANESTHESIOLOGY 


ROBERT  E KAPLAN,  M D 
— Anesthesiology  — 

Pain  Management 
3500  State  Street 

Telephone:  918-333-4550  Bartlesville,  OK  74006  Fax  918-333-5886 


RONALD  W GILCHRIST.  JR  . MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City,  X-Ray  and  CO^  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


SKIN  & SKIN  CANCER  CENTER,  INC 
C.  Jack  Young,  MD 

Diplomate  Amencan  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N W 56,  Oklahoma  City  (405)  946-5678 


ENDOCRINOLOGY 


M,  GUDE,  MD.  MRCP  (UK),  FACP 
Diplomate,  American  Boards  of  Internal  Medicine 
and  Endocrinology/Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  - THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC,  OK  73119  PH  681-1100 
North  Office:  6001  NW  120th  Ct  #6,  OKC,  OK  73132  PH  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


CARDIOVASCULAR 


GYNECOLOGIC  ONCOLOGY 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Cathetenzation,  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service).  Treadmill 
Effort  Tolerance.  Hypertensive  Evaluation 


Gynecologic  Oncology  & Pelvic  Surgery 
JEFFREY  J SMITH,  MD,  FACOG,  FACS 


•G.L  Honick,  MD,  FACC  943-8428 
■J  L Bressie,  MD,  FACC  946-0568 
A F Elliott,  MD.  FACC  943-8421 
A S.  Dahr,  MD.  MS  947-2321 


'J.  Voda,  MD,  FACC  947-1297 
G.L.  Worcester.  MD  943-4134 
•K  J Kassabian,  MD  272-8397 


'Certified  by  the  American  Board  of  Cardiovascular  Disease 
Baptist  Medical  Plaza 


Certified,  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 

711  Stanton  L Young  Blvd  #706 
Oklahoma  City,  Oklahoma  73104 
271-3200 


7th  Floor.  3433  N W 56th 


Oklahoma  City,  Oklahoma  73112 


Professional  card  listings  are  available 
to  OSMA  members.  They  are  sold  in 
vertical  increments  of  one-half  inch  at 
the  rate  of  $55.00  per  half  inch  per  year. 
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NEPHROLOGY 


1 


PEDIATRIC  SURGERY 


Pracllce  of  Internal  Medicine  and  Nephrology 

TV  VENKATA  RAMAN,  MD,  FACP 
Diplomate  American  Board  of  Infernal  Medicine  and  Nephrology 

Classen  Professional  Bldg.  M D Medical  Tower 

1110  N.  Classen  Blvd,  #200  8121  National  Ave  . #401 

Oklahoma  City,  OK  73106  Midwest  City,  OK  73110 

(405)  235-8229  (405)  733-9987 


OPHTHALMOLOGY 


John  W Huneke,  MD.  FACS.  Inc 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada.  Oklahoma  74820 


JAMES  B MILLS.  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON,  MD  232-5543 

Lacrimal  Surgery.  Dacryocystorhinostomy.  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD.  INC 
Diplomate,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N.W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office:  405/272-6802  After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS,  PC. 

Baptist  Medical  Center  - South  Building 
3435  N W,  56lh  Street  - Suite  404 
Oklahoma  City.  Oklahoma  73112 
(405)  945-4242 

S.  Fulton  Tompkins,  MD,  DABOS  John  F Thompkins,  MD.  DABOS 


HOUSHANG  SERADGE,  MD.  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


WM  P TUNELL,  MD'  DAVID  W TUGGLE,  MD‘ 

940  NE  13lh  Street,  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
■American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R.  Murali  Krishna,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
John  C.  Andrus,  M D,,  MAPA 
Diplomate,  American  Board  of  Psychiatry 
Shree  S.  Vinekar,  M.D..  FAACP 
Diplomate,  American  Board  of  Psychiatry  and  Child  Psychiatry 
Twyla  J.  Smith,  M.D.,  Diplomate,  American  Board  of  Psychiatry 
Charles  E.  Smith,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
Cheryl  L.  Feigal,  M.D.,  Diplomate,  American  Board  of  Psychiatry 
V.  Girijanand  Bhat,  M.D.,  MRCP  (UK) 
CONSULTANTS 
Robert  J.  Outlaw.  M.D.,  F A 
Diplomate,  American  Board  sychiatry 
PovI  Toussieng,  M.D,  APA 

Thurman  E.  Coburn,  Ph  D.,  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Donna  D.  Smela,  ACSW,  Clinical  Psychiatric  Social  Worker 
St.  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER,  MD 
Psychiatry 


Suite  318  Classen  Professional  Bldg  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K.  IMES,  MD 
JOHN  E.  HUFF,  MD 
ELWOOD  F.  WILLIAMS,  MD* 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 
"Board  Eligible  Pulmonary  Disease 

3330  N.W,  56th  Street.  Suite  212  (405)  947-3335 

Oklahoma  City,  Oklahoma  73112 


KATHERINE  S.  LITTLE,  MD 
DENNIS  M.  PARKER,  MD 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O,  SMITH,  JR  . MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified-American  Board  of  Otolaryngology 
4200  West  Memorial  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


3330  N.W.  56th  Street,  Suite  208 

Oklahoma  City,  Oklahoma  73112 


OSMA  News 

Another  OSMA  member  service 


(405)  949-2215 
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RADIOLOGY  1 

WILLIAM  J FORREST,  MD 

CHET  BYNUM,  MD  GLENNA  YOUNG,  MD 

Plastic  and  Reconstructive  Surgery 

Surgery  of  the  Hand 

3400  N W Expressway  947-8760 

Oklahoma  City 

DIAGNOSTIC  RADIOLOGY 

Fluoroscopy  Tomoqraphy 

Xeromammography  Ultra  Sonography 

WHOLE  BODY  CT  SCANNING 

HERBERT  M KRAVITZ,  MD.  FACS 

13301  N Meridian  Bldg  300  1125  N Porter 

Oklahoma  City,  Oklahoma  73120  Norman,  Okla  73071 

(405)  752-0186  (405)  364-1071 

Diplomate  American  Board  of  Plastic  Surgery 

Reconstructive.  Cosmetic  and  Cleft  Palate  Surgery 

Office  (405)  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 

RADIOLOGIC  SPECIALTIES,  LTD 

4045  Northwest  64th  Street.  Suite  125 

Oklahoma  City,  Oklahoma  73116 

1 UROLOGY 

Practice  Limited  To  CT  Scanning 

A de  QUEVEDO,  MD,  Inc 

Diplomate  of  the  American  Board  of  Urology 

V.C.  Tisdal  III.  MD  (405)  848-0075  Rebecca  Goen  Tisdal,  MD 

Suite  606 

1211  N Shartel  Oklahoma  City,  Oklahoma  73103  232-1333 

Diplomates  American  Board  of  Radiology 

BARNEY  J LIMES,  MD,  FACS 

1211  N Shartel,  Suite  208 

Oklahoma  City,  Okla  73101 

Phone  235-0315 

2801  Parklawn  Dr,,  Suite  300 

Midwest  City,  Okla  73110 

Phone  737-3538 

THE  ARTHRITIS  CLINIC 

Lloyd  G.  McArthur,  PhD.  MD  Winfred  L.  Medcalf.  MD 

Robert  C.  Troop,  PhD,  MD 

207  C Street  NW  Ardmore.  OK  73401 

Phone  405-223-5180 

Practice  Limited  to  Urology 

Diplomate  American  Board  of  Urology 

JOSEPH  D.  PARKHURST.  MD.  FACS 

Diplomate  American  Board  of  Urology 

SURGERY,  HAND  I 

2345  N Tompkins  1309  S,  Holly 

Bethany,  OK  73008  495-6134  Yukon,  OK  73099 

G,  M RAYAN,  MD,  FACS 

CHARLES  L REYNOLDS.  JR  , MD,  FACS.  FICS 

DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 

Diplomate  American  Board  of  Orthopaedic  Surgery, 

Board  Certified  Hand  Surgery 

Orthopaedics.  Upper  Extremity.  Hand  & Microsurgery 

DISEASES  Of  the  KIDNEY,  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 

OKLAHOMA  CITY.  OKLAHOMA  73112 

3433  NW  56th,  Suite  850  Oklahoma  City,  OK  73112 

OFFICE  (405)  843-5761 

RESIDENCE  (405)  842-6420  IF  NO  ANSWER  (405)  523-1999 

HOUSHANG  SERADGE.  MD.  FICS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street.  Suite  620 

Oklahoma  City,  Oklahoma  73109 

Phone  (405)  631-4263  631 -HAND 

Medical  Update 

brochures  and  display  placards 

Another  OSMA  member  service 

SURGERY,  RECONSTRUCTIVE  AND  PLASTIC  I 

PARAMJITS,  BAJAJ,  MD,  FACS 

FRCS  (England).  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 

Maxillofacial  and  Cosmetic  Surgery 

Surgery  of  the  Hand 

1110  N.  Classen  Blvd.,  Suite  304  13313  N-  Meridian.  Suite  A 

Oklahoma  City,  OK  73106  Oklahoma  City.  OK  73120 

235-6671  755-6366 

Professional  card  listings  are  available 
to  OSMA  members.  They  are  sold  in 

vertical  increments  of  one-half  inch  at 

the  rate  of  $55.00  per  half  inch  per  year. 
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Instructions  for  Authors 

Contributions 

Articles  submitted  for  publication,  including  Annual  Meet- 
ing papers,  become  the  sole  property  of  the  Journal  and 
must  not  have  been  published  elsewhere.  The  Editorial 
Board  reserves  the  right  to  edit  any  material  submitted. 
Manuscripts  must  be  typewritten,  double-spaced,  and  sub- 
mitted in  duplicate.  Authors  who  can  do  so  are  encouraged 
to  submit  their  manuscripts  on  computer  disk  in  addition 
to  the  required  typewritten  copies.  The  Journal  does  not 
assume  responsibility  for  the  statements  or  opinions  of  any 
contributor. 

Style 

All  manuscripts  should  adhere  to  the  style  adopted  by  the 
American  Medical  Association  as  illustrated  in  JAMA  and 
detailed  in  the  AMA’s  Manual  of  Style.  An  abstract  of  150 
words  or  less  should  accompany  each  paper  and  should  state 
(1)  the  exact  question  considered,  (2)  the  key  points  of 
methodology  and  success  of  execution,  (3)  the  key  findings, 
and  (4)  the  conclusion(s)  directly  supported  by  these  find- 
ings. Footnotes,  bibliographies,  and  legends  for  illustrations 
should  be  typewritten,  double-spaced,  on  separate  sheets. 
References  are  to  be  listed  in  the  order  of  their  appearance 
in  the  article. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  imless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
magazine. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript 
Press,  222  East  Eufaula,  Norman,  Oklahoma  73069,  prior 
to  publication  of  their  articles.  Other  requests  for  reprints 
must  be  made  to  the  Transcript  Press  within  30  days  after 
publication. 

News 

Readers  are  encouraged  to  submit  news  items  of  interest 
to  Oklahoma  physicians.  Where  dates  of  meetings,  etc,  are 
important,  please  remember  that  each  issue  closes  on  the 
first  day  of  the  preceding  month  and  reaches  subscribers  in 
the  latter  half  of  the  month  of  publication. 
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Auxiliary 


A Change  of  Habit 

A detailed  examination  of  three  of  America’s  largest 
health  charities  by  George  Mason  University 
economist  James  T.  Bennett  revealed  that  of  an  esti- 
mated $615  million  amassed  by  these  organizations 
in  1988,  only  a small  percentage  was  used  in  health 
research.  The  study  was  commissioned  by  Capital  Re- 
search Center,  a study  group  which  monitors  charit- 
able giving  in  America.  The  investigation  found  that 
too  much  money  was  being  spent  on  lobbying,  real  es- 
tate, and  other  investments.  Although  each  liked  to 
be  regarded  as  a leader  in  the  fight  for  cures,  they  ac- 
tually spent  little  on  research,  education,  or  patient 
care.  Local  units  of  each  charity  are  required  to  send 
40%  of  donations  to  the  national  office. 

I am  not  asking  you  to  stop  giving  to  large  health 
charities  but,  as  physicians  or  spouses  of  physicians, 
you  are  well  aware  that  most  research  comes  out  of 
medical  schools.  Training  yourself  to  give  to  specific 
medical  schools  through  your  county  medical  aux- 
iliary AMA-ERF  group  would  be  a much  more  reli- 
able and  effective  way  to  support  medical  research, 
patient  care,  the  building  of  better  medical  facilities 
and,  most  important  of  all,  giving  assistance  to  those 
seeking  good  medical  training. 


You  designate  your  tax-deductible  donation  di- 
rectly to  the  medical  school  of  your  choice.  You  may 
also  choose  between  the  Medical  School  Assistance 
Fund,  which  provides  money  to  medical  schools  to  use 
in  direct  financial  aid  to  students,  and  the  Medical 
School  Excellence  Fund,  which  provides  money  for 
building  improvements,  faculty  salaries,  library 
books,  or  student  loans  and  grants.  In  addition  to 
these  funds,  the  foundation  has  a Development  Fund, 
used  to  support  pilot  and  experimental  health  and 
medical  programs,  and  Categorical  Funds,  which  are 
provided  to  specific  research  areas. 

By  training  yourself  to  give  your  financial  support 
to  the  American  Medical  Association  Education  and 
Research  Foundation  you  have  the  assurance  of  know- 
ing exactly  where  your  money  will  be  going  and  may 
even  play  an  important  part  in  the  decision-making 
concerning  its  use. 

As  part  of  the  medical  community,  make  it  your 
responsibility  to  see  that  there  will  always  be  quality 
education,  medical  facilities,  patient  care,  and  re- 
search. 

-“K”  Caldwell 
OSMAA  AMA-ERF  Chair 
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The  Last  Word 


■ Don  P.  Wilson,  MD,  Tulsa,  recently  received  an 

award  for  Outstanding  Contribution  to  Diabetes  in 
Youth.  The  award  was  presented  by  the  American 
Diabetes  Association  at  its  annual  meeting  in  At- 
lanta. Dr  Wilson  is  a clinical  associate  professor,  De- 
partment of  Pediatrics,  University  of  Oklahoma  Col- 
lege of  Medicine— Tulsa  (OUCMT). 

■ Otie  Ann  Fried,  director  of  state  legislation  for 

the  Oklahoma  State  Medical  Association  (OSMA)  for 
the  last  five  years,  resigned  from  that  post  in  De- 
cember. Ms  Fried  cited  the  pressure  from  other  legis- 
lative contracts  and  a desire  to  reduce  her  workload 
as  her  reasons  for  leaving.  Questions  about  state 
legislative  activities  should  be  directed  to  OSMA 
Executive  Director  David  Bickham. 

■ Robert  W.  Block,  MD,  Tulsa,  professor  and 

vice-chair  of  the  Department  of  Pediatrics  at 
OUCMT,  has  been  named  chief  child  abuse  examiner 
for  the  State  of  Oklahoma.  The  post  is  a newly 
created  position  authorized  by  House  Bill  2331, 
which  established  an  Office  of  Child  Abuse  Examina- 
tion. Impetus  for  the  bill  came  from  OSMA  Past  Pres- 
ident Ray  V.  McIntyre,  MD,  Kingfisher.  One  of  Dr 
Block’s  most  immediate  concerns  will  be  the  develop- 
ment of  a training  program  to  certify  physicians  as 
child  abuse  examiners. 

■ OSTAR,  the  Oklahoma  Schedule  Two  Abuse 

Reduction  system,  went  on-line  January  1, 1991.  The 
program,  first  of  its  kind  in  the  nation,  allows  state 
drug  enforcement  agents  to  electronically  track 
Schedule  II  drugs  from  manufacturer  to  consumer. 
Distribution  information  is  transmitted  by  pharma- 
cists and  physicians  to  a central  databank  in  Kansas 
City.  Monthly  reports  from  the  databank  to  the  Okla- 
homa Bureau  of  Narcotics  and  Dangerous  Drugs  will 
then  by  used  to  identify  professional  patients  and 
aberrant  prescribers  and  dispensers.  The  project,  sup- 
ported by  the  OSMA,  was  implemented  as  an  alterna- 
tive to  triplicate  prescriptions. 

■ The  University  of  Oklahoma  College  of  Medi- 
cine will  conduct  two  CME  programs  in  March.  The 
first,  “Conference  on  Colposcopy,”  will  be  March  1 
and  2 at  the  Hilton  Inn  Northwest  in  Oklahoma  City. 
The  second,  entitled  “Critical  Care  Medicine 
Course,”  will  run  March  5 through  9 at  the  Sheraton- 
Century  Center  in  Oklahoma  City.  It  offers  in-depth 


discussions  and  workshops  covering  selected  topics  of 
current  interest  in  the  management  of  critically  ill 
patients.  A carefully  edited  syllabus  is  provided  to 
minimize  notetaking.  For  registration  and  other  in- 
formation, write  to  Magdalen  De  Bault,  Associate  Di- 
rector, Continuing  Medical  Education,  University  of 
Oklahoma  College  of  Medicine,  PO  Box  26901, 
3SP511,  Oklahoma  City,  OK  73190. 

■ Richard  A.  Marshall,  MD,  Tulsa,  clinical  pro- 
fessor in  the  OUCMT  Department  of  Internal  Medi- 
cine, has  received  the  1990  Laureate  Award  of  the 
Oklahoma  chapter  of  the  American  College  of  Physi- 
cians. The  award  was  given  to  Dr  Marshall  “in  honor 
of  his  demands  for  high  standards  of  medical  care.” 

■ Oklahoma  physicians  who  have  been  called  to 

active  duty  in  the  Armed  Forces  because  of  the  crisis 
in  the  Middle  East  are  entitled  to  an  exemption  from 
payment  of  dues  and  assessments  during  the  time  of 
their  military  service,  according  to  the  bylaws  of  the 
OSMA.  Names  of  physicians  serving  in  Operation 
Desert  Shield  should  be  brought  to  the  attention  of 
OSMA  Membership  Secretary  Judy  Lake. 

■ Oklahoma  physicians  who  change  their  ad- 
dress or  practice  setting  are  reminded  to  advise  the 
Board  of  Medical  Licensure  and  Supervision.  This 
will  ensure  that  the  board’s  records  are  correct  and 
up  to  date.  Changes  should  be  submitted  in  writing 
to  the  board  at  PO  Box  18256,  Oklahoma  City,  OK 
73154-0256. 

■ David  L.  McElwain,  MD,  Tulsa,  was  the  reci- 
pient of  the  Norfleet  Award  at  the  quarterly  meeting 
of  the  Oklahoma  Psychiatry  Association.  The  award 
is  given  in  recognition  of  the  psychiatry  resident  in 
Oklahoma  who  has  contributed  the  most  to  commu- 
nity psychiatry.  Dr  McElwain  also  will  chair  the 
OPA’s  committee  for  community  psychiatry  and  the 
homeless. 

■ John  M.  Kalbfleisch,  MD,  Tulsa,  a clinical  pro- 

fessor in  the  Department  of  Internal  Medicine, 
OUCMT,  will  become  governor  of  the  Oklahoma  re- 
gion of  the  American  College  of  Physicians  (ACP)  in 
April.  He  will  succeed  F.  Daniel  Duffy,  MD,  professor 
and  chair  of  the  OUCMT  Department  of  Internal 
Medicine.  (J) 
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I ^^1  o one  ever  said  being  a doctor  was  easy!  Do  you  fre- 
L ^ quently  find  yourself  frustrated  by  government  rules 
and  insurance  company  regulations  that  have  you  working 
harder  and  making  less?  Trying  to  take  care  of  your  patients 
while  handling  the  business  aspects  of  your  practice  is  as 
crazy  as  trying  to  go  the  distance  with  Mike  Tyson. 

If  contract  insurance  plans  and  personnel  problems  have 
you  down  for  the  count  and  you  feel  boxed  into  a corner, 
it's  time  to  call  the  Professionals  at  Professional  Office 
Management. 

POM  is  the  oldest  and  most  reliable  practice  management 
company  in  Oklahoma.  We  have  the  experienced  staff  and 
resources  necessary  to  keep  your  medical  office  on  its  toes. 


Don’t  throw  in  the  towel!  If  you  want 
to  feel  like  a champ  again,  leave  your  office 
problems  to  the  Professionals. 


I Professional 

Office  Management 


Professional  Office  Management  • 1 100  N.  Classen  ilvd.  Suite  100,  Oklahoma,  OK  73106  • 405/232-7059 
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Please  join  us  in  honoring  these  out- 
standing Roche  sales  representatives 
who  have  distinguished  themselves  by 
a truly  exceptional  level  of  professional- 
ism, performance  and  dedication  to 
quality  health  care. 

Throughout  the  year,  each  of 
these  award-winning  individuals  has 
consistently  exemplified  the  Roche 
Commitment  to  Excellence,  and  we’re 
proud  to  invite  you  to  share  in  congrat- 
ulating them  on  their  achievement. 


A.  Jay  Parham  Blaine  T.  Reed  Cynthia  C.  Sullivan 
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“Boomer,”  located  in  front  of  the  Cherokee 
Strip  Conference  Center  in  Enid, 
commemorates  the  land  run  that  opened 
that  area  for  settlement. 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF 

HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


A BRIGHT  IDEA 
TO  START  WITH... 


Why  PLICO  Health?  PLICO  Health  Offers  You 
Guaranteed  Continued  Insurability  and  It’s  . . . 


\bur 

Insurance 

Company 


PLICO  Health  is  your  insurance  company.  Premiums 
reflect  actual  costs  . . . The  cost  of  claims  plus  manage- 
ment. You  select  the  physicians  who  direct  your  com- 
pany, and  the  PLICO  Health  management  team  is 
always  looking  for  ways  to  improve  your  coverage.  To 
find  out  more  about  the  advantages  of  PLICO  Health, 
give  us  a call.  One  of  our  experienced  insurance 
specialists  will  be  happy  to  provide  you  with  details. 


The  Physicians  Liability  Insurance  Company 

PO.  Box  26727  • Oklahoma  City,  OK  73126  • 405/524-0801 
1-800/522-9219 
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Editorial 


On  Feeding  Tubes 


Nancy  Cruzan  has  been  laid  to  rest,  after  existing  in 
a coma  for  about  as  many  years  as  she  had  lived  as 
a functional  adult.  While  comatose,  her  plight  gener- 
ated a blizzard  of  words  from  ethicists,  lawyers,  physi- 
cians, and  sundry  philosophers.  The  economics  and 
the  ethics  of  her  treatment  and  existence  were 
examined  from  every  angle.  The  legal  issues  of  her 
dilemma  reached  even  to  the  Olympian  heights  of  the 
United  States  Supreme  Court.  And  eventually,  an 
edict  from  the  Supreme  Court  cleared  the  way  to  the 
biological  death  of  Nancy  Cruzan,  and  a priori,  the 
coupling  of  the  judicial  bench  to  the  dubious  privilege 
of  being  the  custodian  of  all  the  functioning  feeding 
tubes  in  the  United  States.  In  essence,  judges  now 
have  custody  of  these  portals. 

The  legal  wordsmiths  say  that  the  “Right  to  Die” 
has  now  been  legitimized  and  codified,  and  thus 
civilization  takes  one  more  small  step  out  of  the 
forest  of  primitivity. 

Perhaps. 

Intrinsic  to  any  and  all  biological  systems,  includ- 
ing the  life  of  Homo  sapiens,  is  the  inevitability  of  the 
eventual  death  of  the  individual.  Therefore  the 
“right”  to  consummate  an  inevitable  event  can  be 
changed  only  as  to  the  timing,  and  perversely  remains 
non-negotiable  as  to  the  occurrence  inevitability. 

So  the  “Right  to  Die”  as  redefined  now  by  the 
Cruzan  case  permits  a passive  suicide  that  is  to  be 
carried  out  with  the  concurrence  of  a judge.  Thus  the 
“Right  to  Die”  now  seems  to  be  a conditional  legal 
right  to  select  the  time  of  death,  or  in  some  cases  to 
advance  the  time  of  death  to  the  present.  And,  as  it 
requires  a complex  legal  maneuver  and  concurrence 
of  other  humans,  the  semanticist  might  say  it  is  a 
“privilege  to  advance  the  date  of  death”  rather  than 
a “Right  to  Die.” 

Scholars  no  doubt  will  quibble  for  years  over  the 
shades  of  meaning  resultant  from  the  Cruzan  deci- 
sions, but  there  are  evident  consequences  to  the  prac- 


tice of  medicine.  One  of  these  — fortunately  rare  — 
involves  the  initial  placement  of  feeding  tubes  in  the 
neurologically  compromised  patient.  No  longer  can 
feeding  tubes  be  impulsively  or  casually  placed,  as 
the  tube,  once  in  situ,  then  “belongs”  to  the  local  dis- 
trict judge  rather  than  to  the  patient’s  family  or  the 
medical  or  nursing  staff.  Henceforth,  feeding  tube 
placement  and  removal  will  have  legal  as  well  as 
biological  results.  Henceforth,  considerable  consulta- 
tion and  documentation  should  accompany  feeding 
tube  placement. 

There  is  another  and  more  positive  result  of  the 
Cruzan  publicity.  The  repeated  and  exact  media  de- 
scriptions of  the  clinical  dilemma  have  generated  an 
increased  interest  in  the  “living  will”  and  other  simi- 
lar legal  directives  that  instruct  the  physician  in  the 
patient’s  desires  on  the  medical  management  of  the 
patient’s  future  terminal  illness.  This  is  a progressive 
movement  that  ought  to  be  encouraged  and  de- 
veloped by  the  medical  profession,  as  an  informed 
personal  physician  is  the  best  hope  to  prevent  a simi- 
lar clinical  impasse. 

The  ethical  physician  has  a duty  to  be  attuned  to 
the  patient’s  true  desires  on  terminal  illness  manage- 
ment and  to  follow  carefully  any  existent  legal  direc- 
tive. The  patient’s  family  members  are  often  discom- 
fited by  the  complexities  of  the  neurological  injury, 
and  need  the  guidance  of  the  personal  physician  who 
truly  understands  the  patient’s  wishes  on  reeding 
tubes  and  other  medical  devices.  A proper  legal  direc- 
tive may  keep  the  courtroom  out  of  the  sickroom. 

Perhaps  Nancy  Cruzan’s  lethal  dilemma  will  now 
push  the  medical  profession  toward  a better  plane  of 
care  for  such  tragic  cases. 

^ )^(  ^ / 
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— OFFICIAL  CALL  — 


The  Flouse  of  Delegates  of  the 

OKLAHOMA  STATE 
MEDICAL  ASSOCIATION 

Will  Convene 
Its 

85th  ANNUAL  MEETING 

at  the 

SHERATON  CENTURY  CENTER 
OKLAHOMA  CITY 

MAY  9 through  11,  1991 

Opening  Session:  9 a.m.,  Friday,  May  10 
Closing  Session:  9 a.m.,  Saturday,  May  11 

All  members,  delegates,  alternate  delegates,  and  county  society 
officials  are  encouraged  and  urged  to  attend.  Business  to  be  brought 
before  the  House  of  Delegates  must  be  submitted  by  April  8,  1991. 
All  items  of  business  will  be  debated  in  open  reference  committee 
hearings  on  May  9,  1991. 

Any  member  of  the  association  may  submit  business  for 
consideration  by  the  House  of  Delegates.  For  help  in  preparing 
information  for  submission,  please  contact  OSMA  headquarters, 
601  Northwest  Expressway,  Oklahoma  City,  Oklahoma  73118, 
405-843-9571  or  1-800-522-9452. 


Larry  Long,  MD 
Speaker  of  the  House 
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PRESIDENT'S  PAGE 


Our  Renewed  Federation 

Our  American  medical  federa- 
tion is  extremely  well  posi- 
tioned for  the  new  millennium. 

You  know  of  the  substantial 
new  programs  of  the  OSMA. 

Perhaps  not  so  immediately  vis- 
ible are  concurrent  changes 
elsewhere  in  the  federation  that 
auger  well  for  our  patients  and 
our  profession. 

At  the  county  level,  Jon  Axton,  MD,  and  a new 
Oklahoma  County  executive  director,  Nancy  Lewis, 

I have  launched  that  organization  in  new  directions. 
The  Tulsa  County  Medical  Society  consistently 
explores  and  initiates  innovative  programs.  Our  “un- 
staffed”  county  societies  now  have  a defined  focal 
! point  in  Robert  Baker,  of  the  OSMA  staff,  to  nurture 
^ their  needs  and  their  future. 

At  the  state  level  we  have  not  been  alone  in  mak- 
ing major  changes.  Michigan,  Minnesota,  and  New 
I York  have  developed  significant  competence  in  med- 
' ical  care  financing  reforms.  A valuable  pool  of  new 
ideas  has  been  added.  The  impetus  for  unified  mem- 
i bership  continues.  State  initiatives  in  public  and  gov- 
ernmental relations,  membership,  and  at  the  inter- 
face of  science  and  practice  are  widespread. 

Our  new  AMA  continues  to  make  dramatic 
changes.  Within  the  last  weeks  alone  we  have  seen 
the  following  events.  Administrative  and  staff  reor- 
ganizations have  trimmed  10%  of  staff  positions,  re- 
focusing on  major  activities  and  assuring  no  increase 
in  genuinely  modest  association  dues.  The  editor  of 
AM  News  has  been  replaced  and  other  changes  made 


to  set  critical  organizational  publications  under 
tighter  control.  The  operating  councils  of  the  AMA 
have  been  encouraged  to  work  cooperatively  on  is- 
sues of  joint  concern,  and  staff  functions  have  been 
realigned  to  support  this  effort.  Thoughtful  long- 
range  planning  activities  on  specific  areas  of  mem- 
bership interest  have  been  initiated  and  are  proceed- 
ing apace.  Delegation  of  operating  authority  to 
match  operating  responsibility  has  occurred.  The 
pace  of  activities  is  almost  overwhelming  in  scope. 

Of  what  consequence  are  these  changes  to  our  pa- 
tients and  ourselves? 

First,  the  enhancement  of  the  practice  of  medicine 
demands  strong  and  vital  organizations.  One  meas- 
ure of  strength  and  vitality  is  dynamic  change;  by 
this  measure  we  are  doing  well.  Second,  the  needs 
and  concerns  of  patients  and  physicians  must  be  the 
focus  of  our  membership  organizations,  not  internal 
organizational  concerns.  The  restructuring  steps 
noted  reaffirm  that  emphasis.  Third,  one  can  achieve 
an  ideal  goal  only  with  a firm  definition  of  that  goal. 
Strategic  planning  activities  at  all  levels  of  the  feder- 
ation assure  that  end. 

In  short,  collectively  we  have  done  that  which  can 
be  done.  We  should  be  proud  of  our  federation  and  op- 
timistic about  the  future  of  American  medicine. 
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CALL  FOR  RESOLUTIONS 

All  resolutions  to  be  presented  to  the  Oklahoma  State  Medical 
Association  House  of  Delegates  Annual  Meeting  must  be  received 
in  the  executive  offices  no  later  than  thirty  (30)  days  prior 
to  the  meeting.  This  year’s  meeting  will  be  May  9-11,  1991, 
at  the  Sheraton  Century  Center  in  Oklahoma  City. 

County  medical  societies  or  individuals  wishing  to  submit  resolutions 
should  mail  them  to  OSMA,  601  Northwest  Expressway, 
Oklahoma  City,  OK  73118.  Should  you  need  assistance  in  drafting 
such  resolutions,  please  contact  the  executive  offices. 

RESOLUTIONS  MUST  BE  SUBMITTED  ON  OR  BEFORE  APRIL  8,  1991 
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Scientific 


Diagnosing  Deep  Venous  Thrombosis  in  the  1990s 

william  M.  Brammer,  MD 


I Deep  venous  thrombosis  is  a common  problem  afflicting 
I millions  of  Americans  yearly  and  encountered  by  all 
I clinicians  regardless  of  specialty.  Every  imaging  tool 
available  to  the  radiologist  has  been  used  to  make  this 
sometimes  elusive  diagnosis.  Contrast  venography  is 
widely  used  and  respected  as  the  gold  standard  for 
evaluating  any  venous  disease.  But  it  can  be  difficult  to 
perform  or  poorly  tolerated  by  tbe  patient.  Plethysmo- 
graphy, once  the  only  alternative  examination,  is  now 
practically  nonexistant.  It  has  been  displaced  by  ul- 
i trasound,  mainly  due  to  its  ease  of  performance  and 
I patient  acceptance.  Nuclear  imaging  bas  provided  a 
' series  of  screening  tests  such  as  the  nuclear  venogram, 
but  new  clot-specific  monoclonal  antibody  tests  are  be- 
j coming  available  now.  High  technology  imaging  also 
has  proven  useful  for  problem  solving.  Computer  tomo- 
1 graphy  and  digital  subtraction  techniques  can  be  used 
t to  evaluate  central  veins  or  high  flow  areas.  The  newest 
technique,  magnetic  resonance  imaging,  can  provide 
even  more  information  than  other  tests  and  is  already 
considered  the  examination  of  choice  for  the  most  dif- 
ficult areas  of  the  pelvis  and  neck.  Understanding  the 
strengths  and  weaknesses  of  these  tests  can  help  in 
choosing  the  best  examination  for  each  patient. 

Thromboembolic  disease,  most  commonly  venous 
thrombosis,  is  a frequent  clinical  problem  with 
an  estimated  incidence  of  2.5  million  a year  in  the 
USA.’  Certain  people  are  known  to  be  at  increased 
risk  including  passengers  on  long  trips,  bedridden 


Direct  correspondence  to:  Jay  A.  Harolds,  MD.  Baptist  Medical  Center,  3300  NW  Express- 
way, Oklahoma  City,  Oklahoma  73112. 


patients,  and  even  healthy  young  women  taking  oral 
contraceptives.  Thus,  this  old  but  potentially  deadly 
malady  is  encountered  by  all  clinicians,  regardless 
of  specialty.  Furthermore,  the  signs  and  symptoms 
are  quite  vague  and  some  people  will  have  no 
symptoms  at  all.^  This  complex  problem  is  com- 
pounded by  the  risk  of  subsequent  pulmonary  emboli 
and  the  known  hazard  of  empirical  anticoagulation. ^ 
These  concerns,  and  growing  economic  pressures, 
have  lead  to  a new  treatment  protocol.  When  throm- 
bus is  confined  to  the  calf,  it  is  unlikely  to  embolize, 
and  is  treated  with  oral  anticoagulants  on  an  outpa- 
tient basis. ^ Those  patients  with  a more  proximal 
clot  or  with  a pulmonary  embolus  are  hospitalized 
for  intravenous  thrombolytic  agents.''  Thus  therapeu- 
tic decision  making  now  requires  not  only  an  accurate 
diagnosis,  but  also  the  location  and  extent  of  any 
thrombus. 

Physiologically,  there  are  two  distinct  venous  sys- 
tems in  the  legs.  The  superficial  veins  are  controlled 
by  sympathetic  tone,  adrenaline,  and  a respiratory 
reflex  which  counteracts  shifts  from  the  thorax  to 
the  legs  upon  standing.  The  radiologist  often  sees 
this  cutaneous  venous  constriction  when  an  already 
anxious  patient  takes  a deep  breath  upon  seeing  the 
venography  needle.  The  deep  veins  are  influenced 
only  by  catecholamines  and  pumped  by  contractions 
of  the  surrounding  muscles,  with  unidirectional  flow 
maintained  by  valves.  This  physiologic  difference 
causes  blood  to  flow  from  the  superficial  veins,  into 
the  deep  system  to  be  pumped  back  to  the  heart. 

Three  sets  of  paired  deep  veins  are  present  in  the 
lower  leg,  roughly  flanking  the  peroneal,  anterior. 
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DEEP  VENOUS  THROMBOSIS 


and  posterior  tibial  arteries,  for  which  they  are 
named.  The  valves  of  the  deep  veins  can  be  damaged 
by  thrombosis,  or  varicosities,  or  be  congenitally  ab- 
sent. When  this  happens  blood  can  not  be  pumped 
out  of  the  legs,  resulting  in  stasis  and  decreased  car- 
diac output  upon  standing.  The  increased  pressure 
is  transmitted  to  the  superficial  system,  predisposing 
to  the  ankle  blowout  syndrome  with  subsequent  de- 
velopment of  decubitus  ulcers  over  the  malleoli.  This 
resultant  venous  stasis,  in  conjunction  with  injury 
to  the  vessel  wall  and  hypercoagulability,  has  been 
considered  the  clinical  factor  predisposing  to  venous 
thrombosis  since  elucidated  by  Virchow  in  the  mid 
1880s.  But  we  still  do  not  know  why  any  one  person 
develops  a clot.  What  we  do  know  is  that  small 
thrombi  are  commonly  found  in  the  valve  pockets  of 
the  deep  veins,  even  in  patients  not  at  risk.®  Prom 
such  a ubiquitous  nidus,  the  thrombus  begins  to  prop- 
agate in  layers,  extending  downstream.  The  clot  un- 
dergoes retraction  as  it  matures,  but  endothelial  in- 


vasion by  fibrocytes  soon  occurs,  leading  to  complett 
obstruction  and  scarring.  This  differentiation  be 
tween  floating  and  adherent  clot,  as  seen  with  con 
trast  venography,  is  the  criterion  forjudging  the  age 
of  a thrombus.  The  search  for  these  thrombi  is  the 
most  frequent  reason  for  studying  the  venous  system 
An  equally  good  reason  would  be  as  part  of  the 
workup  of  a suspected  pulmonary  embolus. Othei 
indications  include  preoperative  evaluation  of  vari 
cose  veins  or  before  interruption  of  the  inferior  venc 
cava  for  recurrent  pulmonary  emboli. 

Contrast  Venography 

The  contrast  venogram  was  first  described  by  Ber 
berick  and  Hirsch  in  1923,^  but  was  not  routinely 
performed  until  the  late  1930s.  As  other  tests  havt 
evolved,  contrast  venography  has  become  the  golc 
standard  for  comparison,  mainly  because  of  its  tru( 
negative  findings.*^  In  addition,  the  entire  extent  o 
the  deep  venous  system  can  usually  be  visualized 


Figure  1A.  Traditional  contrast  venography  ot 
the  lower  leg  showing  opacification  of  super- 
ficial veins  only.  Alone,  this  finding  is  sugges- 
tive only  of  deep  venous  thrombosis. 

Figure  1 B.  Contrast  venogram  of  upper  extrem- 
ity showing  classic  double  track  sign  of  throm- 
bus outlined  by  contrast  seen  near  elbow. 
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The  diagnosis  of  deep  venous  thrombosis  is  made  by 
seeing  the  outline  of  an  intraluminal  mass  sur- 
rounded by  contrast.  Likewise,  nonfilling  of  a vein 
on  a technically  good  examination  is  indirect  evi- 
dence of  a thrombus.  Pilling  of  collateral  vessels  with 
nonvisualization  of  the  deep  veins  is  presumptive 
evidence  of  thrombosis  but  may  be  due  to  fibrosis  of 
these  deep  vessels  from  old  disease. 

Despite  many  variations  on  a theme,  the  tech- 
nique of  contrast  venography  is  simply  to  instill  the 
contrast  and  take  pictures.  The  cannulation  of  the 
vein  is  the  limiting  aspect  of  the  test.  A large  gauge 
needle  is  required  to  provide  rapid  infusion  of  a bolus 
of  viscous  contrast.  A small  vein  on  the  dorsum  of 
the  foot  is  used  as  these  veins  communicate  directly 
with  the  deep  system.  Those  veins  at  the  base  of  the 
great  toe  tend  to  be  most  reliable.  The  patient  is  often 
examined  with  the  head  of  the  table  elevated  to  de- 
crease venous  return  from  the  legs.  Tourniquets  can 
be  placed  at  the  ankle  to  decrease  flow  of  the  bolus 
into  the  subcutaneous  veins,  particularly  in  patients 
with  varicosities.  Alternatively,  a single  image  of  the 
deep  veins  of  the  pelvis  can  be  obtained  by  quickly 
laying  the  patient  supine  after  filling  the  calf  vessels. 
In  addition,  a supine  film  of  the  abdomen  may  be 
obtained  at  the  conclusion  of  the  test.  This  free  screen- 
ing examination  of  the  kidneys,  ureters,  and  bladder 
is  performed  as  a courtesy  to  the  patient. 

Technically,  contrast  venography  is  an  excellent 
examination,  but  it  does  have  its  limitations  and  com- 
plications. It  is  not  portable;  it  must  be  done  in  an 
x-ray  department,  and  it  is  labor  intensive.  It  is 
slightly  invasive,  but  as  the  foot  is  very  sensitive  to 
needle  sticks,  it  is  not  always  well  accepted  by  pa- 
tients. Up  to  5%  of  examinations  must  be  aborted 
due  to  either  inability  to  find  venous  access  or  in- 
adequate filling.®  True  complications  are  rare  but 
include  contrast  reactions,  extravasation  of  contrast 
with  tissue  necrosis,  and  postvenography  thrombo- 
phlebitis.“ Also,  normal  veins  are  difficult  to  image 
in  patients  with  lymphedema  due  to  compression,  or 
with  cellulitis  due  to  rapid  run-off  caused  by 
hyperemia. 

The  new  nonionic  contrast  agents  can  be  used  in 
an  attempt  to  decrease  these  complications,  but  this 
adds  new  expense  to  an  old  test.  New  technology  also 
has  been  used  to  overcome  other  problems.  Digital 
subtraction  angiography  and  computed  tomography 
have  allowed  visualization  of  high  flow  or  faintly 
opacified  vessels  including  those  of  the  deep  pelvis, 
axilla,  and  neck.  The  best  examination  is  obtained 
by  cannulating  a peripheral  vein  in  the  region  of 


interest,  such  as  the  foot  to  examine  for  pelvic  throm- 
bosis. However,  the  greatest  strength  of  these  com- 
puterized studies  is  the  ability  to  visualize  the  vessel 
in  question  no  matter  where  the  contrast  is  adminis- 
tered. But  these  modalities  are  expensive  and  the 
risks  associated  with  iodinated  contrast  agents  are 
not  avoided. 

Plethysmography 

Plethysmography  was  once  the  only  noninvasive  al- 
ternative for  the  diagnosis  of  deep  venous  thrombosis 
and  the  only  technique  available  outside  of  a radio- 
logy department.  Plethysmography  has  been  largely 
replaced  by  ultrasound,  even  in  the  noninvasive  car- 
diovascular laboratories.  The  examination  is  per- 
formed by  placing  multiple  blood  pressure-type  cuffs 
on  the  legs  and  measuring  pulse  waves  through  the 
upper  leg  veins  in  response  to  compression  of  the 
calf.  The  technique  is  useful  above  the  popliteal  vein 
but  cannot  accurately  diagnose  thrombus  in  the  calf. 
This  technique  is  being  superseded  by  ultrasound 
with  color  flow  doppler,  which  can  evaluate  even  the 
deep  veins  of  the  lower  leg. 

Ultrasound 

Duplex  ultrasound  is  fast  becoming  the  predominant 
screening  test  for  deep  venous  thrombosis.  It  is  en- 
tirely noninvasive,  usually  painless,  and  often  a 
familiar  modality  to  the  patient,  making  it  highly 
acceptable.  A high  resolution  5.0  MHZ  or  7.5  MHZ 
transducer  is  placed  directly  on  the  leg.  The  popliteal 
vein  and  common  and  superficial  femoral  veins  are 
identified  by  placing  the  transducer  at  specific 


Figure  2.  Routine  CT  scan  of  pelvis  showing  right  iliac  vein  distended 
with  soft  tissue  density  thrombus  (T)  and  outlined  by  enhancement  of 
edematous  vessel  wall.  Normal  left  iliac  vessels  are  easily  identified 
for  comparison. 
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anatomical  sites  and  using  the  paralleling  artery  as 
an  internal  reference. 

Once  the  vein  is  found,  several  criteria  are 
examined.  Thrombus  may  be  directly  visualized,  but 
is  often  of  uniform  low  echogenicity  and  poorly  per- 
ceived. The  operator  then  applies  downward  pressure 
with  the  transducer.  While  a normal  vein  will  flatten 
easily,  intraluminal  thrombus  will  not.  Paired  trans- 
verse pictures  of  the  artery  and  vein  are  usually  ob- 
tained labeled  “without  compression”  and  “with  com- 
pression.” This  finding  may  then  be  verified  by  a 


NON  COMP 


COMPRESSION 


Figure  3A.  Paired  transverse  ultrasound  images  showing  complete  col- 
lapse of  normal  femoral  vein  (V)  on  image  labeled  compression 
("comp")  compared  to  the  noncollapsible  femoral  artery  (A), 


Figure  3B.  Paired  ultrasound  images  showing  persistance  of  popliteal 
vein  (V)  despite  compression,  indicating  that  the  lumen  is  filled  with 
thrombus. 


doppler  flow  study  presented  as  a graph  or  viewed  i i 
as  a color  flow  image.  l 

The  smaller  deep  veins  of  the  calf  require  a differ- 1 
ent  technique  borrowed  from  plethysmography.  First, 
one  of  the  three  deep  paired  veins  of  the  calf  is  ; 
localized  by  ultrasound.  Doppler  is  applied  as  the  : 
foot  or  lower  calf  is  gently  squeezed.  A pulse  of  flow  1 
will  be  recorded  in  a patent  vein. 

In  general,  the  venous  system  is  only  studied  at  i, 
predetermined  points.  Tracing  the  extent  of  a throm- 1 
hosed  vein  may  be  quite  difficult.  The  examination  ' 
is  not  a good  choice  in  patients  with  skin  lesions,  I 
painful  limbs,  overlying  bandages,  incisions,  or  scars,  f 
Ultrasound  would  be  an  excellent  option  for  patients  I 
who  are  overly  anxious,  are  allergic  to  iodinated  con- 
trast or  require  a portable  study.  And  this  may  be 
the  only  feasible  test  to  evaluate  a patient  with  a 
partial  amputation. 

Nuclear  Imaging 

Nuclear  imaging  has  long  held  promise  of  being  the 
premier  screening  examination  for  intravascular 
thrombus.  Several  techniques  have  been  developed, 
but  the  greatest  effort  has  gone  into  the  search  for  a 
“magic  bullet”  that  would  bind  specifically  to  throm- 
bus. The  first  clinically  useful  preparation  was  Fi- 
brinogen-I-131.  This  self  polymerizing  protein  reacts 
only  with  fibrin  on  the  surface  of  a clot.  However,  it 
must  be  present  in  the  blood  when  the  clot  is  forming. 
Therefore,  it  is  useful  only  in  patients  at  known  risk, 
such  as  in  the  postsurgical  state.  The  sensitivity  in 
the  calf  is  59%  and  specificity  is  96%,  but  this 
technique  is  unreliable  in  the  thigh  or  pelvis." 

The  fibrinogen  is  acquired  from  pooled  human 
serum  and  is  no  longer  manufactured  due  to  the  risk  j 
of  transmitting  viral  infections.  This  imaging  niche 
will  probably  be  filled  by  Indium-lll-monoclonal 
antifibrin  antibodies,  which  can  label  clot  anywhere 
in  the  body,  but  is  best  in  the  lower  legs,  with  a 
sensitivity  of  100%  and  specificity  of  92%.^^  This 
radiopharmaceutical  does  not  require  venous  access 
in  the  foot  but  can  be  injected  into  any  vein.  Images 
are  obtained  as  early  as  2 hours  postinjection,  with 
a second  set  obtained  at  24  hours.  Multiple  images 
are  examined  visually  as  well  as  by  calculating  re- 
gional radioactivity.  Unfortunately,  this  method  may 
overestimate  the  extent  of  thrombosis,  labels  sites  of 
recent  trauma  and  yields  false  negatives  in  the  thighs 
and  pelvis. 

Another  technique,  nuclear  venography,  is  simi- 
lar to  intravenous  contrast  venography,  requiring 
cannulation  of  a pedal  vein.  However,  as  the  volume 
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to  be  injected  is  quite  small,  only  a small  needle  is 
inserted.  A total  of  4 mci  MAA  is  administered  in 
0.5  mci  injections,  with  tourniquets  at  the  ankles 
and  sometimes  above  the  knees.  Both  legs  can  be 
tested  simultaneously.  A marker  is  placed  on  the 
patella  and  symphysis  pubis  to  allow  localization  of 
the  popliteal  and  superficial  femoral  veins.  The  im- 
ages are  reviewed  to  identify  the  normal  course  of 
the  deep  vessels,  indicating  that  they  are  patent  if 
visualized.  Delayed  images  of  the  legs  are  obtained 
looking  for  “hot  spots,”  a nonspecific  sign  believed  to 
represent  adherence  of  the  labeled  albumin  to  dam- 
aged endothelium.  The  test  results  are  judged  abnor- 
mal if  there  is  nonvisualization  of  a venous  segment, 
retained  hot  spots,  or  demonstration  of  collateral  ves- 
sels in  the  thigh  or  pelvis.  The  results  are  considered 
suspicious  if  there  is  prolonged  transit  time  in  one 
leg  or  collateral  vessels  are  seen  in  the  calf. 

Using  these  criteria,  96%  correlation  can  he  ob- 
tained with  contrast  venography. Nuclear  veno- 
graphy is  easily  performed  and  yields  a fast  diagnosis. 
The  added  advantage  is  that  a pulmonary  perfusion 
study  can  be  provided  as  well.  The  author  routinely 
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Figure  4.  Nuclear  venogram  of  both  legs  with  markers  (dots)  on  knees 
and  pubic  symphysis. 

Upper  left  image  demonatrates  normal  flow  pattern  in  left  calf 
passing  through  popliteal  vein  under  knee.  There  is  deep  venous  throm- 
bosis on  right  with  visualization  of  only  superficial  vessels  passing 
medial  to  knee. 

Upper  right  image  of  thighs  is  again  normal  on  left,  with  visualiza- 
tion of  more  medial  saphenous  vein  on  right  due  to  obstruction  of  the 
deep  veins. 

Bottom  left  image  of  pelvis  demonstrates  collateral  vessels  on  right 
and  normal  iliac  vein  on  left. 
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obtains  four  views  of  the  lungs,  searching  for  acute 
pulmonary  emboli,  the  premier  issue  in  the  patient 
with  a swollen  leg. 

A similar  technique  is  the  blood  pool  labeling 
test.  A fraction  of  the  circulating  erythrocytes  are 
labeled  in  vivo  by  injecting  first  pyrophosphate  and 
then  Tc  99m  pertechnetate.  After  allowing  15  min- 
utes for  equilibrium,  images  of  the  legs  are  obtained 
with  visualization  of  all  patent  arteries  and  veins. 
The  examination  is  very  fast  and  does  not  require 
injection  into  the  pedal  veins.  Interpretation  is  based 
on  visual  inspection  and  comparison  of  the  right  and 
left  legs.  Asymmetry  of  activity  may  be  due  to  causes 
other  than  thrombosis,  including  varicosities,  which 
decrease  the  sensitivity  of  this  test  in  the  calf. 

Magnetic  Resonance  Imaging 

The  newest  technology  for  evaluating  vascular  dis- 
ease is  magnetic  resonance  imaging  (MRI).  This 
noninvasive  examination  can  visualize  thrombus 
equally  well  in  the  calf  and  thigh.  Compared  to  con- 
trast venography,  MRI  has  a sensitivity  of  90%  and 
a specificity  of  100%,^'*  hut  its  real  strength  is  in 
evaluating  the  deep  pelvis,  arms,  axilla,  and  neck. 
MRI  can  easily  visualize  these  areas  and  even  yield 
additional  information  such  as  detecting  the  free- 
floating  end  of  a propagating  thrombus,  thus  identify- 
ing a potential  embolus. The  age  of  a thrombus  can 
be  judged  as  acute  if  the  vein  is  enlarged,  totally 
occluded,  and  demonstrates  perivascular  edema. 
Thrombus  associated  with  large  collateral  vessels, 
absence  of  edema,  evidence  of  clot  retraction,  or  re- 
canalization are  older.*'*  Finally,  because  a large  area 
of  the  body  is  imaged,  other  disease  may  be  discovered 
in  patients  without  thrombosis. 

The  search  for  thrombus  is  presently  performed 
in  a manner  similar  to  a routine  CT.  Axial  images 
are  obtained  through  the  region  of  interest.  Normal 
patent  vessels  are  seen  as  black  circles,  referred  to 
as  a flow  void.  The  physics  of  MRI  is  quite  perlexing, 
but  a flow  void  can  be  understood.  Various  1 cm  slices, 
and  the  blood  moving  in  those  slices,  are  excited  by 
application  of  a radio  frequency.  When  the  excitation 
is  ended,  the  relaxing  protons  give  off  a signal  which 
is  recorded  on  the  picture  matrix.  However,  if  the 
excited  blood  has  left  the  slice,  no  signal  will  be  given 
off,  and  no  signal  will  appear  at  that  spot  on  the 
resulting  picture.  Thus,  flowing  blood  is  seen  on  the 
image  as  black,  and  referred  to  as  a flow  void.  Throm- 
bus, or  slowly  flowing  blood,  produces  a bright  signal. 

Although  MRI  is  very  accurate  and  can  provide 
more  in-depth  information,  it  is  not  the  examination 
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Figure  5.  MRI  of  neck  showing  bright  thrombus  (T)  distending  left 
internal  jugular  vein.  Normal  artery  and  vein  are  seen  on  the  right. 


of  choice  for  most  patients.  It  may  well  be  the  first 
choice  for  certain  diagnostic  dilemmas  such  as  sus- 
pected pelvic  thrombi  in  a pregnant  or  postpartum 
woman.  The  arm  and  axilla,  often  the  most  difficult 
challenge  for  contrast  venography,  are  easily  imaged 
with  MRI.  Beautiful  pictures  of  the  many  structures 
of  the  neck  can  be  obtained  without  the  risk  and 
effort  of  a retrograde  jugular  study  or  cerebral  angio- 
gram. Newer,  three-dimensional  volume  acquisition 
techniques  and  software  improvements  will  soon 
allow  display  of  a vascular  system  with  the  surround- 
ing structures  subtracted  away  for  easy  analysis. 

In  Summary 

The  development  of  deep  venous  thrombosis 
threatens  all  patients  and  some  healthy  individuals 
as  well.  All  physicians,  regardless  of  specialty,  will 
be  confronted  by  this  sometimes  silent  and  some- 
times fatal  disease.  The  choice  of  tests  at  the  physi- 
cian’s disposal  continues  to  increase,  with  each  hav- 


ing certain  strengths.  Contrast  venography,  some- 
what invasive  but  time  honored,  provides  direct  vis- 
ualization of  the  thrombus  and  a negative  examina- 
tion result  is  highly  reliable.  Ultrasound  is  com- 
pletely noninvasive  and  very  well  received  by  pa- 
tients, but  its  accuracy  is  dependent  upon  the  skill 
of  the  operator.  The  nuclear  venogram  is  primarily  i 
a screening  test,  most  useful  above  the  knee,  but  is 
safeguarded  by  the  accompanying  pulmonary  perfu- 
sion study.  Finally,  MRI,  very  new  but  very  accurate, 
is  considered  by  some  to  be  the  examination  of  choice 
for  the  pelvis,  axilla,  and  neck.  (J) 
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Factors  Influencing  Choice  of  Specialty  and 
Location  of  Residency 


Gordon  H.  Deckert,  MD;  Edward  Beckham,  PhD;  Nancy  Hall,  PhD;  June  Holmes,  EdD 


Students  recently  graduating  from  the  University  of 
Oklahoma  College  of  Medicine  are  leaving  the  state  for 
their  postgraduate  training  and  entering  nonprimary 
care  fields  in  increasing  numbers.  This  study  identifies 
the  major  determinants  for  training  location  as  having 
to  do  with  the  anticipated  quality  of  the  program,  and 
for  specialty  as  having  to  do  with  positive  experiences 
on  clerkship  and  the  perceived  characteristics  of  the 
field,  including  potential  controllability  of  practice. 
Other  factors  of  significance  include  lifestyle,  standard 
of  living  and  opinions  of  others.  A striking  finding  was 
the  negative  view  of  Oklahoma  held  by  our  graduates. 

Owe  graduating  seniors  are  entering  primary  care 
specialties  in  decreasing  numbers.  For  the  Okla- 
homa City  campus  the  three-year  trend  is  62%, 
50.8%,  and  44%;  for  Tulsa  the  trend  is  43%,  44%,  and 
34%,  with  the  most  recent  figure  nationally  circa 
63%.  Primary  care  specialties  are  defined  as  family 
medicine,  internal  medicine,  obstetrics-gynecolocy, 
and  pediatrics.  Oklahoma  seniors  are  leaving  the 
state  for  their  postgraduate  training  in  increasing 
numbers.  In  1989,  64%  left  the  state.  This  compares 
to  a national  figure  of  54%.  In  1987,  49%  left  the 
state. 

These  trends  are  of  some  concern  to  our  faculty 
and  should  he  of  concern  to  our  larger  medical  com- 
munity. Therefore,  the  college  conducted  a survey  of 
its  1989  graduating  class  with  the  intent  of  identify- 
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ing  factors  influencing  career  choice  and  residency 
site  selection.  This  paper  summarizes  the  results  of 
this  study. 

Research  Methods 

The  survey  instrument  contained  a list  of  15  items  re- 
lated to  choice  of  location  for  residency,  Oklahoma  or 
out-of-state,  and  20  items  related  to  choice  of  specialty. 
These  items  were  developed  through  a modified  Delphi 
process  by  interviewing  a sample  of  graduating 
seniors  and  directors  of  training  programs.  Each  item 
was  to  be  ranked  by  the  graduating  senior  according 
to  the  degree  of  importance  in  determining  choice  of 
residency  training.  Ranking  was  on  a numerical 
scale  from  a 4 on  the  positive  side  to  4 on  the  negative 
side  with  “0”  indicating  a neutral  attitude. 

Initial  tests  of  significance  involved  a t test  for 
each  item.  Because  of  the  number  of  items,  a strin- 
gent probability  level  was  used  for  each  item  to  pre- 
vent an  excessively  high  experimentwise  error  rate. 
Determinants  for  primary  versus  nonprimary  care 
specialty  choice  and  location  were  compared  using  a 
student  t test  and  a level  of  significance  of  ps£.0025. 
Discriminant  ~ function  analysis  in  each  area  also  al- 
lowed for  ranking  of  the  variables  in  order  of  their 
predictive  power. 

Results 

A total  of  125  students  matriculated,  and  117  re- 
sponded to  the  survey.  Of  students  responding  to  the 
survey,  23  (19.7%)  were  female  and  94  (80.3%)  were 
male.  Ages  ranged  from  24  to  46  (mean  = 27.0).  The 
majority  were  married  (56.4%)  with  the  rest  falling 
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into  a general  category  of  “single”  (43.6%).  Okla- 
homa natives  constituted  61.5%  of  the  sample.  Table 
1 shows  the  residency  fields  selected. 

Specialties  chosen  at  significantly  higher  than 
national  rates  were  anesthesiology,  ophthalmology, 
and  psychiatry.  Specialties  chosen  at  lower  rates  were 
family  practice,  internal  medicine,  and  pediatrics. 

Given  the  lar^e  number  of  specialties  and  the 
lack  of  a priori  hypotheses  about  preference  by  sex, 
no  attempt  was  made  to  conduct  statistical  tests  on 
sex  differences  by  specialty  choice.  However,  in  this 
sample,  more  females  chose  pediatrics  and  ob/gyn 
than  men,  despite  the  fact  that  females  were  a minor- 
ity of  the  sample.  There  was  also  a trend  for  single 
persons  to  choose  psychiatry  (9  singles  compared  to 
5 married),  despite  the  fact  that  singles  were  a minor- 
ity of  the  sample. 

Data  were  also  examined  by  the  point  in  career 
where  specialty  choice  was  made.  Some  students 
stayed  with  a choice  made  prior  to  medical  school 
(13.7%),  but  many  more  decided  during  either  the 
third  year  of  medical  school  (48.8%)  or  the  fourth  year 
(29.9%).  Only  6%  decided  during  the  first  two  years. 
Specialty  choices  made  prior  to  medical  school  were 
limited  to  family  medicine,  internal  medicine,  or- 
thopedics, pediatrics,  and  a pediatrics/psychiatry 
combination. 

In  a comparison  of  students  making  specialty 
choices  at  Oklahoma  City  and  Tulsa  campuses,  num- 


Table 1.  Residency  Fields  Selected  by  1989  University 

of  Oklahoma  College  of  Medicine  Graduates 

Specialty 

N 

% 

Anesthesiology 

12 

10.3 

Emergency  medicine 

2 

1.7 

Family  medicine 

5 

4.3 

Internal  medicine 

25 

21.4 

Medicine  and  pediatrics 

4 

3.4 

Neurology  and  neurosurgery 

4 

3.4 

Ob/gyn 

5 

4.3 

Ophthalmology 

3 

2.6 

Orthopedics 

8 

6.8 

Otorhinolaryngology 

2 

1.7 

Pathology 

1 

.9 

Pediatrics 

7 

6.0 

Pediatrics  and  psychiatry 

1 

.9 

Physical  medicine 

4 

3.4 

Psychiatry 

14 

12.0 

Radiology 

4 

3.4 

Surgery 

15 

12.8 

Undecided 

1 

.9 

bers  generally  reflected  the  2:1  ratio  (80  to  37)  of  stu- 
dent distribution  between  sites.  The  only  exception 
was  the  choice  of  psychiatry.  Five  students  from  Okla- 
homa City  and  9 from  Tulsa  chose  that  field. 


Table  2.  Significant  Determinants  of  Location  of  Residency 

Reported  Determinants 

of  Location  of 

Specialty 

Rank  Mean  Median  Mode 

Nature  of  anticipated 


clinical  experiences 
Availability  and 
quality  of  faculty 

1 

2.85 

3 

4 

supervision 

Quality  of  didactic 

2 

2.53 

3 

3 

program 

Felt  support  from 
faculty  at  site 

3 

2.22 

2 

2 

of  residency 

Opinion  and  wishes  of 

4 

1.68 

2 

2 

family 

5 

1.21 

1 

0 

Table  3.  Determinants  of  Choice  of  Specialty 

Reported  Determinants 
of  Choice  of 

Specialty 

Rank 

Mean  Median 

Mode 

Positive  experience 
with  faculty  on 
clerkship 

1 

2.05  2 

3 

Interested  in  disease 
the  specialty  treats 

2 

1.89  2 

2 

Positive  experience 
with  patients  on 
clerkship 

3 

1.85  2 

3 

Prefer  a field  where 
personal  control  of 
practice  is  more 
likely 

4 

1.60  2 

0 

Residents  in  field  are 
treated  more  like  a 
colleague  by  faculty 

5 

1.34  1 

0 

Want  to  avoid  unstable 
residency  site 

6 

1.13  1 

0 

Prefer  field  with 
immediate  feedback 
as  to  results  of 

treatment 

7 

1.21  1 

0 

Lifestyle  of  specialists 
in  field  is 
attractive 

8 

1.11  1 

2 

Other  fields  are  not 
as  stimulating 
intellectually 

9 

.81  1 

2 
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Forty-two  of  the  students  (35.9%)  chose  to  stay  in 
Oklahoma  for  their  residency.  Of  the  64.1%  leaving 
Oklahoma,  no  geographic  trend  in  destination  was 
discernable.  Tulsa  and  Oklahoma  City  campuses 
were  contrasted  for  likelihood  of  deciding  to  leave  the 
state.  Oklahoma  natives  and  non-natives  were  also 
contrasted.  No  differences  for  probability  of  leaving 
the  state  were  found  in  either  analysis. 

Factors  influencing  choice  of  residency  location 
and  specialty  were  determined  by  examining  the 
mean,  median,  and  mode  for  questionnaire  items. 
Given  the  large  number  of  subjects,  it  was  relatively 
easy  for  the  means  of  many  items  to  reach  a statisti- 
cal level  of  significance,  ie,  to  be  significantly  nonzero 
(zero  represented  a “neutral”  attitude  toward  an  item 
as  a determinant).  Therefore,  more  stringent  criteria 
were  adopted,  with  the  requirement  that  at  least  two 
of  the  three  measures  of  central  tendency  (mean,  me- 
dian, and  mode)  be  greater  than  or  equal  to  1.  These 
criteria  resulted  in  a set  of  five  items  being  chosen 
as  significant  determinants  of  location  and  nine 
items  as  determinants  of  specialty  (Tables  2 and  3 ). 

Self-reported  determinants  of  location  for  the 
sample  as  a whole  were  the  quality  of  didactics  and 
supervision,  the  nature  of  anticipated  clinical  experi- 
ences, and  support  from  family  and  faculty  at  the  site 
of  location  choice.  Students  significantly  denied  that 
thinking  they  were  not  competitive  for  an  Oklahoma 
residency  influenced  their  decision. 

On  the  other  hand,  choice  of  specialty  was  deter- 


Table 4.  Location  Choice 
Items  Not  Meeting  Study  Criteria 

Item 

Mean  Median 

Mode 

Want  to  be  close  to  home 

.87* 

1 

0 

Want  residency  in  area  where 

practice  will  be 

.77* 

0 

0 

High  stipend  is  significant 

.44* 

0 

0 

Has  career  opportunity  for 

spouse  or  finance 

1.02* 

0 

0 

Saw  Oklahoma  lifestyle  as 

more  positive  than  elsewhere 

-.65* 

0 

0 

Already  settled  in  Oklahoma 

.03 

0 

0 

More  opportunity  to  practice 

chosen  field  in  Oklahoma 

-.62* 

0 

0 

Felt  support  of  Oklahoma 

faculty  for  site  of  residency 

-.51* 

0 

0 

Opinion  and  wishes  of 

classmates  were  inifxrrtant 

-.85* 

0 

0 

•llcni  nuMii  IS  sl.ilislit  ally  signilitanl  (/).()'>: 

lor  being  (Jilterent  Irotn  0 

mined  primarily  by  experience  with  faculty  and  pa- 
tients on  clerkship.  Other  factors  including  intellec- 
tual interest  in  the  field,  control  of  practice,  treat- 
ment with  immediate  feedback,  lifestyle  of  practi- 
tioners in  the  field,  and  perception  of  how  residents 
in  the  field  are  treated.  Students  strongly  denied  that 
avoiding  patient  contact  was  an  important  determin- 
ant in  choice  of  specialty. 

Items  not  meeting  our  criteria  are  listed  in  Tables 
4 and  5.  Some,  however,  reach  statistically  significant 
levels  and  are  of  some  interest. 

Determinants  of  going  into  primary  care  versus 
nonprimary  care  were  also  contrasted.  Because  of  the 
large  number  of  determinants  tested  as  influencing 
specialty  choice,  two  different  statistical  strategies 
were  employed  (Tables  6 and  7).  First,  the  family  wise 
error  rate  of  .05  was  divided  by  the  number  of  com- 
parisons (20).  This  yielded  a comparisonwise  error 
criterion  of  .0025.  The  second  strategy  was  to  con- 
trast groups  by  use  of  a stepwise  discriminant  func- 
tion analysis.  This  had  the  advantage  of  identifying 
the  most  powerful  variables  as  contributors  one  at  a 
time  and  eliminating  items  which  provided  no  new 
variance.  Several  variables  were  chosen  as  signifi- 
cant discriminators  (Tables  6 and  7).  Persons  going 
into  primary  care  specialties  put  less  emphasis  on 
lifestyle  in  field  attraction,  more  emphasis  on  the  op- 
portunity to  practice  in  rural  and  small  town  set- 


Table  5.  Specialty  Choice 
Items  Not  Meeting  Study  Criteria 

Item 

Mean  Median 

Mode 

Find  working  with  difficult 
patients  challenging 

- .11 

0 

0 

High  potential  income 

.64* 

1 

0 

Prefer  a field  with  small  town 
opportunities 

.26 

0 

0 

Field  is  seen  as  less  crowded 
than  others 

.78* 

0 

0 

Research  opportunities  are 
important 

.11 

0 

0 

Prefer  to  avoid  kinesthetic 
skills 

- 1.01* 

0 

0 

Prefer  a field  seen  lay  future 
colleagues  as  positive 

.49* 

0 

0 

Prefer  a field  seen  by  family 
and  community  positively 

.37* 

0 

0 

Standard  of  living  is  higher 
in  chosen  field 

.32* 

0 

0 

Preceptorship  was  influential 

-.01 

0 

0 

*ttL'ni  iiHMn  IS  stnlislK ally  signiliiant  (;).0.S)  lor  ixMiig  dilUMonl  troin  0. 
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Table  6.  t Tests  Comparing  Determinants  for  Primary 
versus  Nonprimary  Care  Specialty  Choice 


Determinant  Primary  Nonprimary 


Other  fields  not  as  intellectually 


stimulating 

Particularly  interested  in  those 

1.07 

.64 

diseases 

Wish  to  avoid  interaction  with 

1.86 

1.94 

patients 

Working  with  difficult  patients 

- 1.98 

-2.04 

is  challenging 

-.38 

-.46* 

Lifestyle  in  field  attractive 

Prefer  a field  with  immediate 

-.07 

1.90t 

feedback 

.81 

1.50* 

Higher  potential  income 

Prefer  a field  with  personal 

.21 

1.00* 

control  of  practice 

Prefer  a field  with  opportunities 

1.52 

1.63 

in  small  towns 

.45 

-.70* 

Field  is  less  crowded  than  others 
Research  opportunities  are 

.86 

.66 

important 

Want  to  avoid  unstable  residency 

.42 

-.06 

site 

1.26 

1.10 

Prefer  to  avoid  kinesthetic  skills 

Field  seen  positively  by  future 

-.45 

- 1.414t 

colleagues 

Field  seen  positively  by  family 

.55 

.43 

and  community 

Standard  of  living  is  higher  in 

.57 

.23 

chosen  field 

Positive  experience  with  patients 

-.33 

.71 1 

on  clerkship 

Positive  experience  with  faculty 

1.67 

2.00 

on  clerkship 

1.69 

2.27 

Residents  treated  as  colleagues 
Preceptorship  experience  was 

1.12 

1.44 

influential 

.40 

-.24 

'trend,  (p.05) 
tsignificant  at  p .0025 


Table  7.  Discriminant  Function  Analysis 
Primary  versus  Nonprimary  Specialty  Choice 


Discriminating  Variables 
in  Order  of  Predictive  Power 


Lifestyle  of  specialists  in  field  is  attractive 
Prefer  to  avoid  field  requiring  considerable  kinesthetic 
skill 

Standard  of  living  is  higher  in  field  chosen 
Other  fields  not  as  stimulating  intellectually 
Field  seen  by  future  colleagues  positively 


•p,i 
•*  p .01 
•*•  p .0001 


tings,  less  desire  to  use  kinesthetic  skills,  less  em- 
phasis on  preference  for  field  with  immediate  feed- 
back, and  less  emphasis  on  high  standard  of  living. 

Determinants  of  staying  in  Oklahoma  for  resi- 
dency versus  not  staying  in  Oklahoma  were  com- 
pared in  the  same  way  (Tables  8 and  9).  Persons 
choosing  to  stay  in  Oklahoma  were  more  likely  to  em- 
phasize as  determinants  that  they  were  already  set- 
tled in  Oklahoma,  put  less  emphasis  on  availability 
and  quality  of  faculty  supervision,  saw  more  oppor- 
tunities for  practice  in  Oklahoma,  and  put  more  im- 
portance on  wishes  and  opinions  of  classmates. 

Tulsa  and  Oklahoma  City  campuses  differed  in 
that  students  at  the  Tulsa  campus  put  more  emphasis 
on  high  stipend  and  put  less  emphasis  on  feeling  they 
were  not  competitive  for  an  Oklahoma  residency. 
Stepwise  discriminant  function  analysis  also  re- 
vealed that  Tulsa  students  put  less  emphasis  on  avail- 
ability and  quality  of  supervision.  With  regard  to  spe- 
cialty choice,  Oklahoma  City  students  put  more  em- 
phasis on  their  choice  being  viewed  by  family  and 
community  positively,  and  less  emphasis  on  wanting 
to  work  with  difficult  patients. 

Differences  in  specialties  chosen  between  Okla- 
homa City  and  Tulsa  campuses  were  contrasted  in  a 
2x20  chi  square  (campus  by  specialty  choice).  No 
statistically  significant  differences  emerged  between 
campuses.  However,  because  some  specialties  had 
only  a few  persons  choosing  them,  the  chi  square 
statistic  could  have  been  misleading.  For  that  reason, 
the  statistic  was  repeated  using  only  persons  select- 
ing internal  medicine,  orthopedics,  psychiatry, 
surgery,  and  pediatrics.  Again,  there  were  no  signif- 
icant differences  between  campuses. 

Discussion 

In  recent  years  the  national  trend  away  from  primary 
care  specialties  by  students  graduating  from  our 
medical  schools  is  even  more  striking  if  the  primary 
care  fields  are  defined  more  narrowly  as  family 
medicine,  general  internal  medicine,  and  pediatrics. 
It  appears  our  trend  away  from  primary  care  exceeds 
this  national  trend.  But,  this  study  does  not  support 
the  idea  that  recruiting  more  students  from  Okla- 
homa, per  se,  would  have  a positive  influence  for  in- 
creasing the  numbers  selecting  primary  care  special- 
ties. Nor,  does  the  preceptorship  experience,  as  such, 
seem  to  have  much  influence,  at  least  as  reported  by 
our  graduating  seniors  this  year.  Students  do  indi- 
cate that  a positive  experience  with  a given  field  dur- 
ing their  clinical  years  is  a significant  determinant 
in  their  choice  of  specialty. 
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A relatively  recent  study  reports  that  students 
who  choose  careers  in  family  practice  differ  from  stu- 
dents who  do  not  choose  such  careers  in  the  values 
they  hold  about  the  characteristics  of  such  a practice 
rather  than  in  having  different  beliefs  about  the  field 
of  primary  care.'  This  study  supports  a similar  con- 
clusion. Students  choosing  primary  care  clearly  have 
a somewhat  different  value  system  than  those  mov- 
ing toward  nonprimary  care  specialties.  This  sug- 
gests a different  strategy  to  increase  the  numbers  of 
students  entering  primary  care  fields. 

One  of  the  more  striking  findings  to  us  was  the 
negative  view  of  Oklahoma  held  by  our  graduating 


Table  8.  t Tests  Comparing  Determinants  of  Location 

Determinant 

Oklahoma 

Outside 

Oklahoma 

Want  to  be  close  to  home 

1.67 

.43t 

Want  residency  in  location 
of  practice 

1.40 

.43t 

High  stipend 

.50 

.41 

Available  career  oppor- 
tunity for  spouse 

.95 

1.05 

Quality  of  didactic 
program 

1.92 

2.38 

Nature  of  anticipated 
clinical  experiences 

2.73 

2.92 

Availability  and  quality  of 
supervision 

2.16 

2.73  (p  .07) 

Believed  he/she  not 
competitive  for 

Oklahoma  residency 

-.95 

-2.24t 

Saw  lifestyle  in  Oklahoma 
more  positive  than 
elsewhere 

.35 

-1.21t 

Already  settled  in 

Oklahoma 

1.60 

-.85t 

Saw  more  opportunity  to 
practice  in  Oklahoma 
than  elsewhere 

.59 

-1.29+ 

Felt  support  from  faculty 
at  residency  site 

1.54 

1.76 

Felt  support  from 

Oklahoma  faculty  for 
site  of  residency 

1.28 

.38* 

Opinion  and  wishes  of 
family  were  important 

1.36 

1.12 

Opinions  and  wishes  of 
classmates  were 
important 

-.29 

- 1.16* 

•trend,  p .05 
tsignificant  at  p .0025 

students,  even  by  those  who  decided  to  take  their  res- 
idencies in  Oklahoma.  This  negative  view  speaks  to 
potential  lifestyle  and  future  opportunities  for  prac- 
tice. The  site  of  residency  training  is  a powerful  pre- 
dictor of  final  location  for  practice.  To  the  degree  that 
Oklahoma  experiences  a shortage  of  physicians, 
especially  in  some  specialties  and  in  some  geographi- 
cal areas,  this  combination  of  factors  certainly  merits 
our  concerned  attention. 

Recent  studies  have  shown  that  medical  students 
increasingly  are  selecting  specialties  which  allow  a 
controllable  lifestyle. Our  study  supports  these 
findings.  National  data  show  that  the  percent  of  posi- 
tions filled  in  the  match  can  be  correlated  with  the 
reported  net  income  by  specialty.'’  " Potential  future 
income  also  is  of  significance  to  our  graduating 
seniors.  Yet,  like  medical  students  generally,  our  stu- 
dents in  the  main  are  influenced  by  the  quality  of 
their  educational  experience  and  their  attraction  to 
the  characteristics  of  a particular  field  when  choos- 
ing their  specialty.  Finally,  they  move  toward  train- 
ing sites  they  perceive  as  offering  the  best  opportu- 
nity to  achieve  their  objectives. 

Summary 

1.  In  regard  to  numbers  of  graduating  seniors 
locating  in  state  or  out  of  state,  there  were  no  signif- 
icant differences  between  Tulsa  and  Oklahoma  City 
students,  and  no  differences  between  Oklahoma  na- 
tives and  non-natives. 

2.  The  major  self-reported  determinants  for 
choice  of  location  can  be  summarized  as  having  to  do 
with  the  anticipated  quality  of  the  residency  pro- 
gram. 

3.  The  major  self-reported  determinants  of  spe- 


Table  9.  Discriminant  Function  Analysis 
Oklahoma  versus  Outside-of-Oklahoma  Residency 

Discriminating  Variables 
in  Order  of  Predictive  Power 

Already  setted  in  Oklahoma 

***♦ 

Availability  and  quality  of  faculty  supervision 

**♦ 

Opinions  and  wishes  of  classmates 

** 

More  opportunity  to  practice  in  Oklahoma 

Opinions  and  wishes  of  family  were  important 

* 

Nature  of  anticipated  clinical  experiences 

* 

• p .1 

••  p .05 
•••  p .005 

p .0001 
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cialty  choice  can  be  summarized  as  having  to  do  with 
positive  experiences  on  clerkship  and  attraction  to 
perceived  characteristics  of  the  field. 

4.  Persons  entering  primary  care  put  signifi- 
cantly more  emphasis  on  lifestyle  attraction  of  set- 
tings typical  of  primary  care,  and  less  emphasis  on 
a high  standard  of  living  or  the  wish  to  use  kinesthe- 
tic skills. 

5.  Persons  leaving  Oklahoma  did  not  see  them- 
selves as  settled  here,  put  more  emphasis  on  avail- 
ability and  quality  of  faculty  supervision,  put  less 
emphasis  on  opinion  of  classmates  and  saw  oppor- 
tunities in  Oklahoma  in  more  negative  terms.  (Even 
those  staying  see  Oklahoma  negatively  regarding 
lifestyle  and  professional  opportunity  but  less  so 
than  those  leaving). 

6.  Tulsa  and  Oklahoma  City  students  were  more 
alike  than  different.  However,  in  deciding  location 
choice,  Tulsa  students  put  more  emphasis  on  a high 
stipend  and  less  on  quality  of  supervision.  In  decid- 
ing specialty  choice,  Oklahoma  City  students  were 
more  influenced  by  family  and  community  and  put 
less  emphasis  on  wanting  to  work  with  difficult  pa- 
tients. 

Conclusions  For  Our  College 

1.  The  anticipated  quality  of  educational  experi- 
ence is  of  particular  importance  to  our  students  in 
choosing  a residency  site,  but,  given  that,  other  fac- 
tors emerge  as  well.  (This  includes  a tendency  to 
avoid  residencies  seen  as  unstable,  here  as  well  as 
elsewhere). 

2.  The  experience  of  students  on  clerkship  is  im- 
portant, particularly  positive  interaction  with  fac- 
ulty and  positive  interaction  seen  by  students  be- 
tween faculty  and  residents. 

3.  Anticipated  income  is  significant  whether  res- 
idency stipend  or  future  income  and  particularly  for 
those  not  entering  primary  care  and  for  those  leaving 
Oklahoma. 

4.  Oklahoma  is  seen  negatively  even  to  some  de- 
gree by  those  staying,  in  terms  of  lifestyle,  income, 
or  practice  opportunities. 

5.  The  influence  of  others  may  be  significant  — 
community,  family,  etc.  When  applicable,  a job  oppor- 
tunity for  spouse  or  fiancee  weighs  heavily. 


6.  This  study  does  not  support  the  hypothesis 
that  recruiting  students  from  Oklahoma  increases 
the  likelihood  of  their  remaining  in  state  for  resi- 
dency training. 

7.  This  study  does  not  support  the  hypothesis 
that  a preceptorship  experience  is  influential  in  at- 
tracting students  toward  a primary  care  specialty. 

We  intend  to  repeat  this  study  for  the  classes  of 
1990  and  1991  with  a revised  instrument  to  assess, 
in  addition,  the  impact  of  positive  or  negative  experi- 
ences with  residents  per  se,  the  influence  of  faculty 
not  in  field  of  choice,  the  significance  of  encourage- 
ment from  Tulsa  toward  Oklahoma  City  residencies 
and  vice  versa,  the  influence  of  physicians  who  are 
not  full-time  faculty,  and  the  influence  of  level  of  in- 
debtedness. 

Addendum:  Forty  percent  (40.2%)  of  the  class  of  1990 
left  the  state  for  residency  training.  This  represents 
some  reversal  of  the  trend.  However,  a poll  of  senior 
students  graduating  in  1991  suggests  a return  of  the 
trend  to  leave  the  state.  There  appears  to  be  no  sub- 
stantial change  in  the  percent  of  students  entering 
primary  care  except  for  the  field  of  internal  medicine. 

3) 
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The  Economic  Impact  of  AIDS  on 
Oklahoma  Hospitals 

Michael  Lapolla,  MHA;  Mark  Turner,  MPH;  Barbara  Santee,  PhD 


This  study  reviewed  data  on  all  patients  with  acquired 
immunodeficiency  syndrome  (AIDS)  reported  by  19  hos- 
pitals in  the  state  of  Oklahoma  from  January  1,  1981, 
through  August  31, 1988,  which  represented  68%  of  the 
382  cumulative  reported  cases  in  the  state  to  that  date. 
The  study  results  indicate  that  the  average  lifetime  hos- 
pitalization costs  of  caring  for  an  AIDS  patient  in  Okla- 
homa was  $31,544.  As  a group,  these  patients  rep- 
resented a statewide  cumulative  operating  margin  loss 
of  negative  14%  during  the  study  period.  The  margin  for 
inpatients  was  -11%,  and  the  margin  for  outpatients 
was  - 42%.  The  authors  suggest  that  operating  margins 
will  increase  as  care  shifts  from  inpatient  to  outpatient 
settings  due  to  improved  community  support  services  or 
better  drug  therapy  which,  while  prolonging  life  span, 
at  the  same  time  may  cause  serious  side  effects  requiring 
more  inpatient  care.  At  the  present  time,  AIDS  patients 
I in  Oklahoma  are  84%  white,  homosexual  or  bisexual 
males,  and  15%  are  from  the  minority  community.  As 
I the  profile  of  Oklahoma's  AIDS  patients  begins  to  con- 
' form  to  the  national  pattern,  affecting  more  of  the  un- 
insured — drug  abusers,  their  sexual  partners,  teen- 
agers, and  children  — it  can  be  anticipated  that  hospital 
costs  for  these  patients  will  increasingly  be  absorbed  by 
public  funds. 

The  emergence  of  AIDS  has  created  a new  demand 
upon  the  national  health  care  financing  system. 
In  some  cities  with  high  rates  of  infection,  the  strain 
on  the  health  care  delivery  system  has  become  of 
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crisis  proportions.  The  purpose  of  this  study  was  to 
determine  the  costs  of  providing  hospital  care  for 
AIDS  patients  in  Oklahoma  as  compared  with  those 
in  other  areas  of  the  country. 

Review  of  the  Literature 

A review  of  the  literature  on  the  hospital  costs  of 
AIDS  yields  a wide  range  of  findings.  In  1985,  Ann 
Hardy  and  her  colleagues  at  the  CDC  did  the  first 
study  in  the  United  States  of  the  lifetime  inpatient 
costs  for  AIDS  patients.^  Due  to  the  assumptions  used 
in  that  study,  alarmingly  high  lifetime  costs  were  pro- 
jected at  $147,000  per  case.  However,  more  recent 
studies  have  found  that  hospital  costs  are  consider- 
ably lower  than  indicated  by  that  original  projec- 
tion.2'*  A San  Francisco  study  found  mean  lifetime  in- 
patient charges  of  $27,571,  which  was  not  as  high  as 
the  yearly  inpatient  charges  of  $42,517  reported  by  a 
Massachusetts  study.®  ® Most  studies  have  focused  on 
those  areas  with  high  incidence  rates  of  AIDS  which 
may  not  be  representative  of  the  costs  incurred  in 
other  areas  or  in  the  country  as  a whole,  or  they  have 
looked  at  the  costs  incurred  by  medical  facilities 
which  specialize  in  the  care  of  patients  with  AIDS.^ 
The  most  comprehensive  study  to  date  (1987)  in- 
cluded a sample  of  the  nation’s  teaching  hospitals.  It 
found  that  the  hospitals  spent  an  average  of  $681  a 
day  to  care  for  an  AIDS  patient,  but  received  only 
$545  in  payments,  a loss  of  $136  per  day,  and  $2,285 
per  admission.  The  total  cost  of  hospitalization  for 
the  cases  in  that  study  was  $486  million,  with  an 
average  stay  of  17  days  costing  $14,000  (not  including 
doctors’  fees)  and  an  annual  cost  of  $18,000  per  pa- 


I Okla  State  Med  Assoc,  Vol  84,  March  1991 


113 


Table  1.  Reported  AIDS  Cases  as  of  August  31,  1988 

Study  Sample  Population  Compared  to  Total  Oklahoma  and  US 

study  Sample 

Oklahoma 

United  States 

Number 

Pet 

Number 

Pet 

Number 

Pet 

Total  Reported  Patients 

2(i0 

110% 

382 

100% 

72,020 

100% 

Transmission  Category 

Honiosexual/Bisexual  Male 

179 

69% 

254 

66% 

44,402 

62% 

Homosexual  Bisexual  Male/IV 

36 

14% 

56 

15% 

5,168 

7% 

Heterosexual  IV  Drug  User 

13 

5% 

25 

7% 

13,608 

19% 

Heterosexual  Contact 

4 

2% 

5 

1% 

2,981 

4% 

Blood  Transfusion 

15 

6% 

20 

5% 

1,939 

3% 

Hemophiliac 

5 

2% 

9 

2% 

747 

1% 

Perinatal  Transmission 

4 

2% 

2 

1% 

886 

1% 

None  ot  Above 

4 

2% 

11 

3% 

2,293 

3% 

Gender 

Male 

243 

93% 

361 

95% 

65,662 

91% 

Female 

17 

7% 

21 

5% 

6,362 

9% 

Age 

Under  5 

5* 

2% 

3 

1% 

952 

1% 

5-12 

0 

0% 

3 

1% 

188 

0% 

13-19 

0 

0% 

3 

1% 

289 

0% 

20-29 

75 

29% 

103 

27% 

14,854 

21% 

30-39 

117 

45% 

172 

45% 

33,262 

46% 

40-49 

42 

16% 

55 

14% 

14,953 

21% 

Over  49 

21 

8% 

43 

11% 

7,365 

10% 

Presenting  Diagnosis 

Pneumocystis  Carinii 

Pneumonia  (PCP) 

158 

61% 

235 

62% 

43,747 

61% 

Kaposi's  Sarcoma 

15 

6% 

23 

6% 

6,733 

9% 

Other  Infections 

87 

33% 

124 

32% 

21,544 

30% 

Ethnicity 

White 

225 

87% 

322 

84% 

41,921 

58% 

Black 

22 

8% 

47 

12% 

18,904 

26% 

American  Indian 

8 

3% 

8 

2% 

69 

0% 

Hispanic 

5 

2% 

5 

1% 

10,545 

15% 

Other 

0 

0% 

0 

0% 

581 

1% 

Patient  Status 

Deceased 

145 

56% 

276 

72% 

40,593 

56% 

Living 

115 

44% 

106 

28% 

31,431 

44% 

Diagnosis  Site 

In  Oklahoma 

226 

85% 

317 

83% 

na 

na 

Out  of  State 

34 

15% 

65 

' 17% 

na 

na 

na  = not  applicable 

*Two  cases  had  not  previously  been  reported. 

tient.  The  study  found  that  on  the  average,  public 
hospitals  in  Nev^^  England  and  the  South  lost  more 
than  $600,000  each.  Lifetime  expenses  were  not  cal- 
culated.®® 

Investigators  looking  at  hospital  charges  for  per- 
sons with  AIDS  in  a Washington  State  study  used  a 
statewide  hospital  discharge  data  base  to  analyze  in- 


patient hospital  utilization  and  costs  and  found  an  es- 
timated yearly  inpatient  charge  of  $32,081  per  case. 
They  included  165  AIDS  cases  with  344  hospitaliza- 
tions from  July  1984  through  December  1985.  The 
mean  charge  per  hospitalization  was  $9,166  and 
mean  length  of  stay  was  13.3  days.^° 

Many  of  the  AIDS  studies  have  looked  at  popula- 
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tions  in  large  inner  cities  where  the  demographics 
bear  little  similarity  to  those  of  Oklahoma.  Nation- 
ally, a little  over  two-thirds  of  the  cases  were  related 
to  homosexual  activity  and  42%  of  total  cases  were 
from  minority  communities,  as  can  be  seen  in  Table 
1.  However,  of  the  382  diagnosed  AIDS  cases  reported 
to  the  Oklahoma  State  Health  Department  as  of  Au- 
gust 31,  1988,  some  84%  were  white,  homosexual  or 
bisexual  males  and  15%  are  from  the  minority  com- 
munity. 

As  many  persons  with  AIDS  (PWAs)  become  ill, 
they  return  to  their  families  of  origin  for  care  and 
support  in  their  final  months  of  life.  As  a result, 
PWAs  diagnosed  out  of  state  represent  17%  of  the 
total  AIDS  cases  in  Oklahoma.  When  PWAs  are  no 
longer  able  to  work,  they  often  lose  their  insurance 
coverage,  and  most  of  their  care  is  shifted  to  the  pub- 
lic sector  for  financing  or  may  go  totally  uncompen- 
sated. Therefore,  Oklahoma  and  hospitals  within  the 
state  assume  responsibility  for  these  patients  after 
they  have  depleted  their  private  funds  and  are  turn- 
ing to  public  assistance  for  medical  support. 


Oklahoma  Medical  Research  Foundation’s  Center  for 
Health  Policy  Research  (CHPR),  the  AIDS  Division 
of  the  Oklahoma  State  Department  of  Health,  and 
those  hospitals  which  voluntarily  participated  in  the 
study.  The  effort  was  endorsed  by  the  Oklahoma  Hos- 
pital Association. 

Sample 

The  study  sample  included  260  or  68%  of  the  382 
AIDS  cases  reported  in  Oklahoma  as  of  August  31, 
1988.  The  characteristics  of  the  sample  were  nearly 
identical  to  those  of  the  total  AIDS  population  in  the 
state.  Patients  diagnosed  out  of  state  comprised  17% 
of  the  reported  state  AIDS  cases  and  15%  of  the  study 
sample.  Eighty-three  percent  of  the  study  sample 
cases  were  homosexual  males  between  20  and  49 
years  of  age.  Seven  percent  of  the  sample  were 
women,  and  2%  were  pediatric  cases.  By  the  end  of 
the  6-year  study  period,  some  56%  (145)  of  the  per- 
sons in  the  sample  had  died  compared  to  72%  of  all 
persons  with  AIDS  in  Oklahoma  and  56%  of  all 
PWAs  in  the  US. 


Methodology 

At  the  time  of  the  study,  there  were  116  public  and 
private  community  hospitals  in  the  state  of  Okla- 
homa, 107  (92%)  of  which  voluntarily  participated  in 
the  study.  Of  these,  21  hospitals  actually  provided 
service  to  AIDS  patients  during  the  study  period,  and 
19  of  those  hospitals  provided  information  for  this 
study.  All  were  private  community  hospitals  except 
the  Oklahoma  Medical  Center  (OMC),  which  is  class- 
ified as  a public  teaching  hospital.  The  OMC  is  esti- 
mated to  have  provided  24%  of  all  hospital  inpatient 
admissions  of  AIDS  patients  during  the  study  period. 

Demographic  and  financial  information  was  col- 
lected on  all  patients  with  AIDS  who  had  one  or  more 
hospital  encounters  in  Oklahoma  between  January 
1,  1981,  and  August  31,  1988.  Information  was 
gathered  for  each  patient,  as  well  as  for  each  indi- 
vidual hospital  encounter  made  by  each  patient. 
Data  collection  began  in  the  summer  of  1988  and  con- 
cluded in  the  spring  of  1989. 

The  study  protocol  included  strict  measures  to 
maintain  patient  and  hospital  confidentiality  while 
at  the  same  time  assuring  access  to  source  records  of 
known  AIDS  patients  in  the  state.  All  input  forms 
were  blind-coded  for  both  hospital  and  patient.  Only 
limited  personnel  from  the  AIDS  Division  of  the 
Oklahoma  State  Department  of  Health  had  access  to 
the  codes. 

The  present  study  was  a cooperative  effort  by  the 


Definitions 

The  search  protocols  adhered  to  the  Centers  for  Dis- 
ease Control’s  (CDC)  approved  definition  of  AIDS  as 
modified  in  1985  and  1987.“  For  the  purpose  of  this 
study,  the  following  symptoms  were  used  as  AIDS  in- 
dicators (along  with  confirming  laboratory  and  other 
clinical  evidence)  and  were  included  in  the  hospital 
record  search  protocol: 


Candidiasis 
Cryptococcus 
Herpes  simplex 
Meningitis,  unspecified 
Pneumocystis  carinii 
pneumonia  (PCP) 
Toxoplasmosis 
Immunodeficiency 
Mycobacteria  (atypical) 


Pneumonia,  unspecified 
Positive  serological  or  viral 
culture  findings  for 
HTLV-II/LAV  (HIV) 
Cytomegalovirus 
Kaposi’s  sarcoma 
Non-Hodgkins  lymphoma 
Progressive  multifocal 


leukoencephalopathy 
HTLV-III/LAV  (HIV ) infection  with  specified  secondary  infections, 
maliginant  neoplasm,  specified  in  the  absence  of  secondary  infec- 
tions and  malignant  neoplasms,  or  other  HTLV-III/LAV  infections 


As  a result  of  the  study,  31  diagnosed  but  previ- 
ously unreported  cases  of  AIDS  were  identified.  This 
represented  an  underreporting  to  the  state  health  de- 
partment of  almost  8%,  even  though  reporting  is 
mandatory  for  this  disease.  Ninety-seven  percent  of 
these  previously  unreported  encounters  were  in  the 
two  major  metropolitan  areas  of  the  state,  Tulsa  and 
Oklahoma  City. 
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Table  2. 

Financial  Measures  by  Year  of  Service 
Pre-1984  through  8/31/88 

Pre-1984 

1984 

1985 

1986 

1987 

1988 

Total 

Per  Inpatient  Day 

t'li.irrie 

$.553 

$652 

$830 

$913 

$968 

$986 

$918 

Expense 

$387 

$456 

$581 

$639 

$678 

$690 

$642 

Paid 

$493 

$401 

$494 

$669 

$629 

$504 

$569 

tiain  (Loss) 

$106 

-$56 

-$87 

$30 

-$49 

-$I87 

-$73 

Per  Admission 

Cliarge 

$13,264 

$9,967 

$9,472 

$13,778 

$11,332 

$9,125 

$10,677 

Expense 

$9,285 

$6,977 

$6,631 

$9,645 

$7,932 

$6,388 

$7,474 

Paid 

$11,832 

$6,127 

$5,641 

$10,097 

$7,363 

$4,660 

$6,624 

Gain  (Loss) 

$2,547 

-$850 

-$989 

$452 

-$569 

-$1,728 

-$850 

Operating  Margin 

27% 

- 12% 

-15% 

5% 

-7% 

-27% 

- 1 1 % 

Collection  Rates 

Private  Insurance 

100% 

100% 

74% 

88% 

87% 

77% 

85% 

Medicaid 

58% 

54% 

56% 

47% 

42% 

51% 

49% 

Medicare 

na 

99% 

44% 

119% 

84% 

60% 

82% 

Self  Pay/Other 

9% 

22% 

41% 

63% 

42% 

20% 

34% 

Overall  Collection  Rate 

89% 

61  % 

60% 

73% 

65% 

51% 

62% 

Dll  = not  applicable 

Financial  Data 

Table  2 summarizes  the  financial  measures  per  inpa- 
tient day  and  per  admission,  and  the  collection  rates 
from  pre-1984  through  1988.  During  this  period  there 
were  an  estimated  1,009  inpatient  hospital  admis- 
sions for  a total  of  11,742  days  of  service,  and  an  aver- 
age length  of  stay  (LOS)  per  admission  of  11.6  days. 
The  average  cost  per  inpatient  day  was  $918  with  an 
average  charge  per  admission  of  $10,677.  Actual  hos- 
pital expense  was  estimated  to  be  70%  of  hospital 
charges,  or  $7,474  in  this  case.  The  overall  collection 
rate  for  inpatient  services  was  62%.  (Outpatient  and 
emergency  services  collection  rate  was  40%  for  an 
overall  collection  rate  of  60%).  The  net  loss  per  inpa- 
tient day  in  1987  was  $73  (as  compared  to  a loss  of 
$136  per  day  reported  nationally)  and  $850  per  inpa- 
tient admission.  The  1983-88  operating  margin  was 
a negative  11.4%,  indicating  that  payments  covered 
less  than  89%  of  estimated  inpatient  expenses. 

Economic  Trends  Over  Time 

The  charges  per  inpatient  day  rose  51%  from  $652  in 
1984  to  $986  in  1988.  However,  the  average  length  of 
stay  decreased  39%  from  15.3  days  in  1984  to  9.3  days 
in  1988.  As  a result,  the  charges  per  admission  rose 
from  $9,967  in  1984  to  a high  of  $13,778  in  1986,  then 
declined  to  a five-year  low  of  $9,125  in  1988.  The  en- 
hanced ability  of  health  care  professionals  to  treat 
the  disease  at  a lower  inpatient  cost  and  the  effects 


of  better  community  support  systems  and  outpatient 
treatments  contributed  to  this  decline. 

Cumulative  Collection  Rates 

Cumulative  collection  rates  can  be  calculated  in  two 
ways  using  either  the  amount  of  billed  charges  (ac- 
tual expenses  plus  profit)  or  the  amount  of  actual  ex- 
penses only.  It  is  estimated  that  hospital  care  (both 
inpatient  and  outpatient)  for  AIDS  patients  in  Okla- 
homa represented  $11.7  million  dollars  in  billed 
charges  during  the  study  period  pre-1984  through 
1988.  Of  this  amount,  an  estimated  $7.1  million  was 
collected,  for  a loss  of  $4.6  million  (billed  charges 
minus  payments)  representing  a collection  rate  of 
only  61%.  This  rate  will  increase  slightly  as  some  of 
the  pending  charges  are  eventually  paid.  However, 
when  using  estimated  expenses  only,  Oklahoma  hos- 
pitals lost  approximately  $820,000  dollars  (esti- 
mated expense  minus  payments)  on  AIDS  patients 
during  the  six  years,  representing  a collection  rate  of 
7%. 

Both  Medicare  and  private  insurance  paid  over 
80%  of  billed  charges;  while  Medicaid  paid  slightly 
less  than  half  (49%)  and  uninsured  patients  slightly 
over  a third  (34%).  Consequently,  the  hospitals  gen- 
erated a positive  operating  margin  for  the  elderly  and 
insured  patient,  and  suffered  a significant  loss  for  the 
Medicaid  and  uninsured  patient. 

The  hospital  operating  margin  (percent  of  actual 
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hospital  expenses  covered  by  payments)  for  AIDS  pa- 
tients was  — 14%  during  1983-88.  The  margin  for  in- 
patients was  — 11%,  and  the  margin  for  outpatients 
was  —42%.  As  care  is  shifted  from  inpatient  to  out- 
patient settings,  the  overall  cost  is  driven  down,  but 
profit  decreases  because  of  the  lower  margin  for  out- 
patient care.  As  a result,  operating  margins  will  in- 
crease due  to  improved  community  support  services 
or  better  drug  therapy  which,  while  increasing  life 
span,  may  cause  serious  side  effects  requiring  more 
inpatient  care. 

Lifetime  Costs 

Lifetime  costs  were  defined  as  the  inpatient  and  out- 
patient costs  incurred  by  those  patients  who  were 
diagnosed,  treated,  and  who  died  in  Oklahoma. 
Those  diagnosed  out  of  state  were  excluded  because 
the  expenses  incurred  in  hospitals  outside  of  Okla- 
homa were  not  available.  Of  the  145  deceased  pa- 
tients in  the  study,  124  fit  the  in-state  definition. 
These  124  PWAs  incurred  318  inpatient  visits  and 
331  outpatient  and  emergency  visits.  The  lifetime 
hospital  costs  from  diagnosis  to  death  were  estimated 
to  be  $31,544  per  patient.  Home  health  care,  physi- 
cian/clinic, prescription  drugs,  and  other  medical 
care  expenses  not  incurred  within  a hospital  were  not 
included  in  this  calculation. 

Conclusions 

The  lifetime  hospitalization  costs  for  AIDS  patients 
in  Oklahoma  of  $31,544  compares  to  recent  national 
studies  which  range  from  $27,571  (San  Francisco)  to 
$42,517  (Massachusetts).  The  hospitalization  costs 
for  AIDS  patients  will  vary  from  area  to  area,  depend- 
ing on  the  general  differences  in  cost  of  living  by  com- 
munity, the  demographic  and  social  characteristics  of 
the  population  affected,  and  the  extent  of  community 
programs  offering  alternatives  to  hospitalization.  In 
Oklahoma,  the  cost  of  living  is  relatively  low  com- 
pared to  the  larger  metropolitan  areas,  particularly 
those  areas  with  a higher  rate  of  patients  with  AIDS, 
such  as  New  York  City  and  San  FVancisco.  The  major- 
ity of  the  patient  population  in  Oklahoma  remains 
white,  middle-class,  homosexual  males,  a high  per- 
centage of  whom  were  relatively  healthy  before  con- 
tracting the  virus;  they  are  knowledgeable  about 
their  medical  options,  economically  stable,  and  had 
private  insurance  coverage  before  becoming  infected. 
This  contrasts  with  the  larger  urban  areas  where  the 
infected  population  contains  a high  percentage  of  IV- 
drug  users,  most  of  whom  are  living  in  poverty,  were 
unhealthy  before  becoming  infected,  have  no  insur- 


ance coverage,  and  had  little  or  no  access  to  medical 
care.  These  areas  of  high  infection  also  have  a much 
higher  percentage  of  infected  women  and  children 
whereas  women  and  children  represented  only  7% 
and  2%,  respectively,  of  the  Oklahoma  AIDS  popula- 
tion. At  this  time,  there  are  few  community  services 
for  PWAs  in  Oklahoma,  and  hospitalization  is  gener- 
ally the  only  alternative  available  to  a patient  who 
otherwise  might  be  able  to  stay  at  home  if  given  a 
minimal  amount  of  support. 

There  are  many  unpredictable  factors  which  will 
affect  costs  of  caring  for  AIDS  patients  in  the  future. 
These  factors  include  the  availability  and  cost  of  new 
drugs,  their  effectiveness  in  prolonging  life,  the  num- 
bers and  kinds  of  community  facilities  which  will  be 
made  available  to  help  prevent  hospitalization,  and 
the  effect  of  AIDS  education  programs  in  reducing 
risk-taking  behavior.  There  is  little  reason  to  believe 
that  the  profile  of  Oklahoma’s  AIDS  patients  will  not 
follow  the  national  pattern,  with  more  uninsured 
drug  abusers,  their  sexual  partners,  teenagers,  and 
children  becoming  infected.  This  demographic  shift, 
added  to  the  inadequate  supply  of  community  sup- 
port services  in  the  state,  will  increase  the  lifetime 
costs  of  hospitalized  AIDS  patients  in  Oklahoma  and 
the  need  for  those  costs  to  be  absorbed  by  public 
funds.  (J) 
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Commentary 


Changing  Attitudes  Toward  Women  Physicians 

Dala  R.  jarolim,  MD,  FACP 


The  first  meeting  of  the  Ad  Hoc  Committee  on 
Women  in  Medicine  of  the  Oklahoma  State  Med- 
ical Association  (OSMA)  was  held  in  September, 
1990.  OSMA  President  Perry  Lambird,  MD,  is  in- 
terested in  attracting  women  into  organized  medi- 
cine and  Committee  Chair  Rebecca  Tisdal  is  commit- 
ted to  accomplishing  that  goal. 

Oklahoma  female  physicians,  according  to  repre- 
sentatives at  the  meeting,  deal  with  three  main  prob- 
lems: 

Isolation.  Few  other  women  have  similar  educa- 
tion, work  responsibility,  and  time  demands;  there  is 
no  “good  old  boy”  network  for  women.  Female  physi- 
cian mentors  are  few  or  nonexistent  for  most.  In  this 
vein,  Donna  Brown,  MD,  and  I attended  Oklahoma 
Woman  ’90  on  October  26,  1990,  hosted  by  Senator 
Don  Nickles  and  the  Women’s  Educational  and 
Leadership  Forum,  whose  mission  was  to  stimulate 
the  personal  and  professional  attributes  of  a totally 
feminine  audience.  We  were  counseled,  confronted, 
and  cajoled  into  self-awareness,  self-esteem,  and  self- 
improvement.  I went  out  the  next  day  and  bought 
four  books  on  the  bibliography  and  reveled  in  my  de- 
termination to  change. 

Time  constraints  due  to  multiple  responsibilities 
(mother,  doctor,  wife)  are  known  in  the  literature  as 
role  strain.^  Regardless  of  the  nineties,  women  and 
women  physicians  still  have  to  plan  and  do  or  dele- 
gate family  meals,  household  finances  and  chores, 
child  care,  and  child  chauffeuring.  These  events  are 
no  respector  of  Mr  Smith’s  pre-infarction  angina,  Mrs 
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Jones’s  migraine  headache,  or  the  semiannual  re- 
quired hospital  staff  meeting  that  must  be  attended 
because  we  have  missed  the  last  one. 

Much  of  the  literature  and  also  the  residency  re- 
view committees  focus  on  the  woman  physician’s 
pregnancy,  a very  small  part  of  the  overall  scheme, 
but  the  most  obvious  sign  that  we  are  different  from 
men  physicians. ^ Maternal  leave  policy  needs  to  be 
established,  and  in  this  day  of  equality,  paternal 
leave  policy  as  well.  It  is  comforting  to  know  that  we 
women  can  work  at  least  70  hours  weekly  without 
harm  to  the  fetus. ^ Beyond  80  hours,  there  is  poten- 
tial harm  to  the  patient. Another  reassurance  is 
the  knowledge  that  statistically  we  will  not  die  pre- 
maturely because  of  our  profession.®  Thus,  pregnancy 
and  life  expectancy  have  been  addressed.  What  about 
the  time  in  between? 

It  has  been  reported  that  females  are  more  anx- 
ious and  guilty  about  parenting  than  males. Anx- 
ious? You  bet.  Because  if  we’re  doctoring  when  we 
should  be  mothering,  we  end  up  as  early  grand- 
mothers or  worse,  with  addicted  or  dysfunctional  chil- 
dren just  like  the  ones  we  care  for  in  the  system.  If 
we  are  mothering  when  we  should  be  doctoring,  pa- 
tients may  be  injured  or  neglected,  associates  may 
feel  abused,  and  we  do  feel  guilty. 

Anxious?  Yes.  It’s  the  second-year  medical  stu- 
dent syndrome  all  over  again  with  our  children  and 
loved  ones.  Male  physicians  may  discount  our  con- 
cerns and  try  to  reassure  us,  although  physicians  in 
general  tend  to  take  their  children  to  the  doctor 
late.“  As  an  oncologist,  when  my  child  had  petechiae, 

I anxiously  awaited  the  normal  CBC.  Others  of  my 
female  doctor  friends  haven’t  been  so  lucky.  The  “flu” 
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was  really  toxic  shock,  the  child  with  “asthma”  really 
had  a fatal  pulmonary  embolus,  the  “functional 
bowel”  was  really  mesenteric  vasculitis  in  one  and  an 
ectopic  pregnancy  in  another.  We  try  so  hard  to  be 
nonhysterical  in  order  to  be  accepted  that  we  doubt 
our  own  intuition;  if  the  outcome  is  bad  we  feel  guilty. 

Acceptance  leads  to  the  third  main  issue:  Dis- 
crimination. As  female  physicians  in  increasing 
numbers,  we  have  been  in  the  process  of  assimilation 
as  with  any  other  minority.  We  moved  from  “the  test 
case”  to  the  “exceptional  minority”  and  are  approach- 
ing the  “new  minority”  where  the  numbers  approach 
half  of  the  total  group  and  intra-minority  differences 
are  greater  than  differences  between  minority  and 
majority.'  The  latter  leads  to  decreased  prejudice. 

Female  stereotypes  include  the  following: 

1.  The  Helper  — a good  listener,  “gopher,”  and 
coffee  maker" 

2.  The  Sex  Object  — ultrafeminine,  not  taken 
seriously" 

3.  The  Mascot  or  Cheerleader  — young,  lively, 
and  enthusiastic,  they  always  make  the  men 
around  them  feel  better" 

4.  The  Militant  — rebellious  against  the  pre- 
judice" 

5.  One  of  the  Boys  — looks,  works,  and  acts  like 
one  of  the  group'^-"' 

6.  The  Sexless  Woman  — denounces  all  differ- 
ences between  masculine  and  feminine  per- 
spectives''' 

7.  The  Mother  — a caretaker  who  cooks,  cleans, 
listens  to,  and  cares  for  the  men' 

Subtle  discrimination  often  occurs  unconsciously. 
The  well-intentioned,  but  discounting,  “honey,” 
“sweetheart,”  or  “kid”  is  not  applied  to  male  physi- 
cians. The  “doctors’”  lounge  and  the  “nurses’”  lounge 
problems  still  exist.  Telephones  may  be  located  in  the 
men’s  room  where  a bank  of  mirrors  is  in  the  same 
area  of  the  ladies’  room.  The  “you’re  too”  statements 
(young,  pretty,  little  . . . to  be  a doctor)  imply  that 
there’s  a “right”  kind  of  physical  form  or  age  in  order 
to  be  a doctor.  These  statements  come  from  physi- 
cians, patients,  nurses,  and  the  general  public,  and 
they  aren’t  limited  to  men.  Whereas  the  prejudice 
may  be  simply  annoying,  occasionally  it  interferes 
with  patient  care  if  it  engenders  patients’  lack  of  con- 
fidence, the  refusal  of  physician  exams,  or  the  de- 
manding of  exclusively  male  attention. 

That  attitudes  are  slow  to  change  is  evidenced  in 
a February  13,  1975,  New  England  Journal  of 
Medicine  article  addressing  myths  and  mirths  on 
women  in  medicine.'®  It  could  have  been  written 


today.  For  reference,  that  same  week’s  issue  described 
the  damaging  effects  of  prenatal  DES  on  the  fetus 
and  the  use  of  urinary  amylase  to  diagnose  pan- 
creatitis, very  “old”  medical  information,  and  a con- 
spicuous absence  of  the  cost  issues  that  are  omni- 
present today. 

Attitudes  have  not  yet  caught  up  to  the  changing 
demographics  of  the  medical  profession.  While  more 
women  are  entering  medicine,  the  number  of  white 
and  black  male  applicants  to  medical  school  has  drop- 
ped precipitously  since  the  early  seventies.'®  With 
continued  pressure  toward  cost  containment  and 
salaried  practice  arrangements,  more  women  willing 
to  work  for  less  money,  more  women  in  the  physician 
workplace,  and  at  least  academic  female  physicians 
being  satisfied  with  their  choices  to  combine  mother- 
hood and  career, it  would  seem  that  change  is  inevit- 
able. Support  of  women  by  women  and  cooperation 
between  the  sexes  is  necessary  to  ease  the  stress  and 
allow  energy  to  be  focused  on  our  common  mission, 
the  provision  of  excellent,  compassionate  care  to  our 
patients.  IJ 
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CARDIOVASCULAR  AND  THORACIC  SURGERY  ASSOCIATES 

The  Cardiac  Surgeons  of  Oklahoma  City,  Inc. 

Professional  Staff 

1 William  D.  Hawley,  MD 

1 James  M.  Hartsuck,  MD 

1 Scott  K.  Lucas,  MD 

R.  Darryl  Fisher,  MD 

Marvin  D.  Peyton,  MD 

1 Diplomates  of 

1 American  Board  of  Surgery 

1 American  Board  of  Thoracic  and 

1 Cardiovascular  Surgery 

Specializing  in 

Cardiac,  Vascular 
and  Thoracic  Surgery 

I Office  Hours  8:30  a.m.  to  5:00  p.m. 

1 Monday  through  Friday 

1 With  24  Hour  Consultation  and  Referral 

1 -800-522-6755 

(405)  946-0900 

OFFICES 

3433  N.W.  56TH,  SUITE  660 

1044  S.W.  44TH,  SUITE  520 

OKC,  OK  73112 

OKC,  OK  73109 
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News 


In  Lawton 

Comanche-Cotton-Tillman  society  has  first  legislative  reception 


More  than  75  physicians  and  their  spouses  were  in 
attendance  at  the  First  Annual  Comanche-Cotton- 
Tillman  County  Medical  Society  Legislative  Recep- 
tion held  January  22  in  Lawton. 

The  reception  was  designed  to  give  physicians  the 
opportunity  to  meet  and  talk  with  each  of  their  legis- 
lators. Lawmakers  attending  were  Senator  Paul 
Taliaferro,  Senator  Roy  B.  “Butch”  Hooper,  and  Rep- 
resentatives Loyd  L.  Benson  and  James  R.  Maddox. 

The  evening  was  coordinated  by  County  Society 
Executive  Secretary  Jayne  Van  Wey.  Officers  of  the  so- 
ciety, President  Joseph  J.  Young,  MD;  incoming  Pres- 
ident John  N.  Carter,  MD;  Vice-President  Rosemary 
Bellino,  MD;  and  Treasurer  David  W.  Hays,  MD,  were 
extremely  pleased  with  the  support  given  the  event. 

Richard  J.  Boatsman,  MD,  chairman  of  the  Okla- 


homa State  Medical  Association  (OSMA)  Council  on 
Governmental  Activities;  Larry  L.  Long,  MD,  chair- 
man of  the  OSMA  Council  on  State  Legislation  and 
Regulation;  and  OSMA  staff  members  Robert  W. 
Baker,  Lyle  R.  Kelsey,  and  Claudia  Kamas  rep- 
resented the  state  organization. 

OSMA  leaders  commended  the  Comanche-Cotton- 
Tillman  County  Medical  Society  for  taking  the  time 
to  become  politically  involved.  Efforts  such  as  these 
strengthen  the  OSMA’s  legislative  program.  Baker 
said,  and  he  urges  other  county  societies  to  join  in  the 
effort. 

OSMA  officers  and  staff  are  available  to  assist 
county  societies  with  their  programs  and  meetings. 
For  additional  information,  call  the  OSMA  at  1-800- 
522-9452  or  (405)  843-9571.  1 


Health  of  patients  paramount 

AMA  issues  statement  regarding  ethics,  HIV-infected  doctors 


In  January,  the  American  Medical  Association  is- 
sued a statement  about  the  ethics  of  physicians  in- 
fected with  the  human  immunodeficiency  virus 
(HIV).  The  statement  came  in  response  to  a Centers 
for  Disease  Control  (CDC)  report  on  three  dental  pa- 
tients who  apparently  contracted  HIV  from  their  den- 
tist. 

Released  January  17,  the  statement  read  as  fol- 
lows: 

“Physicians  who  are  HIV  positive  have  an  ethical  obligation  not 
to  engage  in  any  professional  activity  which  has  an  identifiable 
risk  of  transmission  of  the  infection  to  the  patient.  (See  Report 
AMA  Council  on  Ethical  and  Judicial  Affairs,  Ethical  Issues  In- 
volved in  the  Growing  AIDS  Crisis,  Dec  1987;  reprinted  JAMA, 
1988,  Vol  259,  pp  1360-61.)  Many  patients  have  been  treated  by 
HIV-infected  physicians  and  there  have  been  no  documented  cases 
of  transmission  from  physician  to  patient. 

However,  the  recent  cases  of  possible  dentist-to-patient  trans- 
mission have  caused  some  uncertainty  about  the  risk  of  transmis- 
sion from  physicians  to  patients  under  certain  circumstances.  In 
cases  of  uncertainty  about  risks  to  patient  health,  the  medical  pro- 
fession, as  a matter  of  medical  ethics,  should  err  on  the  side  of  pro- 


tecting patients.  The  health  of  patients  must  always  be  the 
paramount  concern  of  physicians.  Consequently,  until  the  uncer- 
tainty about  transmission  is  resolved,  the  American  Medical  As- 
sociation believes  that  HIV-infected  physicians  should  not  perform 
invasive  procedures  which  pose  an  identifiable  risk  of  transmis- 
sion or  should  disclose  their  sero-positive  status  prior  to  perform- 
ing the  procedure  and  proceed  only  if  there  is  informed  consent. 
As  a corollary,  physicians  who  are  at  risk  of  acquiring  HIV  infec- 
tion, and  who  perform  such  invasive  procedures,  should  periodi- 
cally determine  their  HIV  status. 

Some  invasive  procedures  pose  no  identifiable  risk  of  transmis- 
sion, eg,  a bronchoscopy.  Others,  such  as  surgical  procedures,  can- 
not, with  the  same  conclusiveness,  be  said  at  this  time  to  pose  no 
identifiable  risk  of  transmission  given  the  current  analysis  of  the 
Centers  for  Disease  Control  regarding  three  patients  of  a Florida 
dentist. 

The  American  Medical  Association  further  believes  that  physi- 
cians who  are  HIV  positive  and  who  must  restrict  their  normal  pro- 
fessional activities  have  a right  to  continue  their  career  in 
medicine  in  a capacity  that  poses  no  identifiable  risk  to  their  pa- 
tients. The  American  Medical  Association  pledges  its  support  and 
protection  of  these  physicians  and  believes  the  profession  and  the 
public  have  an  obligation  to  ensure  that  they  continue  to  be  pro- 
ductive as  long  as  they  practice  medicine  safely  and  responsibly. 

IJ 
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For  USP  data  base 


Dr  Patrick  A.  McKee  to  serve  on  national  drug  advisory  panel 


Patrick  A.  McKee,  MD,  chairman  of  the  Department 
of  Medicine  at  the  University  of  Oklahoma  Health 
Sciences  Center  in  Oklahoma  City,  has  been  ap- 
pointed to  a new  national  advisory  panel  of  experts 
in  the  field  of  cardiovascular  and  renal  drugs. 

Dr  McKee  joins  20  others  on  the  Cardiovascular 
and  Renal  Drugs  Advisory  Panel  named  by  the 
United  States  Pharmacopeial  Convention,  Inc. 
(USP).  The  panel,  which  will  serve  through  1995,  will 
work  with  drug  infomiation  development  programs. 

The  panel  will  help  determine  the  content  of  the 
USP  drug  information  data  base,  which  is  developed 
by  a national  consensus-generating  system  that  pro- 
vides an  unbiased  forum  for  consideration  of  the 
views  of  all  interested  parties,  with  the  final  deci- 
sions being  made  by  the  experts  serving  on  the  USP 
Committee  of  Revision  and  its  advisory  panels. 

The  information  in  the  USP  data  information 
base  is  being  widely  used  by  the  medical  and  phar- 


maceutical communities  for  purposes  such  as  deter- 
mining the  medical  acceptability  of  unlabeled  (or  off- 
label)  uses  of  medications,  defining  drug  utilization 
review  parameters,  and  deteiTnining  what  patients 
should  know  about  medications  to  help  ensure  safe 
and  effective  use. 

Dr  McKee,  George  Lynn  Cross  Research  Professor 
in  the  OU  College  of  Medicine,  is  the  only  Oklaho- 
man named  to  the  panel.  He  is  the  scientific  director 
of  the  Saint  Francis  Hospital  of  Tulsa  Medical  Re- 
search Institute  at  the  OU  Health  Sciences  Center 
and  also  is  the  principal  investigator  of  the  Okla- 
homa Center  of  Molecular  Medicine. 

The  USP  was  established  in  1820.  It  is  an  inde- 
pendent, nongovernmental,  nonprofit  organization 
that  is  composed  of  delegates  from  academia,  indus- 
tiy,  government,  and  state  and  national  associations 
concerned  with  medicines.  The  USP  sets  the  legally 
enforceable  standards  for  drugs  in  the  United  States. 


OKLAHOMA  CARDIOVASCULAR  SURGEONS 

Allen  E.  Greer,  John  S.  Chaffin,  M.D.*’*’ 

David  W.  Vanhooser,  M.D.* 


^Diplomates  American  Board  of  Thoracic  and  Cardiovascular  Surgery 
*Diplomates  American  Board  of  Surgery 


Office  Hours:  9:00  a.m.  to  5:00  p.m. 

Monday  thru  Friday 


3400  N.W.  Expressway,  Suite  800 
Oklahoma  City,  Oklahoma  73112 


(405)  945-4278 


1-800-522-6525 
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Black-tie  gala 

Evening  of  Excellence  honorees 
include  Dr  Robert  G.  Tompkins 

Cardiologist  Robert  G.  Tompkins,  MD,  Tulsa,  was  in 
the  limelight  January  31  as  he  received  the  Dean’s 
Award  for  Distinguished  Medical  Service  at  the 
seventh  annual  Evening  of  Excellence  banquet. 

Held  at  the  Marriott  Hotel  in  Oklahoma  City,  the 
black-tie  event  was  hosted  by  the  University  of  Okla- 
homa College  of  Medicine  Alumni  Association. 

Each  year  the  banquet  honors  Oklahoma’s  leaders 
— one  in  medicine  and  one  in  business,  and  a state 
institution  — and  is  a joint  venture  of  the  OU  Health 
Sciences  Center  and  the  state’s  business  and  indus- 
trial community.  This  year  some  840  guests  attended. 

Dr  Tompkins  is  vice-president  of  the  W.K.  Warren 
Medical  Research  Center  and  executive  director  of 
the  Laureate  Psychiatric  Research  Institute,  both  in 
Tulsa. 

He  has  served  on  the  faculty  of  OU’s  College  of 
Medicine  since  1969  and  was  medical  director  of  St 
Francis  Hospital,  Tulsa,  from  1968  to  1987. 
Dr  Tompkins  was  president  of  the  Tulsa  Medical  Edu- 
cation Foundation  from  1981  to  1983,  and  was  an 
editor  of  the  OSMA  Journal  from  1968  to  1987. 

Physicians  previously  honored  at  the  Evening  of 
Excellence  are  G.  Rainey  Williams,  MD,  1990;  Tullos 
O.  Coston,  MD,  1989,  George  S.  Bozalis,  MD,  1988; 
Gerald  Rogers,  MD,  1987;  George  Garrison,  MD, 
1986;  and  Don  O’Donoghue,  MD,  1985. 

The  Evening  of  Excellence  banquet  raises  money 
for  research  at  the  University  of  Oklahoma’s  medical 
school.  In  its  seven  years  the  event  has  brought  in  a 
total  of  $505,000,  say  alumni  association  officials. 

05 


Deaths 

Forrest  William  Olson,  MD 
1923  - 1991 

Forrest  W.  Olson,  MD,  a general  practitioner  in  Okla- 
homa City,  died  January  30,  1991.  Dr  Olson  was  born 
in  Akron,  Iowa,  and  graduated  from  tbe  University 
of  Oklahoma  School  of  Medicine  in  1948.  He  served 
on  active  duty  with  the  US  Navy  from  1950  to  1952. 


We 

Understand 

Commitment 

We  understand  your  personal  commitment 
to  offer  the  best  medical  care  available  to 
those  you  serve.  Many  long  years  of  prepa- 
ration, education,  working  hours  and 
attentiveness  have  been  invested,  so  you 
deserve  to  be  served  by  folks  who  make  the 
same  professional  commitments  in  their 
field  as  you  in  your  own. 

Financial  planning  is  now  more  important 
than  ever.  With  government  regulations, 
insurance  costs  and  controls,  and  general 
expenses  changing  every  day,  you  need  a 
stable  financial  institution  with  a solid 
commitment  to  the  medical  industry. 

Whether  you  are  starting  your  practice, 
expanding  it,  buying  ecjuipment  or  a home 
or  considering  any  other  financial  action, 
our  commitment  is  to  present  to  you  a 
package  of  financial  alternatives. 

We  are  anxious  to  discuss  your  commit- 
ment and  we'll  tell  you  ours.  We  serve 
Oklahoma  Medical  Professionals. 


Sixth  & Main  Streets 
Stillwater,  C')K 
(405)372-2230 

6305  Waterford  Blvd., 
Suite  305 

Oklahoma  City,  OK 
(405)840-9333 

2131  E.  61st,  Suite  250 
Tulsa,  OK 
(918)742-8076 

Stillwater  National  Bank 
and  Trust  Company 

Member  FDIC 
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From  the  OSDH 


Oklahoma  State  Department  of  Health 

Screening  checks  newborns  for  galactosemia^  hemoglobinopathy 


The  Oklahoma  State  Department  of 
W 0 Health  (OSDH)  has  recognized  that 

^ ■ hemoglobinopathies  (including 

Bp  I sickle  cell  disease)  and  galactosemia 

are  significant  public  health  con- 
cerns. Based  on  data  compiled  by 
states  screening  all  infants  for  these  disorders, 
hemoglobinopathies  occur  once  in  every  2,500  live 
births  with  sickle  cell  disease  occurring  once  in  every 
3,333  live  births.  Galactosemia  occurs  once  in  every 
40,000  live  births,  with  galactosemia/duarte  com- 
pound occurring  once  in  3,000  live  births.  According 
to  these  figures,  Oklahoma  can  expect  16  children  to 
be  born  with  sickle  cell  diseases,  1 child  bom  with 
galactosemia,  and  16  children  bom  with  galactosemia/ 
duarte  compound  disease  each  year. 

Early  recognition  and  treatment  of  infants  with 
sickle  cell  disease  with  penicillin  prophylaxis  can 
prevent  life-threatening  septicemia.  Prior  to  use  of 


penicillin  prophylaxis,  up  to  30%  of  infants  with 
sickle  cell  anemia  died  of  septicemia.  Recognizing 
that  hemoglobinopathies  and  sickle  cell  diseases 
have  been  reported  in  all  racial  and  ethnic  groups,  a 
National  Institutes  of  Health  Consensus  Conference 
in  1987  recommended  that  all  infants  regardless  of 
racial  or  ethnic  group  be  screened.  Thirty-seven 
states  now  screen  for  hemoglobinopathies. 

Early  recognition  and  treatment  of  galactosemia 
is  effective  in  preventing  mental  retardation,  morbid- 
ity, and  death  in  affected  infants.  Newborn  screening 
for  galactosemia  has  become  a national  standard 
with  80%  of  all  states  screening  for  this  disorder. 

In  1990,  the  OSDH  Newborn  Metabolic  Disorder 
Screening  Program  piloted  a screening  program  for 
hemoglobinopathies  and  galactosemia.  Approxi- 
mately 6,000  infants  were  screened  through  this  pilot 
program.  Six  affected  infants  were  identified  and 
treated  through  this  program:  one  with  sickle  cell  dis- 


RONALD  H.  WHITE,  M.D. 

“W” 

ANNOUNCES  THE  RELOCATION  OF  HIS 

OFFICE  FOR  THE  PRACTICE  OF  DIAGNOSTIC 

AND  INTERVENTIONAL  CARDIOLOGY. 

CARDIOLOGY,  INC. 

3400  NORTHWEST  EXPRESSWAY  / SUITE  210 

OKLAHOMA  CITY,  OKLAHOMA  73112 

OFFICE  HOURS  BY  APPOINTMENT 

PHONE  (405)  945-4252 
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ease,  two  with  SC  disease,  one  with  homozygous  C 
disease,  and  two  with  galactosemia/duarte  com- 
pound disease.  The  identification  of  these  infants  was 
persuasive  evidence  for  a statewide  screening  pro- 
gram. 

In  January  1991,  OSDH  made  screening  for  galac- 
tosemia and  hemoglobinopathies  available  to  all 
newborns  in  the  state  as  an  addition  to  newborn 
screening  testing  for  phenylketonuria  and  hypothy- 
roidism. Procedures  for  collecting  newborn  metabolic 
disorder  specimens  and  follow-up  will  remain  the 
same  as  the  current  procedures  for  phenylketonuria 
and  hypothyroidism  except  for  two  important 
changes.  The  new  Newborn  Screening  Form  Kits  in- 
clude additional  patient  information  that  must  be 
completed  to  provide  accurate  and  timely  reporting 
of  test  results.  The  new  kits  also  have  five  filter  paper 
spots  that  must  be  saturated  on  all  specimens. 

New  patient  education  brochures  entitled  “Pro- 
tect Your  Newborn  Baby  from  Hidden  Disease”  de- 
scribe all  four  disorders  and  are  available  through 
OSDH  Films  and  Publications,  (405)  271-5188.  Any 
questions  regarding  laboratory  procedures  may  be  di- 
rected to  Jerry  Kudlac,  MS,  (405)  271-5070.  If  you 
have  questions  regarding  follow-up,  please  call  Shari 
Kinney,  RN,  MS,  Maternal  and  Child  Health  Ser- 
vices, (405)  271-6617.  (J 


Reaction  Time 

Understanding  doctor's  psyche 
difficult  for  MD  and  patient 

To  the  Editor:  Your  editorial  of  January  1991,  “Mir- 
ror, Mirror  on  the  Wall”  is  a magnificent  explanation 
of  the  physicians’  perceived  “arrogance.” 

Many  of  us  have  labored  long  and  hard  to  describe 
this  elusive  personality  phenomenon  that  most 
physicians  possess. 

It  is  unfortunate,  though  understandable,  that 
the  general  public  and  our  patients  will  never  fully 
comprehend  this  personality  trait  especially  since  we 
ourselves  have  such  difficulty. 

— M.  Joe  Crosthwait,  MD 
Oklahoma  City 

(continued) 


In  Memoriam 

1990 

Alpha  Louis  Johnson,  MD 

February  3 

Marshall  W.  Opper,  MD 

February  12 

Vincel  Sundgren,  MD 

March  1 

Glen  Smith  Kreger,  MD 

March  25 

Martin  James  Fitzpatrick,  MD 

March  27 

David  Charles  Lowry,  MD 

March  30 

Milam  Felix  McKinney,  MD 

April  2 

Robert  Alan  Johnston,  MD 

April  9 

Hervey  Adolph  Foerster,  MD 

April  15 

Paul  E.  Kaldahl,  MD 

May  4 

Homer  Vincent  Archer,  MD 

May  8 

Sterling  Thomas  Crawford,  MD 

June  2 

Ray  Maxwell  Wadsworth,  MD 

June  11 

John  Howard  Baker,  Jr.,  MD 

June  13 

David  Sprouse  Dycus,  MD 

June  28 

Paul  Olden  Shackleford,  MD 

July  27 

David  Shapiro,  MD 

August  11 

Doyle  L.  Patton,  MD 

August  12 

Edward  McLain  Thorp,  MD 

August  16 

Murlin  Knight  Braly,  MD 

August  18 

Claude  Elbert  Lively,  MD 

August  19 

Robert  Eldon  Dillman,  MD 

August  29 

Howard  Louis  Puckett,  MD 

September  1 

Raymond  Emison  Daily,  MD 

September  3 

Thomas  E.  Slimp,  MD 

September  4 

Bert  E.  Mulvey,  MD 

October  12 

Carson  Leroy  Oglesbee,  MD 

October  23 

George  Leroy  Goodman,  MD 

October  26 

Everette  Ellis  Cooke,  MD 

November  19 

Stephen  Seth  Fitter,  MD 

December  1 

Francis  Elmo  Smith,  MD 

December  20 

George  Richard  Russell,  MD 

December  24 

Gregg  Laurence  Williams,  MD 

December  29 

1991 

Milton  Louis  Berg,  MD 

January  7 

Frank  Eugene  Darrow,  MD 

January  8 

Forrest  William  Olson,  MD 

January  30 

OSMA  Physician 

Rccc>vcr>  Program 

(405)  360-4535 
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RtACTIO\  TIM£ 


Lyme  disease  now  reportable  in 
Oklahoma^  letter  reminds  MDs 

To  the  Editor:  We  would  like  to  recognize  and  thank 
all  Oklahoma  physicians  who  have  reported  Lyme 
disease  cases  to  the  General  Communicable  Diseases 
Division  of  the  Oklahoma  State  Department  of 
Health.  We  also  want  to  express  our  appreciation  to 
those  who  called  to  discuss  cases  and  the  issues  sur- 
rounding Lyme  disease  in  Oklahoma. 

Lyme  disease  became  a reportable  disease  by  law 
in  Oklahoma  on  December  20,  1990.  The  importance 
of  accurately  monitoring  trends  in  occurrence  of 
Lyme  disease  over  time  is  one  reason  for  requiring 
prompt  reporting  of  cases.  Information  such  as  clini- 
cal, demographic,  treatment,  and  exposure  data  is  re- 
quested from  clinicians  treating  patients  with  Lyme 
disease  so  that  the  Oklahoma  State  Department  of 
Health  can  assist  researchers  in  determining  the  vec- 
tor(s)  of  disease  transmission  in  Oklahoma.  Cur- 
rently, we  do  not  understand  the  ecology  of  Borrelia 
burgdorferi  in  Oklahoma;  this  and  other  basic  knowl- 


edge are  needed  in  order  to  plan  intervention  and  pre- 
vention strategies. 

Lyme  disease,  because  of  its  complex  clinical  pic- 
ture and  relative  infrequent  occurrence  in  Okla- 
homa, tends  to  be  both  under-  and  overdiagnosed. 
However,  through  more  accurate  descriptions  of  the 
epidemiology  of  Lyme  disease,  we  will  improve  our 
ability  to  diagnose  it  while  reducing  underreporting. 

In  conclusion,  we  would  like  to  reiterate  the  im- 
portance of  prompt  reporting  of  suspected  Lyme  dis- 
ease cases  in  Oklahoma,  as  now  required  by  law. 

— Scott  J.N.  McNabb,  PhD 
— Mark  M.  Huycke,  MD 
— Kathy  L.  Reiner,  MPH 
Oklahoma  State  Department  of  Health 

Oklahoma  City 


ASSOCIATES  IN  CARDIOVASCULAR  AND  THORACIC  SURGERY 

James  E.  Cheatham,  Jr.,  M.D.*  Paul  J.  Kanaly,  M.D.* 

Kyle  W.  Toal,  M.D. 

3433  N.W.  56th  #540 
Oklahoma  City,  OK  73112 
(405)  945-4455 

Diplomates  of  the  American  Board  of  Thoracic  Surgery 
* Fellows  of  the  American  College  of  Surgeons 

24  Hour  Consultation  and  Referral 

Cardiac  Surgery  * Vascular  Surgery  * Thoracic  Surgery 


126 


/ Okla  State  Med  Assoc,  Vol  84,  March  1991 


Classifieds 

CMassitied  ada  art*  $25  each  up  U)  50  wordw,  plus  50  cents  for  each  additional  word  A 
word  is  one  or  mon*  chanicters  Iniunded  by  spaces.  Box  nuinbei's  will  be  assigned  upon 
n*quest  and  add  (i  words  to  the  total  Ads  will  not  be  accepted  on  the  telephone 

All  ads  must  be  prt'paid  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northwest 
Kxpri*ssway.  Oklahoma  City,  OK  73118  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


Southeastern  Texas:  P\ill-time  and  part-time  emergency  de- 
partment and  ambulatory  care  positions  available  in  the  Houston/ 
Beaumont  areas,  Position(s)  offer  flexible  scheduling,  competitive 
compensation  package  including  malpractice  insurance.  Contact: 
Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Room  54, 
Traverse  City,  Ml  49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 


Emergency  Medicine  — Full-time  Emergency  Department 

Physician  is  sought  by  Shawnee  Medical  Center  Hospital.  Moder- 
ate census  ( 13  to  14,000);  12-hour  shifts;  salary  and  benefits  depen- 
dent on  eperience;  ACLS  required;  Liability  insurance  paid.  Con- 
tact Dr.  Loeffler  or  Dr.  Thomas  at  405-273-3093  for  further  infor- 
mation. 


LaJunta,  Colorado:  Seeking  full-time  and  part-time  emer- 
gency physicians  for  low  volume  emergency  department.  Excellent 
compensation,  paid  malpractice  insurance,  and  optional  benefit 
program.  Primary  care  experience  and  ACLS  certification  re- 
quired. Contact:  Emergency  Consultants,  Inc.,  2240  South  Airport 
Road,  Room  54,  Traverse  City,  MI  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 

Enid,  OK.  Enid  State  School  for  the  Mentally  Retarded  has 

a full-time  position  for  a Physician  II.  The  Physician  will  provide 
comprehensive  medical  services  to  clients  with  mental  retarda- 
tion, physical  disabilities,  and  mental  illness.  Medical  degree  and 
full  licensure  required.  Experience  with  developmentally  disabled 
and/or  mentally  ill  is  preferred.  Salary  negotiable.  For  more  infor- 
mation contact;  ENID  STATE  SCHOOL,  2600  EAST  WILLOW, 
ENID,  OK  73701-8715,  405/237-1027  ext.  461. 


Liberty,  Texas:  Seeking  full-time  and  part-time  physicians 

for  a low  volume  emergency  department.  Position!  s)  offer  flexible 
scheduling,  competitive  compensation  package  including  malprac- 
tice insurance.  Contact:  Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Rd.,  Room  54,  Traverse  City,  MI  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 


Opportunity  for  a Family  Practice  Physician  for  a beautiful 

rural  Western  Oklahoma  community  (Erick,  Oklahoma)  where 
hunting  is  excellent  and  where  fishing  is  nearby.  Excellent  farm- 
ing and  ranching.  Opportunity  for  recent  graduate  or  for  a physi- 
cian who  wants  to  get  out  of  the  fast  lane.  Contact  Marilyn  Bryan, 
Admin.  Asst.,  405-225-2511,  P.O.  Box  2339,  Elk  City,  OK  73648. 


Other 


Ada  urgent  care  center  for  sale.  Grossed  275  K last  year,  90% 

cash  business,  no  welfare,  5%  Medicare.  Available  immediately. 
Call  612-474-6187  evenings. 


Estate  Planning  for  Physicians:  Minimize  Estate  Taxes, 
Avoid  Probate  and  Guardianship  With  Living  TVusts,  Wills,  Dur- 
able Powers  of  Attorney,  and  Living  Wills.  Contact  Clifford  J.  Blair, 
11,  Attorney  at  Law,  Steve  Coleman  & Associates,  (405)  677-2407, 
3904  East  Reno,  Oklahoma  City,  OK  73117. 


For  sale  16  acres  of  choice  Broken  Arrow  land  for  residential 

development.  The  land  price  is  $4,000.00  per  acre.  Will  accept 
terms  or  subdivide.  For  details  call:  1-918-739-0753  (days)  or  1-918- 
743-0735  (nights). 


YOCON’ 

YOHIMBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwoltia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon » is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  In- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  '^  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ''  ■3  '*  1 tablet  (5,4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. ^ 

How  Supplied:  Oral  tablets  of  Yocon 1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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2.  Goodman,  Gilman  — The  Pharmacological  basis 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 
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■there  may  be  bronchitis 


"Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
Immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36:133-140 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


Pulvules"' 
250  rng 


Brief  Snfflmaiy. 

Consult  H»  parage  literature  for  prescrttrlng  Intormatioo. 
Indication:  Lower  respifatorv  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemophilus  inttuemae,  and  Streptococcus  pyogenes 
{group  A p-hemolytic  streptococci). 

Contraindication:  Known  allergy  to  cephalosporins 
Warnings;  CECLOfl  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS, 
PENICILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CflOSS-ALLERGENlCITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered in  difterentiat  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclot  In  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old,  Ceclor  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include: 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patiems.  Cases 
of  serum-sickness-like  reactions  have  been  reported 
with  the  use  of  Cector.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  Infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sickness-like 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor,  Such  reactions  have  been 
reported  more  frequently  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy:  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis. 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colibs  may  appear 
either  during  or  after  antibiotic  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins, transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinophilla,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

Atoormalities  in  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  in  hepatic  enzymes. 

•Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  test, 

• False-positive  tests  for  urinary  glucose  with  Benedict's 
or  Fehling’s  solution  and  Clinitesf*  tablets  but  not  with 
Tes-Tape^  (glucose  enzymatic  test  strip,  Lilly). 

PA  8791  AMP  [021490LRI1 

Additional  information  available  to  the  profession 
on  reguest  from  Ell  Lilly  and  Company,  Indianapolis, 
Indiana  46285. 

Eli  Lilly  Industries,  Inc 
Carolina,  Puerto  Rico  00630 
A Subsidiary  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 

CR-0525-B-049333  © 1990.  EU  UaY  AND  COMPANY 


Selling  or  Buying  a Practice? 

Practice  evaluation 

Practice  brokerage 

Roger  Harrison 

3750  West  Main,  Suite  AA,  Norman,  OK  73072 

Office  (405)  360-9238  Home  (405)  329-2423 

A group  of  laboratories 
affiliated  to  better  serve 
the  medical  profession. 



FOR  LEASE 

DOCTORS  OEEICE  SPACE 

Beautifully  decorated 

1000-2000  sq.  ft. 

Close  to  Bethany  Hospital 

N.W.  14th  & Rockwell 

Call  Dr.  S.  Sandy  Sanhar 

(405)  848-5325  or  (405)  787-9185 

Arts  Lab”" 

SOUTHERN  OKLAHOMA 
PATHOLOGY  ASSOCIATES,  INC. 

Ada,  Oklahoma 

MEDICAL  ARTS  LABORATORY 

Oklahoma  City,  Oklahoma 

FAIRVIEW  PATHOLOGY 
CONSULTANTS,  INC. 

Ponca  City,  Oklahoma 

PATHOLOGY  ASSOCIATES 

HELP  PATIENTS  AVOID  PRESCRIPTION  CONFUSION! 

OF  LAWTON 

USE 

Lawton,  Oklahoma 

IDENTI-MED® 

SOUTHEASTERN  MEDICAL 

AN  AID  TO  BEHER  PATIENT  MANAGEMENT 

LABORATORIES,  INC. 

Rx  labels  you  can  see  and  feel!!  Designed  tor  the  "special  patient" 

McAlester,  Oklahoma 

(blindness,  illiteracy,  age,  etc.)  or  the  patient  on  multiple  Rx, 

such  as  cardiac,  dialysis,  or  diabetes. 

MIDWEST  CITY 

PATHOLOGY  INC. 

Request  Identi-Med®  on  the  Rx. 

Identi-Med,®  inc. 

Midwest  City,  Oklahoma 

1-800-752-9404  (24  hours) 

1-405-765-0669 

PATHOLOGY,  INC 

Stillwater,  Oklahoma 

CENTRAL  OKLAHOMA 

AMBULATORY  SURGICAL  CENTER,  INC. 

Medical  Arts  Laboratory 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS 

Associated  Regional 

J.  Michael  Kelly,  MD,  FACS 

and 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

University  Pathologists,  Inc. 

Surgery  of  the  Hand  & Congenital  Deformities; 

For  Information  Call 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

(405)  239-7111  or 

1 (800)  REF-LABl 

3301  NW  63rd,  Oklahoma  City,  OK  73116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 
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The  Hand  Center 

For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


HOUSHANG  SERADGE,  MD,  EICS 


THE  HAND  CENTER  • 1044  S.  W.  44th  St  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)  631-4263 


SOUTHERN  PLAINS  MEDICAL  CENTER,  PC. 

^ ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 


SOUTHERN  PLAINS 
MEDICAL  CENTER  / Chickasha 
2222  Iowa  ~ 224-8111 


FAMILY  PRACTICE 
J W McDoniel,  M D 
J O Wood,  Jr,  M D 

INTERNAL  MEDICINE 
WS  Harrison,  M D. 

D L Stehr,  M D 
Don  R Hess,  M D 
R L,  Jenkins,  M D, 

L V Deck,  M D 
R C Talley,  M D 

CARDIOLOGY 
Joe  T Bledsoe,  M D 

GASTROENTEROLOGY 
C K Su,  M D 

PEDIATRICS 
R,E,  Herndon,  M D, 

E Ron  Orr,  M D. 

J E Freed,  M D 
Pilar  Escobar,  M D 
Donald  F Haslam,  M D 


OBSTETRICS  AND 

GYNECOLOGY 
Nancy  W Dever,  M D 
Alan  J Weedn,  M D 
David  Rumph,  M,D 

NEUROLOGY  (Part-time) 
Andrew  Gin,  M D 

GENERAL  & 

VASCULAR  SURGERY 
Linda  M Johnson,  M D 
Virginia  L Harr,  M D 
Myra  Campbell,  PA 

THORACIC  & 

VASCUU\R  SURGERY 
Paul  B,  Loh,  M D 

OPHTHALMOLOGY 
John  R Gearhart,  M D 

ANESTHESIOLOGY 
T Gowlikar,  M D. 

Gideon  Lau,  M D 
M M Vaidya,  M D 

ACUTE  CARE  & 

OCCUPATIONAL  MEDICINE 
C,R  Gibson,  M D 
Edwin  Horne,  Jr , M D 


UROLOGY 
K T Varma,  M D 

ORTHOPEDIC  SURGERY 
J E Winslow,  M D 
Timeri  Murari,  M D 
Bill  OhI,  PA 

CLINICAL  PSYCHOLOGY 
J M Ross,  Ph  D 

RADIOLOGY 
TJ  Williams,  M,D, 

SPEECH  PATHOLOGY 
Colette  Ellis,  M Ed  , C.C.C 

DERMATOLOGY 
Linda  A Reinhardt,  M D 

ALLERGY 

R E.  Herndon,  M D 
W,S  Harrison,  M D 

PHYSICAL  MEDICINE 

& REHABILITATION 
Kumudini  Vaidya,  M D 

NEUROSURGERY  (Part-time) 
R E Woosley,  M D, 


PLASTIC  & RECONSTRUCTIVE 
SURGERY  (Part-time) 

E C,  Duus,  M D 

ONCOLOGY  (Part-time) 

R,G  Ganick,  M D. 

L M Bowen,  M D 


FAMILY  PRACTICE 
Christopher  M Herndon,  M D 
Jeff  Jones,  M D, 

ALLERGY  (Part-time) 

R E.  Herndon,  M D 

DERMATOLOGY  (Part-time) 

Mark  Roytman,  M D 


SOUTHERN  PUMNS 
AMBULATORY  SURGERY  CENTER 
2222  Iowa  — Chickasha,  OK 
MEDICARE  Approved 


ADMINISTRATION 
Daniel  N.  Vaughan 
David  L.  Ward 


SOUTHERN  PLAINS 
MEDICAL  CENTER  / Duncan 
2515  West  Elk  — 252-6080 
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Featuring  articles  on: 

• Who  can  be  a donor? 

• Legal  aspects  of 
transplantation 

• Concept  of  brain  death 

• Personal  perspectives  of 
the  donor  family 

• Personal  viewpoint  of 
the  transplant  patient 

• The  clergy’s  role  in 
transplantation 

“A  must-read!” 

Transplanting  the  Human  Heart  is  a thought-provoking  book,  featuring  the 
history  of  heart  transplantation  at  Baptist  Medical  Center.  Anyone  interested 
in  organ  donation  and  the  gift  of  life  will  treasure  this  insight.  Included  are 
personal  stories  of  triumph,  sharing,  and  the  social,  legal  and  theological 
issues  surrounding  transplantation. 


Yes,  I want  to  order copy(s)  of  Transplanting  the  Human  Heart. 

Enclosed  is  my  check  for ($10  for  each  copy). 

Name: 


Address: 


City/State/Zip:. 


Please  make  checks  payable  to  the  Oklahoma  Transplantation  Institute,  and 

send  them,  along  with  this  order  card,  to: 

Oklahoma  Transplantation  Institute 
Baptist  Medical  Center  of  Oklahoma 
3300  NW  Expressway 

Oklahoma  City,  OK  73112  or  Call  (405)  949-3349 
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Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

nil  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
^Stephen  Tkach,  MD,  FACS 
’'Joseph  F Messenbaugh  III,  MD,  FACS 
*].  Patrick  Evans,  MD,  FACS 
"Edwin  E.  Rice,  MD,  FACS 
’'Warren  G.  Low,  MD,  FACS 
’'Thomas  C.  Howard,  MD,  FACS 
’'David  L.  Holden,  MD,  FACS 
’'Brock  E.  Schnebel,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
’'Richard  J.  Hess,  MD,  FACP 
’'Jon  W.  Blaschke,  MD 
’'R.  Eugene  Arthur,  MD 
’'Larry  G.  Willis,  MD 
’'Robert  F Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Jack  W Parrish,  MD,  FAAFP 
Robert  R.  Dugan,  MD 


"Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
James  A.  Hyde,  Administrator 


QKITAHOMA 


MKg 


MAIN  OFFICE 
750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

MERCY  OFFICE 
Mercy  Doctors  Tower 
4200  W.  Memorial  Rd.,  Suite  112 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 
3433  N.W.  56th,  Suite  870 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

NORMAN  OFFICE 
950  North  Porter,  Suite  101 
Norman,  Oklahoma 
(405)  235-0040 


Specializing  In  the  diagnosis  and  treatment 
of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

MAILING  ADDRESS:  RO.  Box  26827,  Oklahoma  City,  OK  73126 


Robert  S.  Ellis,  MDf* 

Lyle  W.  Burroughs,  MDt° 
Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MDt* 
John  R.  Bozalis,  MD,  t* 
John  S.  Irons,  MDt° 
Warren  V.  Filley,  MD,  f* 
James  R.  Claflin,  MDt° 

Senior  Consultants: 
George  S.  Bozalis,  MD 
George  L.  Winn,  MDt 


t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
® Diplomate  American  Board  of  Pediatrics 


Executive  Director: 

G.  Keith  Montgomery,  MHA 


132 


] Okla  State  Med  Assoc,  Vol  84,  March  1991 


Shawnee  Medical  Center  Clinic,  Inc. 

2801  N SARATOGA  P O BOX  849  SHAWNEE,  OKLAHOMA  74801  / Phone  405-273-5801 


ALLERGY 

INTERNAL  MEDICINE 

OPHTHALMOLOGY 

RADIOLOGY  CONSULTANTS 

A.M.  Bell,  MD* 

Michael  W.  Butcher,  MD* 

David  K.  Linn,  MD*,  PhD 

William  Phillips,  MD* 

Merle  L.  Davis,  MD 

Robert  G.  Wilson,  MD* 

Larry  D.  Fetzer,  MD 

ORTHOPEDIC  SURGERY 

Cranflll  K.  Wisdom,  MD* 

GENERAL  SURGERY 

Eldon  V.  Gibson,  MD* 

T.  A.  Balan,  MD,  FAAOS* 

Frank  H.  Howard,  MD* 

Gary  D.  Myers,  MD* 

D A Mace,  MD 

J.  B.  Jarrell,  MD* 

S P.  Shetty,  MD* 

R.  M.  Kamath,  MD,  MS*  (Ortho) 

S.  M Waingankar,  MD,  MS*  (Ortho) 

INFECTIOUS  DISEASE 

William  A.  Chapman,  MD 

INDUSTRIAL  MEDICINE 

A.  M.  Bell,  MD 

D L.  Holland,  Jr,  MD* 

OTORHINOLARYNGOLOGY 

S.  Rishi,  MD*,  MS,  FACS 

ADMINISTRATOR 

NEONATOLOGY 

W.  J.  Birney 

R.  K.  Mohan,  MD 

PATHOLOGY  CONSULTANT 

David  L.  McBride,  MD* 

*Board  Certified 

OBSTETRICS 

GYNECOLOGY 

PEDIATRICS 

Richard  E.  Jones,  MD* 

A.  M.  Bell,  MD* 

Stephen  E.  Trotter,  MD* 

R.  K.  Mohan,  MD* 

Donald  E,  Loveless,  Jr.,  MD* 

W.  A.  Chapman,  MD* 

ORTHOPEDIC  ASSOCIATES,  INC. 

AND 

AMBULATORY  SURGERY  CENTER 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  731 12-5691 
(405)  947-0911 


David  R.  Brown,  MD 
Ralph  E.  Payne,  Jr.'MD 
J.  Charles  Monnet,  MD 
David  A.  Flesher,  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III.  MD 
Michael  O.  Williams,  MD 
James  M.  Odor,  MD 


Jimmy  H.  Conway,  Jr,,  M D. 


DIplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 
Surgery  of  the  Spine 


Total  Joint  Replacement 
Physical  Therapy 
Conservative  Spine  Care 
General  Orthopedic  Services 
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A D I O L O G Y 


ssociATES,  Inc. 


DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OF  RADIOLOGY 


Diagnostic  Radiology,  Mammography 
Ultrasound,  Nuclear  Medicine 
Computed  Tomography 
Magnetic  Resonance  Imaging 
Interventional  Radiology 


JAMES  T.  BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D„  F.A.C,R.,  D.A.B.N.M. 
G.  BEN  CARTER,  M.D, 

JOHN  R.  OWEN,  M.D. 

RALF  E.  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P. 
ROGER  B.  COLLINS,  M.D. 

GARYG.  ROBERTS  , M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C,R. 

JAY  A.  HAROLDS,  M,D.,  D.A.B.N.M. 

CAROL  KAHNERT  YATES  , M.D. 

FRANCIS  “TAD"  CASSIDY,  M.D. 


EXECUTIVE  DIRECTOR 
BURT  LOESSBERG,  M.B.A. 


PRACTICE  LOCATIONS 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N.W.  56TH,  SUITE  C-10 
OKLAHOMA  CITY,  OK  73112 
(405)  945-4750 


BAPTIST  MEDICAL  CENTER 
3300  N.W.  EXPRESSWAY 
OKLAHOMA  CITY.  OK  73112 
(405)  949-3202 


DEACONESS  HOSPITAL 
5501  N PORTLAND 
OKLAHOMA  CITY,  OK  73112 
(405)  949-6107 


NORTHWEST  MEDICAL  CENTER 
3330  N.W.  56TH  STREET,  SUITE  206 
OKLAHOMA  CITY,  OK  73112 
(405)  945-4740 


MEDICAL  PLAZA  IMAGING 

COMPUTED  TOMOGRAPHY  — MAGNETIC  RESONANCE  IMAGING 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N.W.  56TH,  SUITE  C-10 
OKLAHOMA  CITY,  OK  73112 
(405)  945-4760 
1-800-522-6613 


7 AM  - 1 1 PM 
MONDAY -SATURDAY 


OKLAHOMA  HAND 


SURGERY  CENTER,  INC. 


Carlos  A.  Garcia-Moral,  MD,  FACS 

405/232-3210 

300  Northwest  13th,  Suite  100 


Kenneth  A.  Hieke,  MD 


Oklahoma  City,  OK  73103 
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ALLERGY 


JAMES  A MURHAY,  MD.  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 


CARDIOVASCULAR  CLINIC 


Galen  P.  Robbins,  MD  William  J Fors,  MD  Fred  E Lybrand, 

Williams  S,  Myers,  MD  W.  H.  Oehlert,  MD  Mel  Clark, 

Lawrence  M Higgs,  MD  Charles  F Bethea.  MD  Jerome  L.  Anderson, 

Ronald  H White,  MD  Santosh  T Prabhu, 

Senior  Consultant  Wm  Best  Thompson.  MD 


CARDIOVASCULAR  DISEASES 


MD 

MD 

MD 

MD* * 


JAMES  A MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomate  American  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa.  Oklahoma  74177 


Northwest  Medical  Center 


Suite  602 


Cardiac  catheterization,  aortography  and  coronary  anteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th.  Suite  400,  Oklahoma  City,  OK  73112  Telephone  947-3341 

4200  W Memorial,  Suite  704,  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


NORTHWEST  ALLERGY  CLINIC,  INC 


John  L Davis,  M D 
3330  N W 56th 

Oklahoma  City,  Oklahoma  73112 
405  843-6619 


ROBERT  ALLAN  BREEDLOVE.  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS,  State  PPO  Accepted 

Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


OKLAHOMA  ALLERGY  CLINIC.  INC. 

Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 


Roberts.  Ellis,  MDt* 

LyleW  Burroughs.  MDt° 
Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MDt' 


John  R.  Bozalis,  MDt' 
John  S.  Irons,  MDf 
Warren  V Filley.  MDt' 
James  R.  Claflin,  MDf" 


Senior  Consultants;  George  S.  Bozalis,  MD;  George  L.  Winn.  MDt 


t Diplomate  American  Board  of  Allergy  and  Immunology 

* Diplomate  American  Board  of  Internal  Medicine 
® Diplomate  American  Board  of  Pediatrics 


Central  Office;  Baptist  Medical  Plaza  N 

750  NE  13th  St,  3433  NW  56th 

Okla  City,  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W.  Memorial 
Suite  112 
405-235-0040 


Norman  Office; 
950  N Porter 
Suite  101 
405-235-0040 


ANESTHESIOLOGY 


ROBERT  E,  KAPLAN,  M D. 

— Anesthesiology  — 

Pain  Management 
3500  State  Street 

Telephone;  918-333-4550  Bartlesville,  OK  74006  Fax.  918-333-5886 


RONALD  W GILCHRIST,  JR  , MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City,  X-Ray  and  COj  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


SKIN  & SKIN  CANCER  CENTER,  INC. 

C.  Jack  Young,  MD 

Diplomate  American  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptisf  Hospital 

3434  N.W  56,  Oklahoma  City  (405)  946-5678 


ENDOCRINOLOGY 


M,  GUDE,  MD,  MRCP  (UK),  FACP 
Diplomate,  American  Boards  of  Internal  Medicine 
and  Endocrinology/Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  - THYROIDOLOGY 
South  Office:  1552  SW  44th.  OKC,  OK  73119  PH;  681-1100 
North  Office;  6001  NW  120th  Ct  #6.  OKC,  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


CARDIOVASCULAR 


GYNECOLOGIC  ONCOLOGY 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Cathetenzation,  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr.  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 


Gynecologic  Oncology  & Pelvic  Surgery 
JEFFREY  J SMITH,  MD,  FACOG,  FACS 


■G.L.  Honick,  MD,  FACC  943-8428 
•J.L.  Bressie,  MD,  FACC  946-0568 
A.F  Elliott,  MD,  FACC  943-8421 
A S.  Dahr,  MD,  MS  947-2321 


■J.  Voda,  MD,  FACC  947-1297 
G.L.  Worcester,  MD  943-4134 
•K.J.  Kassabian,  MD  272-8397 


"Certified  by  the  American  Board  of  Cardiovascular  Disease 
Baptist  Medical  Plaza 


Certitied,  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 

711  Stanton  L.  Young  Blvd.  #706 
Oklahoma  City,  Oklahoma  73104 
271-3200 


7th  Floor,  3433  N.W.  56th 


Oklahoma  City,  Oklahoma  73112 


Professional  card  listings  are  available 
to  OSMA  members.  They  are  sold  in 
vertical  increments  of  one-half  inch  at 
the  rate  of  $55.00  per  half  inch  per  year. 
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NEPHROLOGY 


Practice  of  Internal  Medicine  and  Nephrology 


TV  VENKATA  RAMAN,  MD.  FACP 
Diplomate  American  Board  of  Internal  Medicine  and  Nephrology 


Classen  Professional  Bldg, 
1110  N Classen  Blvd,.  #200 
Oklahoma  City,  OK  73106 
(405)  235-8229 


M .D  Medical  Tower 
8121  National  Ave  , #401 
Midwest  City,  OK  73110 
(405)  733-9987 


OPHTHALMOLOGY 


John  W Huneke,  MD,  FACS,  Inc 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada,  Oklahoma  74820 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  nth  Street  Oklahoma  City  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD,  INC. 

Diplomats,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N.W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office:  405/272-6802  After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS,  PC 
Baptist  Medical  Center  - South  Building 
3435  N W 56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 


S Fulton  Tompkins,  MD,  DABOS  John  F Thompkins,  MD,  DABOS 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631-4263  631 -HAND 


PEDIATRIC  SURGERY 


WM.  P TUNELL,  MD*  DAVID  W TUGGLE.  MD* 

940  NE  13th  Street,  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
•American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R Mural!  Krishna,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
John  C.  Andrus,  M.D  , MAPA 
Diplomate,  American  Board  of  Psychiatry 
Shree  S.  Vinekar,  M D.,  FAACP 
Diplomate,  American  Board  of  Psychiatry  and  Child  Psychiatry 
Twyla  J,  Smith,  M D.,  Diplomate,  American  Board  of  Psychiatry 
Charles  E.  Smith,  M.D  , FAPA 
Diplomate,  American  Board  of  Psychiatry 
Cheryl  L.  Feigal,  M.D.,  Diplomate,  American  Board  of  Psychiatry 
V.  Girijanand  Bhat,  M.D.,  MRCP  (UK) 
CONSULTANTS 
Robert  J.  Outlaw,  M.D  , F A 
Diplomate,  American  Board  sychiatry 
PovI  Toussieng,  M D.  APA 

Thurman  E,  Coburn,  Ph  D.,  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Donna  D Smela,  ACSW,  Clinical  Psychiatric  Social  Worker 
St,  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER,  MD 
Psychiatry 


Suite  318  Classen  Professional  Bldg  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K.  IMES,  MD 
JOHN  E HUFF,  MD 
ELWOOD  F WILLIAMS,  MD' 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 
"Board  Eligible  Pulmonary  Disease 

3330  N W.  56th  Street,  Suite  212  (405)  947-3335 

Oklahoma  City,  Oklahoma  73112 


KATHERINE  S,  LITTLE,  MD 
DENNIS  M PARKER,  MD 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH,  JR  , MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified-American  Board  of  Otolaryngology 
4200  West  Memorial  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


3330  N W.  56th  Street,  Suite  208 

Oklahoma  Cih/,  Oklahoma  73112 


OSMA  News 

Another  OSMA  member  service 


(405)  949-2215 
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RADIOLOGY  1 

WILLIAM  ,J  FORREST.  MD 

CHET  BYNUM,  MO  GLENNA  YOUNG.  MD 

Plastic  and  Reconstructive  Surgery 

Surgery  of  the  Hand 

34(X)  N W Expressway  947-8760 

Oklahoma  City 

DIAGNOSTIC  RADIOLOGY 

Fluoroscopy  Tomography 

Xeromammography  Ultra  Sonography 

WHOLE  BODY  CT  SCANNING 

HERBERT  M KRAVITZ,  MD,  FACS 

13301  N.  Meridian  Bldg  300  1125  N Porter 

Oklahoma  City,  Oklahoma  73120  Norman,  Okla  73071 

(405)  752-0186  (405)  364-1071 

Diplomate  American  Board  of  Plastic  Surgery 

Reconstructive,  Cosmetic  and  Cleft  Palate  Surgery 

Office  (405)  946-2694  2620  Northwest  Expressway 

Oklahoma  City.  Oklahoma 

RADIOLOGIC  SPECIALTIES,  LTD 

4045  Northwest  64th  Street,  Suite  125 

Oklahoma  City.  Oklahoma  731 16 

1 UROLOGY 

Practice  Limited  To  CT  Scanning 

A de  QUEVEDO,  MD.  Inc 

Diplomate  of  the  American  Board  of  Urology 

V C Tisdal  III,  MD  (405)  848-0075  Rebecca  Goen  Tisdal,  MD 

Suite  606 

1211  N Shartel  Oklahoma  City.  Oklahoma  73103  232-1333 

Diplomates  American  Board  of  Radiology 

BARNEY  J LIMES,  MD.  FACS 

1211  N Shartel.  Suite  208 

Oklahoma  City,  Okla  73101 

Phone  235-0315 

2801  Parklawn  Dr . Suite  300 

Midwest  City,  Okla  73110 

Phone  737-3538 

THE  ARTHRITIS  CLINIC 

Lloyd  G,  McArthur,  PhD.  MD  Wintred  L Medcalf,  MD 

Robert  C.  Troop,  PhD,  MD 

207  C Street  NW  Ardmore,  OK  73401 

Phone  405-223-5180 

Practice  Limited  to  Urology 

Diplomate  American  Board  of  Urology 

JOSEPH  D PARKHURST.  MD.  FACS 

Diplomate  American  Board  of  Urology 

SURGERY,  HAND  I 

2345  N Tompkins  1309  S.  Holly 

Bethany.  OK  73008  495-6134  Yukon,  OK  73099 

G M.  RAYAN,  MD.  FACS 

CHARLES  L REYNOLDS.  JR  . MD.  FACS,  FICS 

DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 

Diplomate  American  Board  of  Orthopaedic  Surgery. 

Board  Certified  Hand  Surgery 

Orthopaedics,  Upper  Extremity,  Hand  & Microsurgery 

DISEASES  of  the  KIDNEY.  BUVDDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 

OKLAHOMA  CITY,  OKLAHOMA  73112 

3433  NW  56th,  Suite  850  Oklahoma  City,  OK  73112 

OFFICE  (405)  843-5761 

RESIDENCE  (405)  842-6420  IF  NO  ANSWER  (405)  523-1999 

HOUSHANG  SERADGE.  MD,  FICS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street,  Suite  620 

Oklahoma  City.  Oklahoma  73109 

Phone  (405)  631 -4263  631 -HAND 

Medical  Update 

brochures  and  display  placards 

Another  OSMA  member  service 

SURGERY,  RECONSTRUCTIVE  AND  PLASTIC  I 

PARAMJIT  S BAJAJ,  MD.  FACS 

FRCS  (England).  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 

Maxillofacial  and  Cosmetic  Surgery 

Surgery  of  the  Hand 

1110  N.  Classen  Blvd.,  Suite  304  13313  N Meridian.  Suite  A 

Oklahoma  City.  OK  73106  Oklahoma  City,  OK  73120 

235-6671  755-6366 

Professional  card  listings  are  available 
to  OSMA  members.  They  are  sold  in 
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Instructions  for  Authors 

Contributions 

1 Articles  submitted  for  publication,  including  Annual  Meet- 
ing papers,  become  the  sole  property  of  the  Journal  and 
must  not  have  been  published  elsewhere.  The  Editorial 
Board  reserves  the  right  to  edit  any  material  submitted. 
Manuscripts  must  be  typewritten,  double-spaced,  and  sub- 
mitted in  duplicate.  Authors  who  can  do  so  are  encouraged 
to  submit  their  manuscripts  on  computer  disk  in  addition 
to  the  required  typewritten  copies.  The  Journal  does  not 
assume  responsibility  for  the  statements  or  opinions  of  any 
contributor. 

Style 

All  manuscripts  should  adhere  to  the  style  adopted  by  the 
American  Medical  Association  as  illustrated  in  JAMA  and 
detailed  in  the  AMA’s  Manual  of  Style.  An  abstract  of  150 
words  or  less  should  accompany  each  paper  and  should  state 
(1)  the  exact  question  considered,  (2)  the  key  points  of 
methodology  and  success  of  execution,  (3)  the  key  findings, 
and  (4)  the  conclusion(s)  directly  supported  by  these  find- 
ings. Footnotes,  bibliographies,  and  legends  for  illustrations 
should  be  typewritten,  double-spaced,  on  separate  sheets. 
References  are  to  be  listed  in  the  order  of  their  appearance 
in  the  article. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
magazine. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript 
FVess,  222  East  Eufaula,  Norman,  Oklahoma  73069,  prior 
to  publication  of  their  articles.  Other  requests  for  reprints 
must  be  made  to  the  Transcript  Press  within  30  days  after 
publication. 

News 

Readers  are  encouraged  to  submit  news  items  of  interest 
to  Oklahoma  physicians.  Where  dates  of  meetings,  etc,  are 
important,  please  remember  that  each  issue  closes  on  the 
first  day  of  the  preceding  month  and  reaches  subscribers  in 
the  latter  half  of  the  month  of  publication. 
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Auxiliary 


Recently,  President  George  Bush  signed  a procla- 
mation establishing  March  30th  as  National  Doc- 
tors’ Day.  President  Bush  agreed  that  a national  day 
to  recognize  and  honor  physicians  for  their  commit- 
ment to  humanity  was  in  order. 

When  Eudora  B.  Almond,  Winder,  Ga,  suggested 
that  her  auxiliary  set  aside  March  30,  1933,  to  recog- 
nize the  hard  work  and  dedication  of  physicians  in 
her  community,  little  did  she  imagine  that  57  years 
later  the  President  of  the  United  States  would  follow 
her  example  and  proclaim  March  30  of  every  year  Na- 
tional Doctors’  Day. 

As  the  wife  of  a physician,  Mrs  Almond  believed 
medicine  to  be  the  greatest  profession  on  earth,  and 
doctors  the  greatest  heroes.  Her  respect  and  appreci- 
ation for  physicians  and  their  work  prompted  her  to 
suggest  that  her  auxiliary  set  aside  a day  to  honor 
local  doctors.  The  suggestion  met  with  immediate  ap- 
proval and  the  auxiliary  adopted  the  following  reso- 
lution: 

“Whereas,  the  Auxiliary  to  the  Barrow  County 
Medical  Society  wishes  to  pay  lasting  tribute  to  her 
doctors,  therefore  be  it . . . Resolved  by  the  Auxiliary 
to  the  Barrow  County  Medical  Society  that  March  30, 
the  day  that  famous  Georgian  Dr  Crawford  W.  Long 
first  used  ether  anesthesia  in  surgery,  be  adopted  as 
‘Doctors’  Day,’  the  object  to  be  the  well-being  and 
honor  of  the  profession,  its  observance  demanding 
some  act  of  kindness,  gift,  or  tribute  in  remembrance 
of  the  doctors.” 

Far-sighted  was  Mrs  Almond’s  idea  to  celebrate 
Doctors’  Day  locally  in  her  community.  In  observance 
of  that  first  Doctors’  Day,  the  members  of  the  Barrow 
County  Auxiliary  mailed  cards  to  doctors  and  their 
wives  in  Winder  and  placed  flowers  on  the  graves  of 
deceased  physicians,  including  that  of  Dr  Crawford 


Long,  who  had  made  his  discovery  91  years  earlier. 

Over  the  next  two  years,  other  auxiliaries  began 
to  follow  the  example  of  the  Barrow  County  Aux- 
iliary. In  1935,  the  Southern  Medical  Association 
Auxiliary  (SMA  Auxiliary)  passed  a resolution  recog- 
nizing March  30  as  Doctors’  Day  in  its  16  member 
states  and  the  District  of  Columbia. 

Since  that  time,  auxiliaries  across  the  country 
have  set  aside  March  30  to  show  their  appreciation 
for  the  role  physicians  play  in  caring  for  the  sick,  ad- 
vancing medical  knowledge,  and  promoting  im- 
proved public  health.  Some  auxiliaries  recognize  the 
day  by  donating  medical  equipment,  lifeline  units,  or 
furniture  to  hospitals  or  nursing  homes;  some  groups 
sponsor  blood  drives  or  health  fairs  to  recognize 
physicians  for  their  outstanding  achievements. 

Although  Doctors’  Day  was  celebrated  on  a local 
level,  it  didn’t  become  a national  event  until  this  year. 
The  process  that  resulted  in  President  George  Bush 
signing  the  National  Doctors’  Day  Proclamation  was 
no  easy  feat.  Through  the  efforts  of  many  people  in 
the  SMA  Auxiliary,  legislators  in  the  State  of  Missis- 
sippi agreed  to  introduce  the  necessary  resolutions. 
House  Joint  Resolution  492  was  introduced  on  Feb- 
ruary 27, 1990,  by  Congressman  Mike  Parker  (D-Mis- 
sissippi)  and  G.V.  Montgomery  (D-Mississippi).  Sen- 
ate Joint  Resolution  272  was  introduced  on  March  9, 
1990,  by  Senator  Thad  Cochran  (R-Mississippi). 
Through  the  efforts  of  auxilians,  the  required  50  co- 
sponsor signatures  in  the  Senate  and  218  in  the 
House  of  Representatives  were  obtained  in  order  for 
the  resolutions  to  be  enacted  into  law.  This  com- 
pleted, President  Bush  signed  the  resolutions  into 
law  on  October  30,  1990.  By  accomplishing  this  goal. 
Congress  showed  itself  to  be  grateful  to  physicians 
who  provide  care  to  constituents  across  our  country.  (J) 
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The  Last  Word 


■ Current  Problems  in  Pediatric  Therapy  XVII 

is  the  title  of  a University  of  Oklahoma  College  of 
Medicine  course  to  be  conducted  April  12  and  13  at 
Fountainhead  Resort  Hotel,  Checotah.  The  course  is 
designed  to  update  pediatricians  in  the  application  of 
current  thought  regarding  changing  concepts  of 
treatment.  The  program  is  intended  to  meet  the 
needs  of  the  practicing  pediatrician  and  generalist 
who  works  with  children.  The  informal  setting  is  in- 
tended to  contribute  a close  association  between  fac- 
ulty and  registrants,  giving  opportunity  for  group 
discussions  and  individual  consultations. 

Also  coming  in  April  is  the  college’s  program  en- 
titled New  Horizons  in  Neonatology.  It  will  be  held 
April  21  and  22  in  Tulsa  and  will  focus  on  the  latest 
advances  in  neonatology.  It  will  also  address  impor- 
tant legal  and  moral  dilemmas  confronting  the  prac- 
titioner who  cares  for  newborns  at  any  level  of  care. 

For  registration  information,  write  Magdalen  De 
Bault,  Associate  Director,  Continuing  Medical  Edu- 
cation, University  of  Oklahoma  College  of  Medicine, 
PO  Box  26901,  3SP511,  Oklahoma  City,  OK  73190. 

■ Physicians  are  reminded  of  the  following  revi- 
sion to  the  AM  A Guides:  The  American  Medical  As- 
sociation revised  the  section  on  the  hand  and  upper 
extremity  for  the  third  edition  of  the  AMA  Guides  to 
the  Evaluation  of  Permanent  Impairment  in  October 
1990.  Pursuant  to  the  provisions  of  85  O.S.  Supp. 
1990,  Section  3(11)  and  Rule  21(B)  of  the  rules  of  the 
Workers’  Compensation  Court,  the  revision  became 
effective  February  28,  1991.  A copy  of  the  revised 
Guides  section  may  be  obtained  by  submitting  a re- 
quest in  writing  to  Theodore  C.  Doege,  MD,  MS, 
American  Medical  Association,  515  North  State 
Street,  Chicago,  IL  60610. 

■ The  level  of  services  provided  by  the  Okla- 
homa Alzheimer’s  Disease  Autopsy  Network  was  sig- 
nificantly curtailed  effective  January  15, 1991.  Funds 
previously  provided  to  the  Oklahoma  Medical  Re- 
search Foundation  for  this  network  were  discon- 
tinued, and  for  that  reason,  the  coordinator  will  no 
longer  provide  the  services  to  patients’  families 
which  were  previously  provided.  Legislation  ap- 
proved and  funded  by  the  Legislature  in  the  1990  ses- 
sion will  make  it  possible  for  the  Neuropathology 
Laboratory  at  the  University  of  Oklahoma  to  con- 
tinue pathological  examination  of  brains  of  patients 


suspected  of  having  Alzheimer’s  disease,  but  the  fam- 
ily arrangements,  direct  relationships  between 
families  and  pathologists  throughout  the  state,  and 
provision  of  interpretive  information  post-mortem 
will  no  longer  be  provided  to  families.  Please  contact 
Dr  William  G.  Thurman  at  the  Oklahoma  Medical 
Research  Foundation,  (405)  271-7210,  if  there  are 
questions. 

■ Grants  totaling  $490,016  have  been  awarded  to 

the  University  of  Oklahoma  Health  Sciences  Center 
in  Oklahoma  City  by  the  Presbyterian  Health  Foun- 
dation. The  grants  will  fund  projects  under  the  direc- 
tion of  OUHSC  faculty.  The  largest  grant,  $129,212, 
was  awarded  to  the  Interdisciplinary  Training  Pro- 
gram in  Child  Abuse  and  Neglect.  It  will  permit  con- 
tinued work  on  a survey  delineating  the  problem  of 
child  fatalities  so  that  intervention  strategies  can  be 
planned.  In  addition,  individual  grants  for  clinical  re- 
search totaling  $142,096  were  awarded  to  individual 
faculty  members  or  small  groups,  and  $74,708  was 
awarded  in  seed  grants. 

■ Physicians  are  invited  to  submit  copies  of  their 
favorite  photographs  or  slides  for  possible  use  on  the 
Journal’s  cover.  Photos  should  depict  some  aspect  of 
either  medicine  or  the  state  of  Oklahoma.  Vertical 
formats  are  preferred  and  both  color  and  black-and- 
white  work  is  acceptable.  Please  label  submissions 
clearly  with  name  and  address,  and  include  a signa- 
ture on  white  paper.  Send  submissions  to  the  Jour- 
nal office,  601  Northwest  Expressway,  Oklahoma 
City,  OK  73118. 

■ J.  Gail  Neely,  MD,  Oklahoma  City  surgeon,  re- 

cently summed  up  his  department’s  work  this  way: 
“When  people  start  adding  up  the  reasons  Oklahoma 
may  offer  a quality  of  life  other  states  may  envy,  I 
would  hope  that  they  would  include  the  quality  med- 
ical care  available  in  this  state.  People  often  talk  of 
agriculture,  the  tourism  trade  or  even  the  military  as 
a major  contributor  to  the  state.  They  often  overlook 
the  major  contribution  medicine  makes.”  Dr  Neely 
has  been  at  the  University  of  Oklahoma  Health  Sci- 
ences Center  for  nine  years,  where  he  now  heads  the 
Base  of  Skull  Surgery  Group,  composed  of  surgeons 
from  the  otorhinolaryngology  and  neurosurgery  de- 
partments. tj 
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etiology  it  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients  with  heart  failure),  reduce  the  diuretic  dose,  or 
increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  (or  excessive  hypotension  who  are 
able  to  tolerate  such  adjustments  (See  PRECAUTIONS.  Drug  Interactions  and  ADVERSE  REACTIONS.)  In  patients  at  risk  for 
excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision  and  such  patients  should  be 
followed  closely  for  the  first  two  weeks  of  treatment  and  whenever  the  dose  ol  enalapnl  and/or  diuretic  is  increased  Similar 
considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular  disease  in  whom  an  excessive  fall  in 
blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 

If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  position  and,  if  necessary,  receive  an 
intravenous  infusion  of  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  of 
VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  If  symptomatic  hypoten- 
sion develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary 
Neutropenia/Agranulocytosis  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially  if 
they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapnl  are  insufficient  to  show  that 
enalapnl  does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  of 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapnl  cannot  be  excluded  Periodic  monitoring  of  white 
blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Fetal/Neonatal  Morbidity  and  Mortality  ACE  inhibitors,  including  VASOTEC,  can  cause  fetal  and  neonatal  morbidity  and 
mortality  when  administered  to  pregnant  women 

Enalapnl  crosses  the  human  placenta  When  ACE  inhibitors  have  been  used  during  the  second  and  third  trimesters  of 
pregnancy,  there  have  been  reports  ot  hypotension,  renal  failure,  skull  hypoplasia,  and/or  death  m the  newborn. 
Oligohydramnios  has  also  been  reported,  presumably  representing  decreased  renal  function  m the  fetus,  limb  contrac- 
tures, craniofacial  deformities,  hypoplastic  lung  development  and  intrauterine  growth  retardation  have  been  reported  in 
association  with  oligohydramnios  Patients  who  do  require  ACE  inhibitors  during  the  second  and  third  trimesters  of 
pregnancy  should  be  apprised  of  the  potential  hazards  to  the  fetus,  and  frequent  ultrasound  examinations  should  be 
performed  to  look  tor  oligohydramnios  II  oligohydramnios  is  observed,  VASOTEC  should  be  discontinued  unless  it  is 
considered  life-saving  for  the  mother 

Other  potential  risks  to  the  fetus/neonale  exposed  to  ACE  inhibitors  include  intrauterine  growth  retardation,  prematurity, 
patent  ductus  arteriosus,  fetal  death  has  also  been  reported  It  is  not  clear,  however,  whether  these  reported  events  are 
related  to  ACE  inhibition  or  the  underlying  maternal  disease  It  is  not  known  whether  exposure  limited  to  the  first  Irimester 
can  adversely  affect  fetal  outcome 

Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed  for  hypotension,  oliguria,  and  hyperkalemia  If 
oliguria  occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and  renal  perfusion 
Enalapnl  has  been  removed  from  the  neonatal  circulation  by  peritoneal  dialysis  and  theoretically  may  be  removed  by 
exchange  transfusion,  although  there  is  no  experience  with  the  latter  procedure 

There  was  no  tetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapnl  (333  times  the  maximum 
human  dose)  Fetotoxicity,  expressed  as  a decrease  m average  fetal  weight,  occurred  m rats  given  1200  mg/kg/day  of 
enalapnl,  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapnl  was  not  teratogenic  m rabbits 
However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of  1 mg/kg/day  or  more  Saline  supplementation 
prevented  the  maternal  and  letal  toxicity  seen  at  doses  of  3 and  10  mg/kg/day  but  not  at  30  mg/kg/day  (50  times  the 
maximum  human  dose) 

It  VASOTEC  IS  used  during  pregnancy  or  it  the  patient  becomes  pregnant  while  taking  VASOTEC,  the  patient  should  be 
apprised  of  the  potential  hazards  to  the  fetus 

Precautions:  General  Impaired  Renal  Function  As  a consequence  of  inhibiting  the  renm-angiotensm-aidosterone 
system,  changes  m renal  function  may  be  anticipated  m susceptible  individuals  In  patients  with  severe  heart  failure  whose 
renal  function  may  depend  on  the  activity  of  the  renin-angiotensin-aldoslerone  system,  treatment  with  ACE  inhibitors, 
including  VASOTEC,  may  be  associated  with  oliguna  and/or  progressive  azotemia  and  rarely  with  acute  renal  failure  and/or 
death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea  nitrogen 
and  serum  creatinine  were  observed  m 20%of  patients  These  increases  were  almost  always  reversible  upon  discontinua- 
tion ot  enalapnl  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  first  lew  weeks  of 
therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduction 
and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal  function. 

(See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  of  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0 28%  of  hypertensive  patients  In  clinical  Inals  in  heart  failure,  hyperkalemia  was 
observed  in  3 8%  of  patients,  but  was  not  a cause  for  discontinuation 

Risk  factors  for  the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus.  and  the  concomitant  use  of 
potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should  be 
used  cautiously,  if  at  all,  with  VASOTEC  (See  Drug  Interactions) 

Cough  Cough  has  been  reported  with  the  use  of  ACE  inhibitors  Characlenstically,  the  cough  is  nonproductive,  persistent 
and  resolves  after  discontinuation  ot  therapy  ACE  inhibitor-induced  cough  should  be  considered  as  part  of  the  differenlial 
diagnosis  of  cough 

Surgery/Anesthesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  (hat  produce  hypotension, 
enalapnl  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 

Information  lor  Patients  Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  first 
dose  of  enalapnl  Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting 
angioedema  (swelling  ol  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug 
until  they  have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  first  few  days  of  therapy  If 


actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 
pressure  because  of  reduction  in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may  also 
lead  to  a fall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia.  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their  physician 
Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g , sore  throat,  fever)  which  may  be  a 
Sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapnl  is  warranted  This  information  is 
intended  to  aid  in  the  safe  and  effective  use  of  this  medication  It  is  not  a disclosure  of  all  possible  adverse  or  intended  effects. 
Drug  Interactions.  Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic 
therapy  was  recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  of 
therapy  with  enalapnl  The  possibility  of  hypotensive  effects  with  enalapnl  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  with  enalapnl.  If  it  is  necessary  to  continue  the  diuretic, 
provide  close  medical  supervision  after  the  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  (or  at 
least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  of  VASOTEC*  (Enalapnl  Maleate.  MSD)  is  augmented  by 
antihypertensive  agents  that  cause  renin  release  (e  g , diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyidopa, 
nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  significant  adverse 
interactions. 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potassium- 
sparing  diuretics  (e  g , spironolactone,  triamterene,  or  amiloride).  potassium  supplements,  or  potassium-containing  salt 
substitutes  may  lead  to  significant  increases  m serum  potassium  Therefore,  if  concomitant  use  of  these  agents  is 
indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitoring  of  serum 
potassium  Potassium-spanng  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving  VASOTEC. 
Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elimination 
ol  sodium,  including  ACE  inhibitors  A few  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant 
VASOTEC  and  lithium  and  were  reversible  upon  discontinuation  of  both  drugs.  It  is  recommended  that  serum  lithium  levels 
be  monitored  frequently  if  enalapnl  is  administered  concomitantly  with  lithium 
Pregnancy  Pregnancy  Category  D See  WARNINGS,  Fetal/Neonatal  Morbidity  and  Mortality 
Nursing  Mothers  Enalapnl  and  enalaprilat  are  detected  in  human  milk  in  trace  amounts  Caution  should  be  exercised 
when  VASOTEC  is  given  to  a nursing  mother 

Pediatric  Use  Safety  and  effectiveness  in  children  have  nol  been  established 

Adverse  Reactions;  VASOTEC  has  been  evaluated  (or  safety  in  more  than  10.000  patients,  including  over  1000  patients 
treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials  involving 
2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5.2%),  dizziness 
(4  3%).  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials  were 
diarrhea  (1 4%),  nausea  (1 4%),  rash  (1 4%).  cough  (1 3%).  orthostatic  effects  (1 2%).  and  asthenia  (1 1%). 

HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizziness 
(79%),  hypotension  (67%).  orthostatic  effects  (2.2%).  syncope  (2  2%),  cough  (2  2%),  chest  pain  (21%).  and  diarrhea 
(21%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  latigue  (18%),  headache  (18%).  abdominal  pain  (16%),  asthenia  (16%),  orthostatic 
hypotension  (16%).  vertigo  (16%),  angina  pectoris  (1.5%).  nausea  (1.3%),  vomiting  (1.3%),  bronchitis  (13%),  dyspnea 
(1 3%),  urinary  trad  inlection  (1 3%),  rash  (1 3%),  and  myocardial  infarction  (1.2%). 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
05%  to  1%  of  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  of  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 

hypotension  m high-risk  patients  (see  WARNINGS.  Hypotension),  pulmonary  embolism  and  infarction,  pulmonary  edema, 

rhythm  disturbances  including  atnal  tachycardia  and  bradycardia,  atrial  fibrillation,  palpitation 

Digestive-  Ileus,  pancreatitis,  hepatitis  (hepatocellular  [proven  on  rechallenge)  or  cholestatic  jaundice),  melena,  anorexia. 

dyspepsia,  constipation,  glossitis,  stomatitis,  dry  mouth 

Musculoskeletal  Muscle  cramps 

Nervous/Psychiatric  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Respiratory  Bronchospasm,  rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection 
Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis,  Stevens- Johnson  syndrome,  herpes  zoster,  erythema  multiforme. 
urticaria,  pruritus,  alopecia,  flushing,  diaphoresis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  impotence 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthralgia/arthnlis,  myalgia,  fever,  serositis,  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity,  rash,  and  other  derma- 
tologic manifestations 

Angioedema  Angioedema  has  been  reported  m patients  receiving  VASOTEC  (02%),  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  if  angioedema  ol  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treatment 
with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS.) 

Hypotension:  In  the  hypertensive  patients,  hypotension  occurred  in  0.9%  and  syncope  occurred  in  05%  of  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy  in 
01%  of  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2%  of 
patients  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy  in  1 9%  of  patients  with  heart  failure  (See 
WARNINGS.) 

Fetat/Neonatal  Morbidity  and  Mortality  In  infants  exposed  in  utero  to  ACE  inhibitors  the  following  adverse  experiences 
have  been  reported  Fetal  and  neonatal  death,  renal  failure,  hypoplastic  lung  development,  hypotension,  hyperkalemia, 
skull  hypoplasia,  limb  contractures,  craniofacial  deformities,  intrauterine  growth  retardation,  prematurity  and  patent 
ductus  arteriosus  (See  WARNINGS,  Fetal/Neonatal  Morbidity  and  Mortality) 

Clinical  Laboratory  Test  Findings  Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 
Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  m blood  urea  nitrogen  and  serum  creatinine, 
reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0 2%  of  patients  with  essential  hypertension  treated 
with  VASOTEC  alone  Increases  are  more  likely  tooccur  in  patients  receiving  concomitant  diuretics  or  in  patients  with  renal 
artery  stenosis  (See  PRECAUTIONS)  In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or  without 
digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  of  VASOTEC  and/or 
other  concomitant  diuretic  therapy,  were  observed  in  about  11%  of  patients  Increases  in  blood  urea  nitrogen  or  creatinine 
were  a cause  for  discontinuation  in  1 2%  of  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and-hematocnt  (mean  decreases  of  approximately  0.3  g% 
and  1 0 vol%.  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than  01%  of  patients 
discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocy- 
topenia. and  bone  marrow  depression  have  been  reported  A few  cases  of  hemolysis  have  been  reported 
in  patients  with  G6PD  deficiency 

Liver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
For  more  detailed  information,  consult  your  MSD  Representative  or  see  Prescribing  Information.  Merck 
Sharp  & Dohme.  Division  of  Merck  & Co . Inc  . WesiPoint.PA  19486  J9VS61R2(824) 
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Renewability 


This  simply  means  that  as  long  as  your  premium  is  paid  and  your 
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State  Medical  Association  or  your  employer’s  membership  in  the 
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with  details. 
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Editorial 


Another  Payment  Due 

Major  warfare  erupts  with  obsessive  periodicity 
within  the  human  tribe,  and  has  done  so  since  the 
dawn  of  history.  When  viewed  with  the  hindsight  of 
history,  the  reasons  for  wars  range  from  the  trivial  to 
the  most  crucial  principles  of  human  existence.  Over 
time,  the  reasons  for  war  have  slowly  evolved  toward 
more  critical  issues,  and  the  latest  outbreak  of 
human  insanity  in  the  Middle  East  can  probably  be 
said  to  address  the  essentials  of  human  liberty. 

In  the  late  eighteenth  century,  patriots  advanced 
the  concept  that  “eternal  vigilance  is  the  price  of  lib- 
erty,” and  the  present  mid-east  conflict  seems  to  be 
another  installment  payment  on  the  price  of  liberty. 
Every  generation  of  humans  produces  both  tyrants 
and  patriots,  and  the  recurring  conflicts  of  these 
zealots  usually  require  the  sacrifice  of  human  lives. 

William  Tecumseh  Sherman  said  that  “war  is 
hell,”  and  this  true  statement  is  sometimes  extended 
into  the  false  idea  that  there  is  nothing  worse  than 
war  in  human  experience.  But  our  forefathers  be- 
lieved the  loss  of  basic  civil  and  political  liberties  to 
be  worse  than  the  hell  of  war,  and  fought  the  Amer- 
ican Revolution.  Human  slavery  is  worse  than  war, 
and  in  the  United  States,  a terrible  civil  war  was 
necessary  to  emancipate  the  slaves.  Unprovoked 
military  attacks  do  occur,  and  require  defensive  wars. 

As  reasoning,  sentient  human  beings,  we  should, 
in  the  wake  of  the  Iraqi  conflict,  rededicate  ourselves 
to  discovering  and  developing  ideas  to  prevent  the  fu- 
ture wars  of  mankind.  Possibly,  the  concerted  force  of 
United  Nations  resolutions  and  a world  police  force 


may,  in  time,  lead  to  a system  of  negotiated  settle- 
ments of  international  conflicts.  We  must  develop  an 
international  mechanism  that  will  protect  nations 
from  aggressive  neighbors,  and  from  the  deluded 
despot. 

But  the  present  thunder  of  war  should  not  deafen 
us  to  the  insidious  attacks  on  liberty  and  human  free- 
dom that  are  inherent  in  many  government  programs 
conceived  in  Washington  and  laid  upon  the  American 
people.  Unfortunately,  the  natural  inclination  of  any 
bureaucrat  is  to  impose  the  dogmas  of  statism  on  his 
fiefdom,  with  a resultant  loss  of  human  liberty  and 
creativity. 

As  our  courageous  soldiers  return  from  their  bat- 
tle to  restore  human  liberty  in  the  Iraqi  desert,  let  us 
rededicate  ourselves  to  the  daily  tasks  of  preserving 
human  liberty  and  the  scientific  autonomy  of  medicine 
from  the  pervasive  encroachments  of  our  own  govern- 
ment bureaucrats.  This  is  part  of  the  eternal  fight  for 
freedom  that  must  be  carried  out  by  the  average  citi- 
zen. This  is  a part  of  the  preservation  of  the  republic 
and  human  liberty  that  falls  upon  everybody. 

Medicine  as  a profession  has  a special  role  and  op- 
portunity in  the  preservation  of  human  liberty  in  this 
fateful  and  turbulent  time. 
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Summing  Up 

Your  Oklahoma  State  Medical 
Association  has  reached  the 
time  of  its  annual  renewal. 

Every  member  should  take 
pride  in  its  accomplishments. 

One  year  ago  many  issues 
were  handed  simultaneously  to 
your  officers  and  board  either 
formally  by  your  House  of  Dele- 
gates or  informally  by  mem- 
bers, staff,  and  such  internal  realities  as  budget. 
Among  these  were  such  major  items  as:  the  Clinical 
Laboratory  Improvement  Amendments  of  1988  and 
the  potential  closure  of  office  and  rural  hospital 
laboratories;  geographic  practice  cost  indicators 
under  the  resource  based  relative  value  scale  which 
uniquely  threatened  Oklahoma  patients;  the  neces- 
sity for  a single  zone  reimbursement  region  under 
Medicare  and  PLICO  in  Oklahoma;  the  potential  for 
practice  parameters  to  ignore  rural  constraints  in 
medical  practice;  substantial  unhappiness  with 
AMA  leadership,  directions,  and  operation;  progres- 
sively souring  relationships  with  the  legal  profes- 
sion; deunification  sentiments  in  parts  of  our  state; 
high  membership  but  low  personal  involvement  in  or- 
ganized medicine  by  women  and  young  physicians; 
isolation  of  some  county  societies  from  the  state  as- 
sociation; the  need  to  join  publicly  the  interests  of  our 
Medicare  patients  and  the  profession’s  interest  in 
serving  them;  to  say  nothing  of  maintenance  of  exist- 
ing outstanding  OSMA  programs.  A full  plate. 

On  behalf  of  your  officers,  board,  staff,  and  volun- 
teers, I am  pleased  to  report  that  we  have  responded 
actively  to  these  imperatives. 

At  the  federal  level,  Dick  Boatsman,  MD,  and 
Robert  Baker  of  the  OSMA  staff,  working  with  the 
AMA  and  our  excellent  Congressional  delegation, 
secured  all  of  our  national  goals.  Our  AMA  delega- 
tion, chaired  by  Joe  Crosthwait,  MD,  played  a major 
role  in  the  reorganization  and  refocusing  of  our  sin- 
gular national  organization.  Rebecca  Tisdal,  MD,  led 


an  explosive  development  in  involvement  by  women 
physicians,  and  our  Young  Physicians  Section  was 
significantly  modified  under  Don  Crawley,  MD.  We 
became  one  of  the  few  state  medical  associations  to 
become  full  participants  in  the  AMA  Practice 
Parameters  forum  through  the  excellent  volunteer 
work  by  Jay  Gregory,  MD.  Larry  Long,  MD,  and  his 
excellent  Council  on  State  Legislation  and  Regula- 
tion were  able  to  sidetrack  mandatory  assignment 
and  were  instrumental  in  the  foundation  of  an  in- 
terim study  committee  of  the  legislature  which  will 
address  the  problems  of  Oklahoma’s  uninsured  and 
underinsured.  Warren  Filley,  MD,  and  the  Council  on 
Professional  and  Public  Relations  initiated  programs 
to  bring  the  words  of  medicine  to  patients  throughout 
Oklahoma. 

Nor  were  continuing  programs  slighted.  Lofty 
Basta,  MD,  and  Tim  Smalley,  MD,  have  substantially 
completed  a reorganization  of  our  process  of  granting 
credit  to  institutions  for  the  conducting  of  continuing 
medical  education.  Bill  Bernhardt,  MD,  and  the 
Council  on  Medical  Services  have  surveyed  us  as  to 
our  needs  and  are  in  the  process  of  developing  signif- 
icant improvements  in  association  offerings,  includ- 
ing new  disability  insurance  choices.  Our  Physician 
Recovery  Program  continues  to  lead  the  nation  in 
scope  and  effectiveness,  and  the  continuing  problems 
of  prenatal  and  perinatal  care  have  been  addressed 
on  a number  of  fronts.  John  Alexander,  MD,  has  con- 
tinued to  lead  effectively  our  OUHSC-OSMA  Liaison 
Committee  which  has  addressed  problems  of  joint 
concern. 

Within  the  organization,  more  women  and  young 
physicians  are  serving  actively  on  association  com- 
mittees than  ever  before  in  our  history.  For  the  second 
year  in  a row  we  have  received  national  recognition 
for  membership  gains.  PLICO  is  sound  and  healthy. 
Our  Medical  Student  Section  is  actively  involved  in 
outreach  programs  to  colleges  and  universities  to  en- 
courage careers  in  medicine.  We  have  renovated  our 
headquarters  building,  maintained  the  best  associa- 
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tion  staff  in  America,  and  have  developed  an  effective 
field  office  to  serve  unstaffed  county  medical  societies. 
All  has  been  accomplished  within  budget  and  with- 
out a dues  increase. 

A singular  new  initiative  was  a joint  meeting  of 
the  Board  of  Governors  of  the  Oklahoma  Bar  Associ- 
ation with  our  Board  of  Trustees.  From  this  came  the 
decision  to  establish  a joint  OBA-OSMA  working 
group,  adopt  in  Oklahoma  the  AMA-ABA  joint  pro- 
gram on  drug  abuse  prevention  in  schools,  and  work 
together  on  a host  of  problems  common  to  the  profes- 
sions. Mike  Haugh,  MD,  and  Sara  DePersio,  MD,  are 
taking  this  effort  under  their  wings  for  what  is  sure 
to  be  a nationally  unique  and  successful  program. 

Ray  McIntyre,  MD,  and  the  superb  Susan  Records 
have  not  only  continued  our  award  winning  journal, 
but  have  expanded  the  committee  of  reviewers  and 
plan  to  enhance,  working  with  the  University  of 
Oklahoma,  the  scientific  offerings  therein. 


This  has  been  a long  list,  but  hardly  an  exhaus- 
tive one.  Your  association  is  active,  in  depth  and 
breadth,  in  all  arenas  affecting  Oklahoma  patients 
and  physicians.  You  should  be  both  thankful  and 
proud. 

On  a personal  note,  may  I say  thanks  to  each  of 
you  for  permitting  me  the  joy  and  honor  of  serving  as 
your  president  this  past  year.  It  has  been  a singular 
experience  which  I shall  cherish  always.  You  have 
wisely  selected  Billy  Dale  Dotter,  MD,  of  Okeene  to 
succeed  me.  He  is  an  outstanding  man  and  outstand- 
ing physician.  All  of  us  wish  him  well. 


152 


I Okla  State  Med  Assoc,  Vol  84,  April  1991 


Scientific 


Managing  Cholesterol  in  Children  and  Adolescents 


Ronald  B.  Saizow,  MD 


Reduction  of  elevated  cholesterol  in  adults  decreases 
risk  of  coronary  heart  disease.  Despite  evidence  of 
atherosclerosis  development  at  early  ages  and  studies 
confirming  cholesterol  tracking  from  childhood  into 
adulthood,  many  physicians  are  reluctant  to  screen  for 
hypercholesterolemia  in  children  and  adolescents.  Tar- 
geting screening  only  to  children  of  high-risk  families 
fails  to  identify  as  many  as  two-thirds  of  at-risk  children. 
Dietary  modification  and  medical  therapy  appears  safe 
and  effective  in  this  age  group.  Recommendations  for 
screening  of  all  children  by  age  5 are  made,  with 
guidelines  for  managing  elevated  cholesterol. 

Some  physicians  resist  routine  screening  of  child- 
ren for  hypercholesterolemia.  In  a recent  report, 
Nader  and  collegaues  surveyed  primary  care  pedia- 
tricians to  determine  their  practices  and  attitudes 
concerning  cardiovascular  risks. ^ They  found  that 
more  than  90%  of  those  pediatricians  routinely  check 
blood  pressures,  80%  routinely  inquire  about  familial 
cardiovascular  disease  history,  and  more  than  70% 
counsel  against  smoking  or  give  dietary  advice;  yet, 
fewer  than  10%  routinely  determine  lipid  levels  and 
fewer  than  50%  determine  lipids  in  a child  with  a 
high-risk  family  history.  This  article  contrasts  the 
current  practice  of  pediatricians  with  current  evi- 
dence supporting  mass  screening. 

Coronary  heart  disease  is  the  leading  public 
health  problem  in  the  United  States.  Coronary  heart 
disease  is  responsible  for  more  than  550,000  deaths 


FVom  the  University  of  Oklahoma  College  of  Medicine— Tulsa. 

Direct  correspondence  to  Ronald  B.  Saizow,  MD,  FACP.  2815  South  Sheridan,  Tulsa. 
OK  74129. 


each  year  and  more  than  5.4  million  Americans  have 
symptomatic  coronary  heart  disease  caused  by  coro- 
nary atherosclerosis.  This  slowly  progressive  process 
frequently  starts  early  in  life  and  can  lead  to  the 
gradual  occlusion  of  the  coronary  arteries  by  middle 
age. 

Relationship  of  Cholesterol  to  Coronary 
Heart  Disease 

The  relationship  between  cholesterol  and  coronary 
heart  disease  is  well  established.  A large  number  of 
human  and  animal  studies  have  provided  strong  and 
consistent  support  for  the  association  of  hypercholes- 
terolemia and  atherosclerosis.  Since  1984,  four  ran- 
domized, blinded,  placebo-controlled  studies  have 
proven  that  lowering  high-risk  cholesterol  levels  re- 
duces coronary  heart  disease  (CHD).  A study  involv- 
ing 3,800  hypercholesterolemic  men,  the  Lipid  Re- 
search Clinics  Coronary  Primary  Prevention  Trial, 
found  that  over  a seven-year  period  diet  plus  choles- 
tyramine reduced  total  cholesterol  9%  and  the  end 
points  of  CHD  death  or  nonfatal  myocardial  infarc- 
tion were  reduced  by  19%  compared  to  diet  plus 
placebo.^-®  From  this  study  and  others,  the  cholesterol 
intervention  rule  of  1%  reduction  in  cholesterol  pro- 
ducing an  average  2%  reduction  in  coronary  risk  was 
developed. 

The  Helsinki  Heart  Study  of  over  4,000  hyper- 
cholesterolemic men  using  gemfibrozil  found  that  a 
10%  reduction  in  LDL  cholesterol  and  an  11%  in- 
crease in  HDL  cholesterol  resulted  in  a 34%  reduc- 
tion in  the  incidence  of  coronary  heart  disease  over 
five  years. ^ A secondary  prevention  trial  of  men  post- 
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myocardial  infarction,  the  Coronary  Drug  Project, 
studied  over  1,100  men  treated  with  niacin  who  had 
a 10ft  reduction  in  total  cholesterol  associated  with 
an  117c  reduction  in  subsequent  myocardial  infarc- 
tion.In  the  Cholesterol  Lowering  Atherosclerosis 
Study,  another  secondary  prevention  trial,  162  men, 
post-coronary  artery  bypass  grafting,  were  ran- 
domized to  diet  plus  colestipol  and  niacin  or  diet  plus 
placebo.  The  treatment  group  had  a 26%  reduction  in 
total  cholesterol  and  a 37%  increase  in  HDL.  Angio- 
graphy after  two  years  of  therapy  showed  not  only 
slowing  of  disease  progression,  but  also  evidence  of 
atherosclerosis  regression  in  the  treatment  group. 

Atherosclerosis  begins  in  early  life.  Autopsy 
studies  of  soldiers,  ages  18  through  48  with  a mean 
age  of  22  years,  killed  in  the  Korean  and  Viet  Nam 
wars,  found  45%  to  77%  of  coronary  vessels  had 
atherosclerosis  varying  from  microscopic  to  gross  le- 
sions.Strong  and  McGill  studied  the  relationship 
between  fatty  streaks  and  more  advanced  intimal  le- 
sions or  fibrous  plaques  in  the  coronary  arteries  of 
4,737  autopsies.  These  included  autopsies  of  both 
sexes  with  ages  ranging  from  10  to  39  years  and  from 
six  distinct  worldwide  locations  and  racial  groups. 
Their  microscopic  findings  were  consistent  with  the 
gradual  progression  from  fatty  streaks  to  fibrous 
plaques,  a process  that  sometimes  began  before  age 
20  and  increased  rapidly  in  the  following  two  dec- 
ades. The  presence  of  coronary  artery  fatty  streaks  in 
childhood  predicted  the  advanced  atherosclerotic  le- 
sions in  middle  age,  because  populations  with  exten- 
sive fatty  streaking  in  childhood  tended  to  have  more 
extensive  raised  atherosclerotic  lesions  in  middle 
age.® 

Though  atherosclerosis  is  a complex  process,  evi- 
dence supports  a strong  association  of  cholesterol 
with  the  development  of  atherosclerosis  in  the  young. 

The  mean  and  range  of  plasma  cholesterol  levels 
in  children  in  the  United  States,  a country  with  a 
high  incidence  of  adult  coronary  heart  disease,  are 
higher  than  those  of  children  from  populations  in 
which  the  incidence  of  coronary  heart  disease  is  low.“ 
Knuiman  and  colleagues  studied  the  total  cholesterol 
and  the  HDL  cholesterol  in  560  boys,  ages  7 to  8 
years,  in  16  countries  that  were  selected  on  the  basis 
of  different  dietary  patterns  and  coronary  heart  dis- 
ease mortality  rates. “ Across  all  groups,  HDL  choles- 
terols  were  similar.  The  highest  total  cholesterol 
levels  were  found  in  countries  with  the  highest  coro- 
nary heart  disease  mortality.  LDL  cholesterol  ac- 
counted for  most  of  the  difference  in  total  cholesterols 
in  the  boys  from  the  different  countries. 


In  the  Bogalusa  Heart  Study,  Newman  and  col- 
leagues studied  the  relationship  of  antemortem  car- 
diovacular  disease  risk  factors  to  early  atherosclero- 
tic lesions  in  the  aorta  and  coronary  arteries  of  35  in- 
dividuals with  a mean  age  of  18  years. They  found 
that  the  extent  of  aortic  fatty  streaks  was  very 
strongly  related  to  levels  of  both  total  cholesterol  and 
LDL  cholesterol  and  tended  to  be  inversely  as- 
sociated with  HDL  cholesterol.  Fatty  streaks  in  coro- 
nary arteries  are  significantly  related  to  antemortem 
VLDL  cholesterol  and  tend  to  be  associated  with  total 
cholesterol  and  hypertension.  These  associations 
were  independent  of  race,  sex,  or  age.  Risk  factors  for 
cardiovascular  disease  are  related  to  even  the  earliest 
stages  of  grossly  visible  atherosclerotic  lesions  in  the 
young. 

In  a number  of  studies,  one  third  of  children 
selected  because  their  parents  had  premature  coro- 
nary heart  disease  were  found  to  have  increased  total 
cholesterol  or  triglycerides.^®  In  the  Muscatine  Study, 
Schrott  and  coworkers  reported  a significantly  higher 
coronary  mortality  in  adult  relatives  of  school  chil- 
dren with  total  cholesterol  in  the  high  group,  greater 
than  the  95th  percentile,  compared  with  children  in 
the  middle  or  lower  groups. In  the  LRC  Family 
Study,  Morrison  reported  that  the  frequencies  of  top 
decile  total  cholesterol  and  LDL  in  offspring  of  hyper- 
cholesterolemic  parents  were  increased  two  to  three 
times  compared  to  offspring  of  normal  parents.^®  In 
summary,  quantitation  of  risk  factors  of  coronary 
heart  disease  in  children  predicts  risk  factors  in  par- 
ents and  vice  versa. 

These  studies  confirm  the  development  of 
atherosclerosis  in  the  young  and  its  relation  to  ele- 
vated lipids.  In  order  to  identify  those  at  risk,  one 
must  have  an  understanding  of  normal  plasma  lipid 
concentrations  in  the  young. 

Cholesterol  Levels  Throughout  Development 

During  the  period  of  intrauterine  growth  and  de- 
velopment, fetal  plasma  total  cholesterol  averages 
30  mg  per  deciliter.  The  fetus  receives  no  cholesterol 
or  fat  from  the  mother’s  diet  and  maternal  lipopro- 
teins are  too  large  to  cross  the  placental  barrier.  The 
fetus  utilizes  glucose  and  free  fatty  acids  from  mater- 
nal blood  to  synthesize  cholesterol,  phospholipids, 
and  triglycerides. 

At  birth,  total  cholesterol  averages  70  mg/dl,  LDL 
cholesterol  30  mg/dl,  and  HDL  cholesterol  35  mg/dl. 
The  total  cholesterol  and  LDL  increase  throughout 
the  first  year.  Levels  of  total  cholesterol  and  LDL 
cholesterol  tend  to  rise  slightly  between  years  1 and 
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Table  1.  Plasma  Lipoprotein  Concentrations  in  the  First 
Two  Decades  of  Life  (mg/dl)  (by  Percentile)* 

Total  Cholesterol  LDL  Cholesterol 


Age  (yr) 

lOlh 

Mean 

75th 

90lh 

10th 

Mean 

75th 

90th 

5-9 

Males 

I TO 

155 

170 

185 

70 

90 

105 

120 

Females 

135 

1(>5 

175 

190 

75 

100 

115 

125 

10-14 

Males 

120 

160 

175 

190 

70 

95 

1 10 

120 

Females 

130 

UiO 

170 

190 

75 

95 

1 10 

125 

15-19 

Males 

125 

150 

170 

185 

70 

95 

110 

125 

Females 

125 

160 

175 

200 

65 

95 

1 10 

130 

‘Adapted  from  Lipid  Research  Clinics  Program  Reference  Values. 


19,  especially  in  boys.  During  the  first  decade,  the 
HDL  cholesterol  is  similar  in  boys  and  girls;  during 
the  second  decade  the  HDL  decreases  in  boys,  but  re- 
mains relatively  constant  in  girls.  By  age  19,  com- 
pared to  females,  males  have  higher  LDL  cholesterols 
and  lower  HDL  cholesterols,  a profile  associated  with 
increased  coronary  heart  disease.^® 

Not  only  age  and  sex,  but  other  factors  also  affect 
cholesterol.  Oral  contraceptives  may  adversely  affect 
lipoprotein  profiles  by  increasing  total  and  LDL 
cholesterol.^®  Anabolic  steroids  increase  total  and 
LDL  cholesterol  and  decrease  HDL  cholesterol.^^ 
Smoking  also  decreases  HDL  and  increases  LDL 
cholesterol.^®  Obesity  tends  to  increase  both  total 
cholesterol  and  LDL,  as  well  as  decreasing  HDL 
while  increasing  triglycerides  and  blood  pressure.^® 
Age  adjusted  ranges  for  lipoproteins  can  be  found 
in  Table  1.  Between  the  ages  of  5 and  15  years,  a 75th 
percentile  for  total  and  LDL  cholesterol  is  175  and 
110  respectively.  The  90th  percentile  for  total  and 
LDL  cholesterol  is  approximately  190  and  125. 

If  elevated  lipids  and  lipoproteins  in  children 
could  be  shown  to  persist  at  these  higher  levels  over 
time  and  into  adulthood,  then  the  quantitation  of 
lipids  and  lipoproteins  in  children  would  permit  the 
early  identification  of  persons  at  increased  risk  for 
coronary  heart  disease.  The  phenomenon  of  individu- 
als maintaining  rank  order  within  lipid  and  lipopro- 
tein distributions  is  referred  to  as  tracking.^®  In 
Beaver  County,  Penn,  Orchard  and  colleagues  tested 
561  participants  between  the  ages  of  11  and  14  years 
and  then  retested  them  9 years  later.^^  Nearly  50%  of 
high-risk  adults,  defined  as  the  top  20%  or  choles- 
terols greater  than  211,  were  in  the  top  20%  as  chil- 
dren. Of  the  top  20%  at  baseline,  76%  were  in  the  top 
40%  at  follow-up,  and  only  7%  were  in  the  lowest  20%. 


The  sensitivity  of  childhood  screening  as  a predictor 
of  adult  hypercholesterolemia  is  thus  49%,  the 
specificity  86%,  and  the  predictive  value  of  a positive 
test  48%. 

In  the  Bogalusa  Heart  Study,  Freedman  and  col- 
leagues examined  2,292  children  between  the  ages  of 
2.5  and  10  four  times  over  an  8-year  period. In  the 
highest  quintile,  total  and  LDL  cholesterol  track  55% 
and  48%  compared  to  baseline.  The  proportion  of  chil- 
dren tracking  in  the  highest  quintile  over  the  eight 
years  substantially  increases  when  subsequent  lipo- 
protein determinations  are  made.  For  a total  and 
LDL  cholesterol  in  the  top  quintiles  for  both  year  1 
and  year  4,  tracking  improves  to  72%  and  64%  for 
total  and  LDL  cholesterols  respectively. 

Current  Recommendations 

The  American  Academy  of  Pediatrics  and  the  Na- 
tional Cholesterol  Education  Program  recommended 
limiting  cholesterol  screening  below  age  20  to  chil- 
dren of  high  risk  parents. Will  screening  targeted 
to  children  from  families  with  early  myocardial  in- 
farction or  hyperlipidemia  effectively  identify  those 
at  risk?  Davidson  and  colleagues  screened  625  fourth- 
graders  and  interviewed  their  parents  to  detect  the 
familial  presence  of  early  coronary  heart  disease  or 
hypercholesterolemia.^®  One  hundred  twenty-three 
children  ( 19.7%)  were  found  to  have  total  cholesterols 
greater  than  200  mg/dl  and  of  those,  only  42  (34%) 
had  a positive  family  history.  These  authors  conclude 
that  screening  only  children  with  a positive  family 
history  would  have  failed  to  identify  two-thirds  of 
children  with  high  risk  cholesterols.  Griffin  and  col- 
leagues screened  1,005  prepubertal  children  and  ob- 
tained family  histories.  Twenty-seven  percent  of  the 
children  were  found  to  have  cholesterols  greater  than 
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Table  2.  Dietary  Recommendations  for  Healthy  Children  Older  Than  Two  Years  of  Age 


Recommendations  Practical  Implications 


1 .  Nutritionally  adequate  diet  consisting  of  a variety  of  foods. 


2.  Calorie  intake  based  on  growth  rate  and  activity  level, 

3.  Decrease  total  fat  intake  to  approximately  30%  of  the  calories 
and  saturated  fat  to  10%  of  calories. 


4.  Moderate  use  of  polyunsaturated  fats  (to  no  more  than  10%  of 
calories). 


5.  Lower  cholesterol  intake  to  <300  mg/d. 

6.  Maintain  protein  at  about  1 5%-20%  of  calories. 

7.  Increase  % of  calories  from  carbohydrates  to  about  50%  to 
55%,  derived  primarily  from  complex  carbohydrates,  and 
emphasize  an  increase  in  fiber. 


1 . Satisfies  Recommended  Dietary  Allowances  of  the  Food  and 
Nutrition  Board  of  the  National  Research  Council  for  protein, 
vitamins,  and  minerals. 

2.  Maintain  growth  curve  and  weight  appropriate  for  height. 

3.  Emphasize  consumption  of  lean  meat,  fish,  and  poultry  and 
decrease  use  of  fatty  meats;  substitute  vitamin  D fortified 
skimmed  milk  or  low-fat  milk  for  whole  milk;  broil  or  bake 
rather  than  fry  foods. 

4.  Use  of  soft  margarine  rather  than  solid  margarine  or  butter; 
use  of  vegetable  oils  such  as  safflower  or  corn  oil  rather  than 
lard  for  cooking  or  salads. 

5.  Limit  eggs  to  2-3/week;  item  3 and  4 above. 

6.  Protein  of  both  animal  and  vegetable  sources  will  provide  all 
essential  amino  acids. 

7.  Increase  consumption  of  whole  grain  or  enriched  breads; 
whole  grain,  enriched,  and  fortified  cereals;  increase 
consumption  of  fruits  and  vegetables;  decrease  consumption 
of  desserts,  snack  foods,  candy  bars,  sweets. 


Source:  Kwiterovich  PO:  Biochemical,  Clinical,  Epidemiologic  Genetic  and  Pathologic  Data  in  the  Pediatric  Age  Group  Relevant  to  the 
Cholesterol  Hypothesis.  Pediatrics  1986;  78:349-362. 


175  mg/dl,  the  75th  percentile,  and  50%  of  these 
hypercholesteremic  children  had  LDL  cholesterol  in 
the  90th  percentile.  If  testing  had  been  limited  to 
children  with  a parental  or  grandparental  history  of 
cardiovascular  disease  or  hypercholesterolemia,  only 
51%  of  children  with  elevated  LDL-C  would  have 
been  detected.^  Thus,  targeting  screening  to  children 
of  high  risk  families  does  not  effectively  identify  high 
risk  children. 

Intervention 

Once  the  high  risk  youngster  is  identified,  an  appro- 
priate intervention  may  be  begun.  Primary  modes  of 
intervention  are  dietary  modification  and  medica- 
tions. 

Many  studies  have  documented  the  efficacy  of  low 
cholesterol  and  low  fat  diets  on  lowering  cholesterol. 
Glueck  studied  the  affects  of  dietary  intervention  on 
11  normal  and  12  heterozygous  familial  hypercholes- 
terolemic  children  over  a period  of  15  months.^®  Re- 
sults of  this  study  confirm  that  diets  low  in  choles- 
terol and  saturated  fat  significantly  lower  cholesterol 
and  LDL  in  both  normal  and  familial  hypercholes- 
terolemic  children.  Diets  low  in  cholesterol,  low  in 


total  fat,  and  high  in  polyunsaturated/saturated  fat 
ratios  are  most  effective. 

Modified  diets  that  are  low  in  cholesterol  and 
saturated  fat  are  safe.  Humans  are  capable  of  en- 
dogenous synthesis  of  cholesterol  and  saturated  fats. 
The  only  essential  fatty  acids  are  polyunsaturated. 
There  is  no  theoretical  reason  why  decreased  choles- 
terol and  saturated  fat  diets  might  be  deleterious  to 
growth  and  development,  provided  sufficient  calories, 
proteins,  vitamins,  minerals,  and  other  essential  nu- 
trients are  provided.^® 

Studies  in  children  and  adolescents  have  found  no 
reasonable  evidence  to  suggest  a modified  diet  is 
harmful  or  not  consistent  with  principles  of  good  nu- 
trition. 

Long-term  drug  intervention  also  appears  to  be 
safe.  At  least  seven  studies  of  children  with  primary 
or  familial  hypercholesterolemia  treated  with  coles- 
tipol or  cholestyramine  have  been  followed  for  up  to 
six  to  eight  years. Depending  upon  the  dose  and  the 
duration  of  the  study,  the  resins  plus  diet  produced 
reductions  in  total  cholesterol  of  10%  to  25%  and  LDL 
reductions  of  8%  to  25%.  One  study  of  cholestyramine 
without  diet  observed  a 26%  to  44%  reduction  in  total 
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Table  3.  Risk  Stratifications  Based  on  Total  Cholesterol  in  Children  and  Adolescents 

(age  5-20) 


<160  mg/dl 


>1 60  mg/dl 


"Repeat  measurement  in  1-8  weeks  and  use  average. 


cholesterol.  Generally,  little  or  no  change  is  seen  in 
triglycerides  or  HDL  cholesterol  with  these  drugs. 

In  long-term  studies,  adherence  to  resin  is  a major 
problem.  Adherence  will  fall  to  less  than  50%  unless 
vigilance  is  constant.  Long-term  studies  of  safety  of 
combined  diet  plus  resin  suggest  overall  safety.  There 
are  no  consistent  long-term  changes  in  nutritional 
parameters  or  fat  soluble  vitamins.^® 

Even  though  the  efficacy  of  intervention  for  low- 
ering cholesterol  is  proven,  many  pediatricians  re- 
main concerned  about  safety.  In  a Lipid  Research 
Clinic  survey,  17-year-old  adolescents  in  Israel  were 
compared  to  adolescents  of  the  same  age  in  the 
United  States. The  Israeli  youth  consumed  a diet 
consisting  of  35%  of  calories  from  fat  with  a polyun- 
saturated/saturated (P/S)  fat  ratio  of  0.85  compared 
to  US  youth  who  consumed  a diet  consisting  of  42% 
of  calories  from  fat  with  a P/S  ratio  of  0.43.  There  was 
no  difference  in  male  or  female  height. 

The  low  total  fat  with  low  saturated  fat  diets  of 
the  Israeli  youth  did  not  affect  growth  pattern.  Over 
a period  of  5.7  years,  Glueck  and  associates  observed 


the  growth  and  behavior  of  73  children  with  a mean 
age  of  10.5  years  with  familial  hypercholesterolemia.^® 
All  were  treated  with  a diet  consisting  of  less  than 
250  mg  of  cholesterol  per  day  and  a P/S  of  1.5.  After 
one  year  of  diet  alone,  33  children  were  treated  with 
bile  acid  sequestrant  resins  for  4.3  years.  Total  choles- 
terol was  reduced  9.6%  on  diet  and  12.5%  on  diet  plus 
resin.  Height  and  weight  percentiles  were  unchanged 
compared  to  baseline.  It  appears  that  long-term 
cholesterol  lowering  is  well  tolerated  and  does  not  ad- 
versely affect  normal  physical  development,  growth, 
maturation,  behavioral  patterns  or  school  achieve- 
ments. 

The  dietary  recommendations  outlined  in  Table  2 
are  for  healthy  chidlren  over  the  age  of  2 years  and 
may  be  used  for  both  general  nutritional  recommen- 
dations and  primary  intervention. 

Stratification  of  Risk  in  Children  and 
Adolescents 

To  provide  physicians  with  practical  guidelines  to  use 
in  measuring  and  reducing  high  blood  cholesterol 
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Table  4.  Risk  Stratifications  Based  on  LDL-Cholesterol  in  Children  and  Adolescents 

(age  5-20) 


levels  in  children  and  adolescents,  the  author  has 
used  the  successful  classification  system  of  the  Na- 
tional Cholesterol  Education  Program  and  adapted  it 
to  stratify  coronary  heart  disease  risk  in  this  age 
group.  A random  nonfasting  total  cholesterol  on 
every  individual  beyond  the  age  of  five  years  initially 
classifies  risk  (Table  3).  Patients  with  a desirable 
cholesterol  level  (<160  mg/dl,  50th  percentile)  and 
their  families  should  be  provided  with  current  diet- 
ary recommendations  (Table  2)  and  risk  factor  educa- 
tion, and  rechecked  within  five  years. 

Patients  with  borderline-high  cholesterol  levels 
(160-189  mg/dl)  and  their  families  should  be  provided 
with  specific  American  Heart  Association  Step  1 diet 


plans  and  recommendations  for  risk  factor  modifica- 
tion. Reevaluation  is  recommended  within  six  to 
twelve  months  to  remeasure  total  cholesterol  and 
reinforce  diet  and  behavior  changes.  If  repeat  total 
cholesterol  is  below  160  mg/dl,  the  patient  is  treated 
as  having  a desirable  cholesterol  level.  If  repeat 
cholesterol  levels  remain  above  160  mg/dl,  the  lipo- 
protein analysis,  consisting  of  total,  HDL,  and  LDL 
cholesterol  and  triglycerides,  is  recommended  and 
the  high  blood  cholesterol  protocol  (Table  4)  is  fol- 
lowed. 

Total  cholesterol  >190  mg/dl,  or  greater  than  the 
90th  percentile,  represents  the  group  most  likely  to 
track  into  high  risk  adults  and  therefore  defines  high 


158 


/ Okla  State  Med  Assoc,  Vol  84,  April  1991 


blood  cholesterol.  A lipoprotein  analysis  is  performed 
following  a twelve-hour  fast.  An  LDL  cholesterol 
below  95  mg/dl  (50th  percentile)  is  desirable,  with 
the  same  recommendations  as  desirable  cholesterol 
levels. 

Recommendations  for  a borderline  high  risk  LDL 
cholesterol  (95-125  mg/dl)  are  the  same  as  for  border- 
line-high blood  cholesterol  levels.  If  reevaluation  re- 
veals an  LDL  below  95  mg/dl,  guidelines  for  desirable 
LDL-cholesterol  levels  are  followed.  If  LDL  remains 
borderline  high,  periodic  reevaluation  to  reinforce 
dietary  and  behavior  changes  and  remeasure  lipid 
analysis  is  recommended.  If  LDL  cholesterol  is 
greater  than  or  equal  to  125  mg/dl,  it  is  considered 
high  risk. 

For  high  risk  LDL  cholesterol  (>125  mg/dl,  90th 
percentile),  a thorough  evaluation  for  secondary 
causes,  familial  disorders,  and  other  coronary  risks 
is  recommended.  Institution  of  intensive  dietary  and 
risk  factor  modifications  should  be  reinforced  by  reg- 
ular and  frequent  (at  least  every  three  months)  re- 
evaluation  visits.  If  intensive  measures  fail  to  lower 
LDL  cholesterol  to  less  than  125  mg/dl,  medication 
therapy  should  be  considered.  If  LDL  cholesterol  falls 
below  high  risk  level,  periodic  reevaluation  visits  are 
recommended. 

Conclusions 

The  cholesterol  hypothesis  is  proven  for  adults.  Be- 
cause of  the  magnitude  of  the  studies  required  to 
prove  this  in  children,  it  is  unlikely  to  be  definitively 
proven  in  this  age  group.  The  pediatricians  and  the 
parents  of  our  children  must  consider  the  available 
evidence  and  make  decisions  concerning  screening 
and  intervention.  Evidence  suggests  that  cholesterol 
screening  can  identify  children  at  high  risk  for  future 
coronary  heart  disease.  Children  with  higher  choles- 
terol levels  tend  to  become  adults  with  higher  choles- 
terol levels.  Epidemiologic  and  pathologic  data  sup- 
port the  development  of  atherosclerosis  at  young  ages 
and  its  relation  to  elevated  lipoprotein. 

Dietary  modificaiton  will  lower  total  and  LDL 
cholesterol  and  appears  safe  and  consistent  with 
sound  nutritional  practices.  Further,  nutritional 
habits  are  formed  early  in  life  and  a prudent  diet  in- 
stituted early  might  produce  healthier,  lifelong  eat- 
ing hahits.  A prudent  diet  is  recommended  for  all 
children,  but  for  high  risk  children  dietary  modifica- 
tion is  strongly  urged.  For  children  at  high  risk,  med- 
ical therapy  should  be  considered. 

Prevention  of  atherosclerosis,  a major  cause  of  ill- 
ness and  death  in  our  society,  is  a pediatric  responsi- 


bility. Significant  cardiovascular  risk  factors  are 
identifiable  in  children  and  adolescents,  and  substan- 
tial reductions  in  cardiovascular  morbidity  and  mor- 
tality may  be  achieved  with  early  intervention.  (J 
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Commentary 


Lay  Mid  wives  in  Oklahoma 

George  P.  Giacoia,  MD 


Since  the  1970s  a trend  towards  home  birth  has  sparked 
a strident  debate  among  obstetric  practices  and  lay  mid- 
wives which  concerns  the  most  valuable  member  of  our 
society:  newborn  infants.  This  paper  focuses  specifically 
on  lay  midwives.  Their  situation  in  the  country  as  a 
whole  and  in  Oklahoma  in  particular  is  discussed.  The 
state  has  ignored  the  existence  of  these  practitioners, 
forcing  the  medical  establishment  to  deal  with  the  con- 
sequences of  unsafe  deliveries. 

Definition 

Lay  midwifery  is  defined  as  the  practice  of  assisting 
childbirth  at  home  for  compensation.  Most  lay  mid- 
wives have  been  trained  in  a variety  of  different  ways 
but,  most  commonly,  they  have  no  formal  training. 
Many  lay  midwives  are  self-taught.  Some  of  these  in- 
dividuals are  registered  nurses  but  have  not  under- 
gone formal  training  or  certification.  In  the  Texas 
border  towns,  unlicensed  foreign  physicians  work  as 
lay  midwives.  This  is  indeed  a heterogenous  group  of 
individuals  which  must  be  distinguished  from  cer- 
tified nurse  midwives  who  are  registered  nurses  with 
formal  training  and  certification  in  midwifery  and 
who  practice  in  hospital  settings  using  physicians  as 
consultants. 

Home  Deliveries:  The  Scope  of  the  Problem 

Across  the  country,  home  deliveries  represent  a small 
number  of  total  births;  yet,  it  is  a persistently  desired 
option.  Although  the  percentage  of  out-of-hospital 
births  remains  low,  it  has  been  increasing  since  the 
mid-1970s  from  around  0.5%  to  1%  of  total  births  and 
from  around  26,000  in  1974  to  almost  37,000  in  1986.i 
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The  situation  across  the  country  is  quite  diverse  and 
very  much  influenced  by  the  local  philosophy  of  birth. 
Areas  where  women-centered  natural  childbirths  are 
advocated  have  a relatively  high  number  of  home 
births  attended  by  law  midwives. 

Information  on  the  number  and  distribution  of  lay 
midwives  practicing  in  the  US  is  incomplete  and  frag- 
mentary. Starting  this  year,  however,  the  National 
Center  for  Health  Statistics  is  collecting  data  on  the 
number  of  home  births  performed  by  lay  midwives 
and  the  number  of  midwives  practicing  in  the  US. 

In  Texas,  there  are  at  least  430  lay  midwives. ^ 
Table  1 summarizes  yearly  deliveries  from  1982 
through  1988  by  delivery  attendants  in  Texas.  Lay 
midwives  deliver  about  2%  of  the  infants.  In  1983,  the 
Texas  legislature  regulated  the  lay  mid  wives’  ac- 
tivities. The  Texas  law  does  not  make  educational  re- 
quirements mandatory  and  failed  to  impose  severe 
penalties  for  violation  of  the  law.  These  shortcomings 
may  encourage  the  expansion  of  lay  midwifery.  The 
Texas  Medical  Association  had  opposed  any  action  by 
the  legislature  to  endorse  lay  midwifery  because  of 
“the  likelihood  that  patients  will  not  receive  safe  and 
effective  assistance  during  prenatal  care  as  well  as 
during  labor,  delivery,  and  postpartum  care.”® 

The  number  of  lay  midwives  practicing  in  Okla- 
homa is  unknown.  The  numbers  of  deliveries  by  lay 
midwives  and  certified  nurse  midwives  for  the  state 
and  for  Tulsa  and  Oklahoma  counties  are  depicted  in 
Table  2. 

Legal  Status  of  Lay  Midwives 

During  the  last  10  years,  several  states  have  become 
increasingly  involved  in  legislating  the  activities  of 
lay  midwives.  Lay  midwifery  laws  encompass  the  en- 
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tire  spectrum  from  prohibiting  the  practice  to  legaliz- 
ing midwifery  with  a variety  of  qualifications  and 
statutes.  In  a sizable  number  of  states,  including 
Oklahoma,  the  legal  status  can  be  described  as  “le- 
gality by  default.”' 

Data  culled  from  different  sources'*'^  indicate  that 
the  profile  of  the  legal  status  of  lay  midwives  across 
the  US  is  constantly  changing,  and  attempts  to  sum- 
marize it  becomes  quickly  outdated.  Ten  states  per- 
mit or  regulate  the  practice  of  lay  midwives,  another 
10  states  have  prohibitive  physician  associate  laws. 
Twenty-one  states  do  not  have  statutory  legislation. 
In  some  states,  the  practice  is  prohibited  as  a conse- 
quence of  judicial  interpretation  of  court  cases  or  At- 
torney General  opinion  (eg,  Indiana  1984,  Kansas 
1978).  Attorney  General  opinions  have  in  some  states 
permitted  midwifery  practice  (eg,  Massachusetts 
1985).  In  about  30  states,  the  legal  status  of  lay  mid- 
wifery is  ambiguous. 

There  is  no  specific  geography  pattern  of  distribu- 
tion between  states  that  allow  midwifery  and  those 
that  prohibit  it.  Before  1987,  Arkansas  confined 
licensure  of  lay  midwives  to  counties  with  a high  per- 
centage of  indigent  population.  After  1987,  this  re- 
striction was  lifted.  In  certain  states  such  as 
Alabama,  Delaware,  and  Florida,  lay  midwives  have 


Table  1.  Live  Births  by  Delivery  Attendants 
Among  Texas  Residents 


Year 

Physicians 

Certified 

Nurse 

Midwives 

Lay 

Midwives 

1982 

288,122 

2,183 

5,926 

1983 

284,091 

3,074 

6,362 

1984 

286,744 

3,898 

6,411 

1985 

296,302 

3,839 

5,831 

1986 

295,404 

3,914 

5,788 

1987 

290,749 

4,097 

5,308 

1988 

287,788 

7,579 

6,125 

Source:  Bureau  of  Vital  Statistics,  Texas  Department  of  Health. 


been  “grandmothered”  and  no  new  certificates  have 
been  issued.  In  Florida,  there  are  36  active  lay  mid- 
wives, while  in  Alabama,  the  last  midwife  retired  in 
1985.  In  Oklahoma,  there  is  no  law  prohibiting  this 
practice.  The  Oklahoma  Nursing  Practice  Act  Law 
defines  certified  nurse  midwife,  but  omits  any  men- 
tion of  lay  midwives. 

Physicians'  Attitudes  and  Relationships  with 
Lay  Midwives 

Medical  organizations  such  as  the  American  College 
of  Obstetricians  and  Gynecologists,  the  Arizona  Med- 
ical Association,  the  Texas  Medical  Association,  and 
several  other  state  medical  associations  have  voiced 
their  opposition  to  midwifery  licensure.^  ® ® The  over- 
riding collective  concern  is  one  of  capability,  account- 
ability, and  health  risks  created  by  lay  midwives 
practicing  in  homes.  Yet  physicians,  individually  or 
as  members  of  organizations,  interact  with  lay  mid- 
wives. In  Minnesota,  licensure  is  administered  by  the 
Board  of  Medical  Examiners,  while  in  Louisiana,  reg- 
ulation of  midwives  is  under  the  control  of  the  med- 
ical board.  Six  states’  laws  require  an  examination  of 
a future  patient  by  a physician  and  stipulate  the 
intrapartum  conditions  which  require  consultations 
with  physicians.  This  physician-lay  midwife  re- 
lationship created  an  interesting  situation  in 
Arizona  in  1985.  Two  malpractice  insurance  com- 
panies prohibited  physicians  from  backing  up  unin- 
sured lay  midwives,  while  midwives  saw  their  mal- 
practice insurance  either  cancelled  or  not  renewed.’” 

Modern  Lay  Midwives  and  Their  Clients 

At  the  turn  of  the  century,  lay  midwives  were  often 
older  women,  members  of  minority  groups,  or  re- 
cently arrived  immigrants.  Southern  black  women 
(granny  midwives)  were  frequently  the  only  choice 
available  for  black  women  with  no  access  to  hospital 
care. 


Table  2.  Deliveries  by  Certified  Nurse  Midwives  (CNM)  and  Lay  Midwives  (LM) 


State 

Tulsa  County 

Oklahoma  County 

Year 

CNMs 

Lay 

Midwives 

CNMs 

#LM 

Deliveries 

#Home 

Deliveries 

CNMs 

#LM 

Deliveries 

#Home 

Deliveries 

1985 

345 

198 

62 

29 

24 

128 

73 

48 

1986 

680 

248 

163 

43 

37 

200 

61 

33 

1987 

740 

240 

166 

32 

29 

179 

63 

41 

1988 

644 

212 

150 

33 

28 

79 

77 

49 

1989 

687 

267 

146 

56 

43 

91 

74 

50 

Source:  Oklahoma  Department  of  Health 
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LAY  MIDWIVES 


A sizable  number  of  today’s  lay  midwives  are  the 
product  of  the  women’s  movement  which  espoused  a 
radical  change  in  women’s  health  care  and  advocated 
a woman’s  right  in  decision  making  and  control  over 
her  body.  The  mainstream  health  care  system  is 
criticized  by  midwives  and  their  clients  for  denying 
women  autonomy  and  decision-making  authority.  A 
recent  study  revealed  that  women  who  choose  home 
birth  are  not  poor,  inexperienced,  or  disadvantaged; 
rather,  they  are  likely  to  be  white,  older  (over  30 
years  of  age),  and  educated.” 

Lay  midwives  no  longer  practice  in  isolation. 
Spurred  by  the  enactment  of  enabling  laws  in  some 
states,  lay  midwives  seeking  respectability  and  a way 
to  promote  and  protect  their  practice  are  currently  or- 
ganizing regional,  state,  and  national  networks. 
Within  the  last  few  years,  the  Midwive’s  Alliance  of 
North  America  (MANA)  has  encouraged  midwife 
groups  in  several  states  to  develop  a self-certification 
program. 

Some  self-certification  mechanisms  have  been  de- 
veloped by  lay  midwives  organizations,  particularly 
in  states  without  legislation  or  certification.^^  Self- 
certification  can  be  viewed  as  a mechanism  to 
preempt  regulation  by  other  professional  organiza- 
tions and  way  to  promote  acceptance  and  credibility. 
It  appears  that  lay  midwives  organizations  identify 
themselves  with  alternative  women’s  health  organi- 
zations rather  than  mainstream  health  professional 
organizations. 

The  Oklahoma  Midwives  Alliance  is  the  lay  mid- 
wives’ organization  in  the  state  which  was  started 
about  three  years  ago  with  a membership  of  approx- 
imately 23.  Members  advocate  some  type  of  certifica- 
tion, and  they  freely  admit  that  lay  midwives  not  ac- 
tive in  the  group  have  little  cognitive  knowledge 
about  pregnancy  and  the  birth  process. 

Conclusion 

Throughout  the  country,  physicians’  opposition  to 
home  deliveries  attended  by  lay  midwives  remains 
unabated.  Several  state  medical  societies  have  con- 
demned the  practice  and  issued  position  papers.  A 
medical  society  in  the  northwest  even  threatened  to 
report  parents  to  the  District  Attorney  for  prosecu- 
tion under  child  abuse  statutes  when  serious  compli- 
cations from  elective  home  deliveries  ensue. ^ To  my 
knowledge,  the  issue  has  not  been  addressed  by  the 
Oklahoma  State  Medical  Association. 

In  Oklahoma,  home  deliveries  represent  a very 
small  fraction  of  total  births,  and  no  discernible 
change  in  absolute  number  has  occurred  during  the 


last  few  years.  Unnecessary  deaths  and  brain  damage 
continue  to  occur,  but  the  extent  of  the  problem  is  un- 
known. 

Identification  of  these  events  should  be  vigor- 
ously pursued.  Death  attributable  to  elective  home 
deliveries  can  be  traced  by  matching  death  and  birth 
certificates.  Unfortunately,  there  is  no  established 
mechanism  to  report  significant  morbidity. 

The  threat  of  malpractice  does  not  appear  to  deter 
incapable  and  unscrupulous  lay  midwives.  Punitive 
legal  action  is  an  option  which  deserves  considera- 
tion by  state  authorities.  Lobbying  by  physicians  for 
passage  of  a law  prohibiting  lay  midwifery  is  ill  ad- 
vised because  it  may  be  viewed  as  an  effort  to  secure 
economic  and  professional  interests.  Instead,  family- 
centered  maternity  care  in  the  hospital  setting 
should  be  encouraged.  Attitudinal  changes  of  physi- 
cians to  dispel  the  misperception  by  certain  groups  of 
consumers  that  the  medical  profession  wields  too 
much  power  and  is  unsympathetic  to  their  needs,  are 
of  paramount  importance  to  prevent  the  spread  of  al- 
ternative delivery  options.  To  this  effect,  good  com- 
munication between  the  physician,  the  patient,  and 
her  family,  as  well  as  the  nursing  staff,  and  efforts  to 
satisfy  patients’  wishes  regarding  choice  of  analgesic, 
monitoring,  and  related  subjects  are  essential;  cost- 
containing  strategies  are  also  important.  In  certain 
areas,  cost  considerations  account  for  dangerous 
planned  home  deliveries. 

In  conclusion,  accepted  standards  of  maternity 
care  which  ensure  a safe  delivery  must  be  preserved 
for  all  women  in  Oklahoma.  (J 
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Commentary 


The  New  Role  of  the 
Nursing  Home  Medical  Director 

Robert  Zumwalt,  MD 


In  1987  Congress  passed  the  Omnibus  Budget  Re- 
conciliation Act,  often  referred  to  as  “the  Nursing 
Home  Reform  Law”  or  OBRA,  after  three  years  writ- 
ing the  regulations.  OBRA  is  now  applied  to  all  nurs- 
ing homes  with  Medicaid  or  Medicare  programs  — 
virtually  all  nursing  homes  in  Oklahoma. 

The  law  is  an  attempt  to  improve  the  care  of  the 
elderly  in  our  nursing  homes,  and  followed  a long 
series  of  congressional  studies  and  hearings,  as  well 
as  numerous  court  decisions. 

The  law  has  already  caused  changes  in  nursing 
homes,  and  will  soon  result  in  many  more  altera- 
tions. As  most  physicians  have  some  involvement 
with  nursing  homes  either  with  patients  or  with  fam- 
ily members,  a general  knowledge  of  the  main 
changes  is  now  needed. 

For  physicians,  one  of  the  most  important  changes 
is  the  new  requirement  that  all  licensed  nursing 
homes  have  a “Medical  Director”  under  contract. 

Even  though  the  duties  of  the  medical  director  are 
described  in  the  regulations,  confusion  persists 
among  both  physicians  and  nursing  home  adminis- 
trators as  to  those  duties  and  how  much  responsibil- 
ity results.  Consequently,  some  nursing  homes  have 
had  difficulty  finding  doctors  to  take  this  position 
and  among  those  agreeing  to  do  so,  there  is  concern 
and  apprehension. 

This  ambiguity  is  probably  the  main  reason  that 
many  nursing  homes  do  not  yet  have  medical  direc- 
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tors,  although  additional  funding  to  cover  that  ex- 
pense was  authorized. 

The  OBRA  law  specifies  that  the  failure  to  have 
a medical  director  could  result  in  a loss  of  license  or 
monetary  penalties.  For  this  reason,  most  homes  will 
soon  have  directors. 

The  concept  of  medical  director  in  skilled  nursing 
homes  is  fairly  new,  less  than  20  years  old,  and  is  to- 
tally new  to  intermediate  care  facilities.  While  the 
medical  director’s  mission  is  easy  to  define  in  gener- 
al, the  specific  duties  are  as  variable  as  the  needs  of 
the  individual  homes. 

Since  it  is  now  an  OBRA  requirement  that  each 
home  have  a medical  director,  the  first  act  of  the  di- 
rector will  be  to  sign  a contract.  Most  Oklahoma 
homes  will  be  using  a standard  contract  supplied  by 
the  Oklahoma  Nursing  Home  Association  that  calls 
for  a minimum  duty  time  of  8 hours  a month  and  de- 
fines some  of  the  duties  of  the  directors. 

One  of  the  responsibilities  of  the  medical  director 
will  be  to  help  to  implement  the  other  features  of  the 
law,  promoting  an  increase  in  “patient  rights.”  Obvi- 
ously, if  the  patient  has  increased  “rights,”  then  the 
physician,  the  nursing  home  staff,  and  even  the  pa- 
tient’s family  will  be  giving  up  some  of  their  author- 
ity. 

An  example  of  increased  patients’  rights  is  the 
elimination  of  restraints,  both  physical  and  chemi- 
cal. When  it  is  in  the  patient’s  best  interest  to  con- 
tinue restraints,  this  fact  must  be  documented.  Re- 
straints cannot  be  used  for  the  benefit  of  the  staff  or 
other  patients,  but  only  for  the  patient  to  whom  they 
are  applied.  Sometimes  this  issue  is  not  clear.  An 
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example  might  be  a patient  so  hostile  and  aggressive 
that  his  or  her  actions  towards  other  patients  causes 
a striking  back. 

Another  increase  in  patients’  rights  is  that  pa- 
tients cannot  be  required  to  take  medication  or  follow 
special  diets  against  their  will.  Either  the  physician, 
the  staff,  or  the  patient’s  family  will  need  to  convince 
the  patient  that  following  the  physician’s  orders  is  de- 
sirable. On  the  other  hand,  recent  state  law  requires 
tube  feedings  for  patients  who  cannot  swallow  liq- 
uids, unless  the  patient  has  left  a clear  and  adequate 
living  will,  or  has  the  mental  capacity  to  make  a ra- 
tional decision  — despite  the  wishes  of  the  nurses, 
family,  or  doctor. 

For  several  years,  the  nursing  home  pharmacist 
has  periodically  sent  computer  print-outs  to  each  pa- 
tient’s physician  addressing  the  need  for  laboratory 
values,  diagnostic  “justification,”  and  drug  interac- 
tions. Since  one  of  the  medical  director’s  duties  is  to 
help  eliminate  psychotropic  drug  use  to  control  pa- 
tient behavior,  there  will  be  an  overlap  in  the  activity 
of  the  pharmacist  and  medical  director  that  should 
be  of  benefit  to  all  patients. 

“Paper  work”  in  the  nursing  home  will  be  in- 
creased under  OBRA,  and  the  medical  director  will 
help  in  the  planning  of  policy  statements  and  flow 
sheets  and  be  part  of  the  quality  assurance  and  infec- 
tion control  committees.  This  will  include  helping  to 
write  bylaws  and  standards  for  staff  membership,  as 
well  as  other  standards  for  the  staff.  The  medical  di- 
rector will  not  have  to  develop  these  “from  scratch” 
but  will  need  to  adopt  standard  procedures  for  each 
home. 

The  medical  director  also  will  give  in-service  lec- 
tures and  be  active  in  other  forms  of  teaching  for  the 
staff.  If  OBRA  causes  any  increase  in  malpractice  lia- 
bility to  the  physician,  it  will  probably  be  from  this 
responsibility  to  instruct  the  staff,  and  consequent  ef- 
fects on  their  activities.  Ed  Kelsay,  general  counsel 
for  OSMA,  has  stated  that  the  increase  in  liability  is 
quite  small  and  that  he  can  not  foresee  that  it  would 
increase  malpractice  insurance  premiums  or  change 
a doctor’s  classification. 

The  director  also  will  monitor  the  health  of  the 
nursing  home  staff,  in  most  cases  doing  the  physicals, 
both  pre-employment  and  annual  exams,  and  be  ex- 
pected to  check  the  staff  for  illnesses  that  could  affect 
the  health  of  patients. 

The  medical  director  works  with  the  other  physi- 


cians on  the  staff.  Under  this  law,  after  admission  or 
re-admission,  physician  visits  with  progress  notes 
are  to  be  done  monthly  for  the  first  90  days,  then 
every  60  days.  The  patient’s  own  physician  must  visit 
for  the  first  3 visits,  but  after  that  the  medical  direc- 
tor can  see  the  patient,  write  the  progress  notes,  and 
sign  the  order  sheet  if  he  or  she  has  the  written  per- 
mission of  the  patient’s  own  physician. 

The  medical  director’s  pay  in  central  Oklahoma 
ranges  from  $75  to  $100  an  hour.  Steven  A.  Levenson, 
MD,  who  was  the  principal  speaker  at  the  Medical  Di- 
rectors Conference  at  Tulsa  and  Oklahoma  City  in 
February,  states  that  in  other  parts  of  the  country  the 
range  is  from  $0  to  $125.  The  hours  can  usually  be 
served  at  the  physicians’  convenience.  Most  weeks 
the  physician  will  need  to  be  in  the  home  for  one  or 
more  hours  to  see  patients  or  to  meet  with  staff.  Once 
or  twice  a year  it  is  necessary  to  meet  with  the  state 
and  national  inspectors  for  the  final  summation  after 
inspection. 

Most  importantly,  the  medical  director  should 
enjoy  interacting  with  elderly  patients.  Some  physi- 
cians do  not  enjoy  the  elderly  and  going  to  a nursing 
home  is  an  unpleasant  experience  for  them. 

Even  though  some  of  the  goals  of  OBRA  are  dif- 
ficult to  attain,  the  medical  director  should  be  sym- 
pathetic to  them;  a certain  amount  of  flexibility  is  re- 
quired. 

The  physician  who  has  an  interest  in  becoming  a 
medical  director  should  call  the  administrators  of  the 
nursing  homes  in  the  area.  An  administrator  can 
give  additional  information  and  tell  what  is  expected 
from  the  medical  director.  Even  if  a home  already  has 
a director,  there  is  going  to  be  increased  turnover  the 
first  year,  or  the  administrator  may  know  of  a home 
within  driving  distance  that  needs  a director.  The 
Oklahoma  Nursing  Association  had  meetings  on  the 
subject  of  the  duties  of  the  medical  director  in  Tulsa 
and  in  Oklahoma  City  in  February,  1991. 

Even  the  physician  who  is  not  interested  in  tak- 
ing this  role  should  try  to  understand  the  mission  of 
the  medical  directors  in  the  nursing  homes  and  work 
with  them  to  make  the  time  spent  there  more  enjoy- 
able and  productive.  (J) 

The  Author 

Robert  Zumwalt,  MD,  Tecumseh  family  practitioner,  is  a former 
member  of  the  Oklahoma  Nursing  Home  Board.  Currently  he  is 
medical  director  of  three  nursing  homes. 
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On  Physicians  and  Litigation 

Robert  E.  Merrill,  MD;  |ohn  Wiggins,  |D 


Because  litigation  involving  physicians  has  come  to  in- 
fluence the  practice  of  medicine  in  several  ways,  we  de- 
cribe  many  of  the  legal  processes  involved.  We  also  offer 
specific  advice  in  regard  to  steps  which  can  be  effec- 
tively taken,  and  those  which  should  be  avoided.  We 
close  with  a plea  for  active  participation  by  physicians 
in  the  judicial  process  and  in  the  promulgation  of  ap- 
propriate legislation. 

The  litigious  society  in  which  we  now  live  may 
change  because  of  legislative  action,  but  the  pros- 
pects for  this  seem  poor.  Various  state  efforts  at  so- 
called  tort  reform  have  met  with  only  limited  success 
and  so  far  have  failed  to  jell  into  any  type  of  national 
movement.  In  the  meantime,  awards  by  juries  and  in- 
surance premiums  rise  to  such  high  levels  that  some 
physicians  refuse  to  practice,  as  is  the  case  with 
many  obstetricians,  creating  crises  in  some  com- 
munities. 

Litigation  can  be  expensive  but  multimillion  dol- 
lar awards  add  much  more  to  the  financial  burden. 
The  result  is  that  all  who  pay  medical  care  insurance 
premiums  or  doctor’s  fees  are  charged  more  because 
the  physician  must,  in  turn,  pay  inflated  malpractice 
insurance  premiums.  As  an  example,  some  doctors 
must  collect  (not  charge)  $100,000  before  they  can 
take  home  a penny.  The  public  pays  finally. 

Notions  that  every  baby  must  be  perfect  at  birth 
or  that  no  patient  should  suffer  a complication  are 
widespread.  So  also  is  the  view  that  where  these 
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utopian  standards  have  not  been  met,  the  patient 
must  have  suffered  at  the  hands  of  the  physician.  As 
obstetricians,  pediatricians,  emergency  room  person- 
nel, and  others  will  attest,  any  perceived  complica- 
tion, especially  sensory  or  neurologic,  can  be  blamed 
on  the  attending  physicians  by  the  dissatisfied  pa- 
tient or  family.  That  unforeseeable  complications  or 
events  which  could  not  reasonably  be  prevented  could 
be  important  factors  is  seldom  considered.  Litigation 
is  often  pursued  with  an  eye  toward  the  emotional  im- 
pact a severely  brain-damaged  baby  or  other  example 
of  catastrophic  injury  has  on  a jury.  Facing  the  risk 
of  an  emotionally  based  adverse  verdict,  the  truly  in- 
nocent physician  undergoes  untold  agony  combating 
even  the  most  specious  of  claims  in  our  current  med- 
ical-legal arena. 

There  are  instances  where  the  physician,  being 
human,  is  clearly  at  fault  and  cannot  be  defended 
legitimately.  That  is  another  issue.  We  are  addressing 
those  suits  in  which  simple  logic  cannot  clearly  de- 
lineate fault  on  the  part  of  the  physician. 

Doctors  are  obligated  to  find  and  expel  those  that 
are  incompetent.  Similarly,  we  should  be  prepared  to 
defend  the  vast  majority  of  physicians  who  are  com- 
petent and  do  a good  (not  necessarily  perfect)  job. 
Neither  is  done  very  well. 

If  physicians  are  willing  to  get  involved,  no  mat- 
ter how  reluctantly,  they  must  be  prepared  for  the  ad- 
versarial jury  system.  To  the  physician  who  is  not  a 
professional  witness,  the  system  will  seem  strange 
indeed.  It  is  often  a very  vicious  confrontation  be- 
cause the  opposing  attorney  will  do  everything  he  or 
she  can  to  make  the  witness  appear  to  be  uninformed. 
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incompetent,  confused,  inconsistent,  dishonest,  or 
any  combination  of  these.  Inevitably,  there  will  be 
different  opinions  propounded  on  both  sides  of  the 
question  and  these  opinions  may  be  “all  dressed  out 
in  a perplexing  mystery  of  phrase”  as  Hawthorne  put 
it,  so  that  the  lay  jury  will  be  confused  as  far  as  the 
science  is  concerned.  It  follows  that  the  attorney  will 
try  to  destroy  the  credibility  of  the  witnesses  for  the 
other  side  to  make  his  or  her  case  more  believable. 


Most  physicians  have  very  limited  insight  into 
legal  proceedings.  They  learn  precisely  what 
res  ipsa  loquitur  means  and  may  have  a vague  under- 
standing of  the  legal  concept,  acceptable  standards  of 
medical  care.  More  importantly,  unless  they  supple- 
ment income  by  testifying  frequently,  they  do  not 
learn  much  about  the  nuances  of  legal  combat.  Ac- 
cordingly, the  following  suggestions  are  offered. 

Sooner  or  later,  most  physicians  are  asked  to  re- 
view a medical  record  for  the  benefit  of  an  attorney 
who  may  represent  the  plaintiff  or  the  defendant. 
More  commonly,  it  is  the  latter,  because  physicians 
who  make  a living  testifying  are  seemingly  well  iden- 
tified and  readily  available  to  attorneys  for  the  plain- 
tiff. There  is  no  obligation  beyond  review  at  this 
point,  and  obviously  the  attorney  wishes  to  know 
whether  his  or  her  client  has  a decent  case  or  defense, 
in  your  opinion.  If  you  think  so,  it  is  prudent  to  give 
the  attorney  some  indication  of  the  enthusiasm  with 
which  you  hold  your  opinion.  If  your  agreement  is 
somewhat  reluctant  or  half-hearted,  it  is  better  to  tell 
the  lawyer  that  quickly.  Try  not  to  turn  away  from  a 
case  solely  because  of  insufficient  information.  This 
would  be  an  injustice  to  both  sides.  The  attorney  has 
the  obligation  to  provide  you  sufficient  information 
to  enable  you  to  form  an  opinion. 

However,  in  formulating  your  enthusiasm  level 
for  the  case,  remember  that  the  medical  procedures, 
as  reflected  in  the  record,  need  not  be  precisely  those 
that  you  would  have  employed.  The  issue  is  always 
whether  the  procedures  were  acceptable  in  terms  of 
standards  as  you  perceive  them.  Care  as  defined  by 
superior  hindsight  does  not  always  correlate  with  ac- 
ceptable care.  Acceptable  means  exactly  that  and 
does  not  mean  that  the  medical  practice  must  con- 
form precisely  to  that  evident  in  some  large  medical 
center  or  among  self-appointed  authorities. 

If  you  indicate  to  the  attorney  that  the  case  or  de- 
fense has  merit,  you  will  probably  be  asked  whether 
you  are  willing  to  state  that  in  court.  This  is  where 
true  belief  in  the  case  leads  to  commitment.  If  you  are 


willing  to  testify,  you  will  probably  be  asked  for  a 
copy  of  your  curriculum  vitae,  and  it  is  important 
that  it  be  complete,  up-to-date,  and  easily  under- 
stood. In  this  context,  it  is  incumbent  upon  you  to 
share  with  the  attorney  who  has  retained  you  any 
events  which  could  emerge  later  and  cast  a shadow 
on  your  integrity.  For  example,  if  you  have  been  dis- 
missed from  any  position,  have  had  significant  dis- 
putes with  any  branch  of  government,  or  have  failed 
a board  certification  examination,  these  details  and 
any  others  that  are  germane  must  be  shared  so  that, 
at  the  very  least,  the  attorney  will  be  prepared  to  deal 
with  them.  This  will  minimize  your  embarrassment 
and  put  your  credibility  in  the  best  light  possible. 

As  you  review  materials  the  attorney  provides,  re- 
member that  the  opposing  attorney  has  the  right  to 
review  all  of  the  notations  and  reminders  that  you 
may  prepare  during  review,  and  will  be  looking  for 
any  phrase  that  seems  inconsistent  or  even  some- 
what improper.  A devil’s  advocate  note  written  to 
yourself  during  review  may  be  used  against  you  with 
the  argument  that  these  were  your  true  thoughts. 
This  may  cloud  the  issues  just  enough  for  a juror  to 
opt  for  the  opponent’s  expert.  Make  notes  with  the  as- 
sumption you  will  have  them  scrutinized  by  the  other 
side. 

The  next  step  in  the  process  is  the  discovery  depo- 
sition for  the  benefit  of  the  opposing  lawyer.  Attor- 
neys for  both  sides  will  be  present,  but  it  is  the  other 
attorney’s  show  as  he  or  she  will  try  to  discover  as 
much  as  possible  about  your  opinions  on  the  various 
points  in  the  case.  It  is  adversarial  and  certainly 
physicians  are  not  trained  for  it.  Doctors  spend  their 
lives  trying  to  explain  complex  medical  concepts  to 
patients,  families,  and  others.  Now  they  are  asked  the 
same  questions  by  a seemingly  uninformed  attorney 
and  the  instinct  to  explain,  instruct,  and  educate  can 
hardly  be  resisted.  However,  it  must  be  resisted,  be- 
cause that  attorney,  if  well  prepared,  is  probably  al- 
most completely  informed  and  is  very  pleased  to  have 
you  ramble  on,  with  the  hope  that  some  out-dated 
“facts,”  inconsistencies,  or  other  apparent  errors  will 
emerge.  They  often  do.  It  is  much  better  to  answer 
every  question  in  the  most  direct  fashion  possible, 
with  a yes  or  no  insofar  as  the  questions  allow.  Re- 
member that  this  is  a discovery  or  fishing  deposition. 
The  opposing  attorney  is  trying  to  discover  what  you 
will  say  in  court  not  only  in  support  of  your  side  of 
the  case,  but  also  to  define  how  adept  you  are  at 
negating  his  or  her  theories.  Anything  you  say  “can 
and  will  be  used  against  you,”  so  say  as  little  as  pos- 
sible. Save  your  explanations  for  the  jury.  Gratuitous 
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remarks  made  during  a deposition  may  be  made  to 
appear  inconsistent  with  your  testimony  at  trial  by 
an  astute  trial  lawyer.  If’  the  attorney  does  not  ask, 
you  need  not  answer.  You  will  convince  the  opposing 
attorney  of  nothing  at  this  stage  and  it  would  be  ir- 
relevant even  if  you  did.  He  or  she  is  not  the  jury. 

In  addition  to  the  opposing  attorney’s  willingness 
to  encourage  verbosity,  there  are  some  other  strategies 
that  are  worth  noting.  One  of  them  goes  like  this: 

ATTORNEY:  Doctor,  are  you  familiar  with  Nel- 
son’s Textbook  of  Pediatrics'?  (Any  standard  textbook 
on  the  topic  can  be  used  for  this  purpose.) 

DOCTOR:  Yes. 

ATTORNEY:  Is  it  an  authoritative  text? 
DOCTOR:  Yes. 

ATTORNEY:  Then  let  me  read  this  passage  on 

page . (After  reading  the  passage)  Do  you  agree 

with  this  statement? 

Of  course,  this  statement  differs  with  your  opin- 
ion, or  more  likely,  it  seems  to  differ.  This  is  why 
the  passage  was  quoted.  Physicians  who  write  papers 
for  journals  or  chapters  in  textbooks  do  not  often  pick 
words  with  legal  dissection  in  mind.  In  an  effort  to 
answer  this  question,  you  may  either  indicate  dis- 
agreement, which  is  apparently  self-contradictory,  or 
you  may  agree  with  the  statement  and  therefore 
seem  to  agree  with  the  attorney  on  what  may  be  a key 
point.  Neither  seems  wise. 

It  is  obvious  that  the  word  “authoritative”  is  what 
must  be  challenged  at  the  outset.  The  attorney  uses 
the  word  to  mean  absolute  authority,  and  once  you 
have  agreed  that  the  work  is  authoritative,  every 
word  in  it  is  supposed  to  be  Gospel,  or  so  the  jury  argu- 
ment goes.  It  is  your  Bible  because  you  said  so.  This 
can  never  be  so,  especially  because  of  the  many  au- 
thors who  contribute  to  most  standard  texts.  But 
even  if  only  one  author  wrote  the  book,  it  can,  of 
course,  be  worthy  of  publication  without  being  abso- 
lute, particularly  when  we  consider  changes  in  med- 
ical opinion  with  the  passage  of  time. 

A better  and  more  honest  sequence  could  go  this 
way: 

ATTORNEY:  Is  that  text  authoritative? 
ANSWER:  Yes  and  no,  it  depends  on  what  that 
word  means  to  you. 

ATTORNEY:  What  do  you  mean? 

ANSWER:  If  you  mean  it  was  written  by  someone 
who  had  knowledge  about  the  topic,  the  answer  is 
yes.  If  you  mean  that  every  word  is  absolute  truth  in 
all  clinical  settings,  then  no. 


Usually,  the  attorney  will  go  to  another  line  of 
questions.  If  he  pursues  with  questions  from  a text 
or  an  article,  ask  to  see  the  original  so  you  can  place 
the  attorney-isolated  quotation  in  context. 

As  with  textbooks,  the  same  kinds  of  questions 
are  used  in  regard  to  authors  or  well-known  physi- 
cians in  the  field  with  the  implication  that  every- 
thing the  so-called  authority  ever  said  or  wrote  is 
immutable  truth.  This  can  never  be  true.  Even  Sir 
William  Osier  knew  that.  Do  not  hesitate  to  voice 
legitimate  disagreement.  Obviously,  there  must  be 
professional  disagreement  because  the  case  is  in  liti- 
gation. 

The  opposing  attorney  would  also  like  to  depict 
you  as  a witness  willing  to  go  anywhere  and  testify 
to  anything  for  money.  Sadly,  such  physicians  do 
exist.  Often  they  justify  their  income  and  actions  by 
rationalizing  themselves  as  champions  of  truth  try- 
ing to  overcome  the  public  perception  of  the  medical 
profession’s  so-called  conspiracy  of  silence.  Those  per- 
sons will  not  benefit  from  this  article.  In  any  event, 
you  will  be  asked  how  many  cases  you  have  reviewed 
and  for  which  side  (the  plaintiff  or  the  defendant)  you 
testified.  This  is  usually  easy  to  handle  as  is  the  next 
series  of  questions: 

ATTORNEY:  Do  you  expect  to  get  paid  for  your  re- 
view and  for  this  testimony? 

ANSWER:  Yes. 

ATTORNEY:  How  much? 

ANSWER:  $_  per  hour. 

Some  physicians’s  review  fees  are  exorbitant  and 
you  will  need  to  consider  whether  you  are  more  con- 
cerned about  justice  in  the  case  or  the  money.  Re- 
member, it  is  the  rare  juror  who  earns  $250  per  hour. 
Most  malpractice  cases  are  battles  of  opinions,  not 
black-and-white  facts.  As  a juror  is  less  accepting  of 
bought  opinions,  some  reasonable  restraint  seems  ad- 
visable. 


Another  term  with  a vague  meaning  is  the  stan- 
dard of  care.  Nonetheless,  the  term  has  signifi- 
cant legal  ramifications.  Of  course,  there  are  mini- 
mal standards  apparent  to  all  (sobriety  during  man- 
agement, operating  on  the  correct  limb),  but  this  is 
seldom  what  is  meant  by  the  term.  Some  examples 
illustrate  this  point. 

One  standard  of  care  could  be:  “Every  child  with 
significant  fever  and  a first  seizure  should  have  a 
lumbar  puncture.”  This  is  a questions  that  has  been 
debated  for  many  years.  It  may  be  a policy  in  some 
institutions  or  communities  and  not  in  others.  It  is 
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definitely  not  a required  standard  of  care.  A consider- 
ation of  the  entire  clinical  picture  is  often  the  missing 
element. 

Similarly,  a self-appointed  expert  in  a large  med- 
ical center  has  pontificated  that  any  child  who  might 
develop  progressive  hydrocephalus  must  have  an 
echoencephalogram  every  two  weeks.  In  fact,  this 
may  be  an  acceptable  policy  for  that  individual,  but 
it  should  not  be  applied  as  a required  standard  of  care 
nationwide.  The  reasons  are  many  and  include  relia- 
bility of  parents,  geography,  costs,  and  clinical  suspi- 
cion, among  others. 

Readers  can  develop  many  similar  examples.  The 
important  points  to  remember  are: 

( 1 ) The  law  invokes  a concept  of  acceptable  stan- 
dards which  may  not  always  be  the  ideal  standard,  or 
the  one  most  recently  in  vogue  by  some  practitioners. 
This  is  especially  true  because  the  reviewer  always 
has  the  benefit  of  20/20  hindsight  and  may  be  review- 
ing medical  care  rendered  years  earlier  in  an  entirely 
different  community.  A family  practitioner  on  the 
plains  of  west  Texas  has  practice  standards  different 
from  the  full  professor  of  perinatology  at  Stanford.  As 
you  review  the  materials,  keep  an  open  mind  and  try 
to  place  yourself  in  the  shoes  of  the  physician  whose 
care  you  are  reviewing. 

(2)  Acceptable  required  standards  are  estab- 
lished by  use  over  time  by  a large  majority  of  physi- 
cians. Often,  minority  views  are  still  acceptable.  If 
40%  of  physicians  agree  on  a topic  they  do  not,  ipso 
facto,  become  incompetent  or  negligent  because  60% 
believe  otherwise.  At  one  time,  blood-letting  was  a 
majority  view. 

(3)  Self-appointed  experts  in  large  medical  cen- 
ters do  not  set  standards,  although  many  of  them 
think  they  do,  particularly  when  hired  for  participa- 
tion in  legal  proceedings.  They  have  opinions;  many 
of  them  turn  out  to  be  correct,  but  not  all. 

(4)  As  a witness,  you  are  entitled  to  force  the  at- 
torney into  a precise  definition  before  you  answer 
whether  the  actions  of  the  defendant  met  the  stan- 
dard of  care.  It  is  clear  that  an  attorney  and  a physi- 
cian do  not  use  the  same  words  with  the  same  preci- 
sion. Often  a physician  will  write  in  a journal  article: 
“Under  these  circumstances,  the  physician  should 

prescribe .’’In  fact,  the  author  meant  to  write  “the 

physician  should  consider  prescribing ,”  because 

in  almost  every  circumstance,  there  will  be  excep- 
tions. 

More  often  than  that,  an  author  may  go  far 
beyond  what  the  data  allow.  There  is  an  absolutely 
classic  example  of  this  in  a paper  that  was  published 


in  a quite  reputable  journal  about  eight  or  ten  years 
ago,  which  had  to  do  with  the  putative  deleterious  ef- 
fects of  certain  eye  drops  in  premature  infants.  The 
defects  in  the  experimental  design  were  exceeded 
only  by  the  deficiencies  in  the  written  presentation, 
and  the  paper  proved  absolutely  nothing.  Yet  the 
paper  concluded  with  a statement  which  indicated 
that  the  physician  must  monitor  the  blood  pressure 
of  these  infants  if  the  drops  are  used.  The  same  sort 
of  thing  may  appear  in  a textbook.  You  are  entitled 
to  point  out  why  statements  like  these  are  nothing 
but  opinions  and  should  be  treated  as  such.  They  are 
not  law.  They  are  not  required  standards.  Innocent 
doctors  should  not  suffer  because  of  them. 

After  the  deposition  is  concluded,  you  will  be 
asked  whether  you  wish  to  review  and  sign  the  trans- 
cript. Try  to  do  so,  particularly  if  the  deposition  was 
not  videotaped.  Important  changes  in  meaning  can 
occur  during  transcription,  and  although  inadver- 
tent on  the  part  of  the  reporter,  they  can  be  crucial. 
Occasionally,  the  reporter  or  typist  innocently  omits 
the  “not”  from  an  answer,  such  as  “It  could  not  have” 
in  response  to  a critical  question.  Reading  and  sign- 
ing your  deposition  give  you  the  opportunity  to  cor- 
rect inaccuracies,  and  avoid  having  them  presented 
to  a jury.  Minor  grammatic  or  spelling  errors  can  be 
fixed  while  you  are  at  it. 

Between  the  time  when  the  deposition  is  completed 
and  the  trial  begins  (if  it  does  begin),  you  will  be 
well  advised  to  re-review  all  of  the  materials  which 
are  available  to  you,  including  the  deposition  of  the 
other  side’s  expert.  In  this  deposition  you  may  find 
areas  of  self-contradiction,  statements  that  are  sub- 
ject to  clear  diffei  ences  of  opinion,  opinions  that  have 
no  basis  in  fact  (nor  any  reasonable  chance  of  same), 
and  other  items  that  are  subject  to  challenge.  The  at- 
torney who  retained  you  may  then  be  alerted  to  med- 
ical facts  that  he  or  she  might  not  otherwise  detect. 
This  education  not  only  helps  strengthen  the  credibil- 
ity of  your  opinions,  but  facilitates  a just  jury  verdict. 

And  finally,  comes  the  trial.  In  this  circumstance, 
all  of  the  suggestions  offered  in  regard  to  the  depo- 
sition may  apply  with  the  exception  that  now  your  re- 
taining attorney  has  a modicum  of  control  in  that  he 
or  she  will  know  what  you  are  going  to  say  and  will 
control  the  testimony  to  some  degree.  Above  all,  do 
not  surprise  your  attorney.  Stick  as  close  as  possible 
to  all  previous  discussions  and  testimony.  All  possible 
modifications  must  be  thoroughly  aired  beforehand. 

It  is  during  the  cross-examination  that  you  are 
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challenged.  A thorough  knowledge  of  the  records  and 
relevant  depositions  is  absolutely  essential.  The  op- 
posing attorney  will  (or  should)  know  them  as  well 
as  his  or  her  own  birthday.  He  or  she  will  do  every- 
thing possible  to  discredit  your  opinions,  make  you 
appear  uninformed  and,  if  possible,  challenge  your 
integrity.  You  should  answer  the  opposing  attorney’s 
questions  crisply,  honestly,  and  without  any  elabora- 
tion, insofar  as  possible.  Believe  it  or  not,  attorneys 
may  have  access  to  deposition  or  trial  testimony  you 
have  given  in  the  past.  If  they  attempt  to  impeach  you 
with  it  at  trial,  stay  calm  in  front  of  the  jury  and  ask 
to  see  it  so  you  can  place  it  in  context.  This  will  seem 
fair  to  the  jury.  If  the  attorney  has  unfairly  quoted 
you,  he  or  she  will  suffer  immeasurably  in  the  eyes 
of  the  jury.  There  are  many  other  things  to  remember 
at  the  trial  stage. 

(1)  Do  not  answer  hastily,  in  anger  or  agitation. 
You  are  the  expert  being  quizzed  in  your  expertise. 
Appear  to  be  in  control. 

(2)  Do  not  assume  that  the  words  used  in  the 
question  mean  exactly  what  you  think  they  mean.  If 
in  any  doubt,  ask  and  keep  asking  until  you  are  satis- 
fied you  know  the  question  precisely. 

(3)  Do  not  try  to  match  wits  or  witticisms  with 
the  opposing  attorney.  A good  trial  lawyer  will  beat 
you  every  time. 

(4)  Do  not  get  involved  in  lengthy  explanations 
or  lectures  with  the  cross-examing  attorney.  You  are 
there  just  to  answer  questions  during  cross-examina- 
tion and  to  educate  the  jury  during  direct  examina- 
tion. The  relaxed  discussion  or  teaching  phase  of  your 
testimony  comes  in  direct  or  re-direct  questioning  by 
the  attorney  who  retained  you. 

(5)  Do  not  risk  any  sign  of  condescension.  An 
alert  jury  will  detect  this  immediately,  which  will 
serve  to  cast  a shadow  on  your  testimony. 

(6)  Finally,  do  not  allow  yourself  to  be  forced  to 
answer  yes  or  no  if  that  is  not  medically  possible 
without  qualification.  Many  questions  in  medicine 
are  not  subject  to  this.  You  will  have  been  sworn  to 
tell  the  whole  truth  and  you  have  that  right,  as  well 
as  that  obligation. 

Our  hope  is  that  these  suggestions  will  allow  the 
physician  to  participate  in  these  affairs  effectively 
and  comfortably.  Honestly  held  opinions  are  not  dif- 
ficult to  defend,  if  you  know  the  nuances  of  the  legal 
system. 


Of  course,  all  of  this  is  designed  to  redress  the  bal- 
ance so  that  practicing  physicians  can  cease  those 
practices  generally  called  defensive  medicine  and 
can  proceed,  based  upon  what  is  apparently  best  for 
the  patient.  Defensive  medicine  is  costly  to  the  pa- 
tient and  society.  Risks  may  be  termed  the  required 
standard  in  hindsight  by  an  adversary. 

In  cases  where  an  honest,  reasonable  defense  is 
possible,  it  is  up  to  the  physician  to  help  solve  the  liti- 
gation problem  and  step  forward.  Accordingly,  con- 
sider: 

( 1 ) If  you  are  the  defendant,  do  not  agree  to  a set- 
tlement if  you  are  unable  to  see  any  virtue  in  the  suit. 
Many  suits  are  for  nuisance  purposes,  based  on  the 
assumption  that  if  a suit  for  $1,000,000  is  settled  out 
of  court  for  $50,000,  everyone  is  better  off.  It  may  be 
cheaper  for  the  insurance  company  to  settle,  but  the 
damage  it  does  to  your  reputation  and  your  insurance 
premiums  is  significant.  In  addition,  it  seems  to  en- 
courage more  of  the  same. 

(2)  Be  willing  and  able  to  support  your  local  col- 
leagues as  long  as  you  honestly  can.  A show  of  sup- 
port such  as  this  can  be  exceedingly  valuable.  Re- 
member, “But  for  the  grace  of  God  ...” 

(3)  Be  willing  and  able  to  provide  expert  testi- 
mony when  you  honestly  can  support  the  case  or  de- 
fense. To  fail  to  respond  is  both  convenient  and 
shameful.  The  entire  system  breaks  down  if  doctors 
are  not  willing  to  extend  themselves  at  least  tbis  far. 

(4)  Finally,  without  any  illusions  in  regard  to 
speed,  there  are  some  legislative  ideas  worth  support- 
ing. These  include  limitations  on  cases  taken  by  at- 
torneys on  a contingency  basis,  permission  for  simul- 
taneous counter-suits,  sanction  and  suit  exposure  to 
attorneys  who  foster  claims  or  defenses  without 
merit,  and  appropriate  modification  of  the  statute  of 
limitations  which  presently  can  perpetuate  the  lia- 
bility of  obstetricians  and  others  almost  indefinitely. 

These  are  suggestions  for  improvement.  The  liti- 
gation situation  can  be  improved,  but  the  physicians 
are  the  crucial  participants.  (J 
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Begun  in  1981,  the  Leaders  in  Medicine  series  recognizes  some  of  Oklahoma's 
most  outstanding  physicians  and  the  contributions  they  have  made  to  their 
communities  and  profession.  This  is  the  eighteenth  article  in  the  series. 


In  his  first  President’s  Page  in  a 
1977  issue  of  the  Journal, 
Ceylon  S.  “Burr”  Lewis  an- 
nounced that  the  theme  for  the 
year  would  be  “better  patient 
care.” 

While  that  theme  probably 
didn’t  light  fires  under  any  of  the 
readership,  those  who  knew  him 
best  knew  it  was  vintage  Burr 
Lewis.  Of  course,  better  patient 
care  would  be  the  theme.  Since  set- 
ting up  his  internal  medicine  prac- 
tice in  Tulsa  in  1951,  every  profes- 
sional move  he’d  made  was  in  the 
name  of  better  patient  care. 

And  it’s  been  that  way  ever 
since. 

Whether  it  was  taking  CMEs 
himself  or  leading  the  struggle  to 
establish  and  keep  open  a medical 


By  Richard  Green 
Photography  by  Jim  Thomas 


Leaders  in  Medicine 
C.S.  Lewis,  Jr.,  MD 


school  in  Tulsa,  or  helping  to  set 
up  mechanisms  for  better  physi- 
cian distribution  throughout  the 
state,  or  expanding  the  realm  of 
the  American  College  of  Physi- 
cians into  public  policy  studies,  de- 
bates, and  initiatives,  or  doing 
medical  missionary  and  educa- 
tional work  in  more  than  20  Third 
World  countries,  the  ultimate  goal 
was  always  the  same. 

Once  he  had  committed  to  any 
project,  he  was  in,  body  and  soul; 
and  if  succeeding  required  the  art 
of  gentle  persuasion  or  direct  con- 
frontation, so  be  it.  David  Bickham, 
OSMA  executive  director,  recalls  a 
dinner  meeting  where  Lewis  was 
trying  to  win  support  for  some- 
thing or  other.  “Though  he  hardly 
knew  any  of  the  people.  Burr 


learned  each  of  their  names  and 
something  about  them  during 
cocktails.  And  damned,  if  he  didn’t 
start  the  meeting  by  introducing 
them  all  one  by  one.” 

Bickham  and  plenty  of  others 
also  have  seen  some  of  Lewis’s 
tirades,  pounding  his  adversary 
with  facts,  remonstrance,  and 
fury,  at  times  almost  losing  con- 
trol. Some  of  the  recipients  of  his 
wrath  haven’t  thought  kindly  of 
him  since,  and  in  a sense  they  rep- 
resent burned  bridges.  Others  for- 
give him  his  excesses  because  they 
find  so  much  to  admire  about  him. 

Almost  everyone  would  agree 
that  C.S.  Lewis  has  been  effective; 
he  has  been  president  or  a board 
member  of  virtually  every  profes- 
sional organization  he  has  joined. 
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He  is  also  one  of  only  three  Ok- 
lahomans to  be  elected  to  the  pres- 
tigious Institute  of  Medicine  of  the 
National  Academy  of  Sciences. 

He  has  received  enough  honors 
and  awards  to  fill  a hallway  out- 
side his  office.  (His  wife,  Marge, 
calls  it  the  Hall  of  Fame.)  It’s  in- 
teresting and  perhaps  instructive 
that  he’s  placed  the  plaques  and 
framed  certificates  in  the  hall,  a 
sort  of  compromise  between  a more 
prominent  placement  and  boxing 
them  up.  Despite  the  honors  and 
acclaim,  he’s  never  benefitted  fi- 
nancially from  any  medical  activ- 
ity except  his  practice.  Actually, 
his  commitments  away  from  his 
practice  have  cut  substantially 
into  his  income.  He  and  Marge 
have  lived  (and  raised  their  fam- 
ily) in  the  same  house  in  Tulsa 
since  1952.  As  his  friend  and  fel- 
low internist  Dan  Duffy  says, 
“He’s  got  a strong  ego,  but  not  a 
big  ego.  Burr  has  supreme  self- 
confidence,  but  he  doesn’t  enjoy 
talking  about  himself.” 

Instead,  he  deflects  talk  about 
himself  into  narratives  about  good 
medical  programs  or  activities 
that  he  has  had  a hand  in  develop- 
ing or  perpetuating. 

But  what  was  your  role,  he  is 
asked  repeatedly.  “I  helped  in  the 
effort,”  he  says,  finally  showing  a 
trace  of  exasperation.  “You  know, 
you  can’t  tell  your  colleagues  in 
the  American  College  of  Physi- 
cians or  the  regents  of  higher  edu- 
cation: ‘This  is  the  way  it’s  gonna 
be.  . . .’” 

Marge,  his  wife  of  47  years,  says 
her  husband  is  self-deprecating  to 
a fault.  As  he  responds  to  ques- 
tions about  his  life  and  career,  she 
periodically  breaks  in  to  say,  “He 
won’t  tell  you  this  himself, 
but.  ...” 

At  one  point,  she  says  she  must 
say  one  thing  before  leaving  to 
keep  an  appointment:  “Some 


people  who  don’t  know  him  well 
can’t  recognize  or  accept  that 
Burr’s  main  motivation  has  al- 
ways been  that  he  cares.  He’s  al- 
ways cared  deeply  about  his  pa- 
tients and  his  profession.” 

Though  he  stopped  practicing  at 
the  age  of  69  in  1989,  she  says. 


some  of  his  former  patients  still 
call  requesting  that  he  resume  his 
practice. 

“Not  so  many,”  Burr  says 
“More  than  you  know,”  she  an- 
swers. “Many  more  than  you  know.” 

* * * 

Though  C.S.  Lewis,  Jr.,  is,  in 
fact,  an  Okie  from  Muskogee, 
he  never  puts  it  that  way. 
Nor  does  his  behavior  or  appear- 
ance ever  inspire  anything  the 
least  bit  reminiscent  of  Merle  Hag- 
gard’s famous  song.  Sitting  in  his 
large  den,  filled  with  artifacts 
from  the  couple’s  travels  to  India 
and  Nepal,  Lewis  is  wearing  a 
starched  white  shirt  with  French 
cuffs,  bearing  the  initials  CSL  and 
a neat  pin-striped  suit  with  an  ex- 
pertly folded  handkerchief  in  the 
breast  pocket.  He  looks  so  much 
like  a successful  banker  that  it’s 
hard  to  imagine  him  dressed  infor- 
mally. 

When  he  talks,  his  hands  are  al- 


most always  in  motion,  index 
finger  jabbing  the  air  for  emphasis 
and  hands  making  looping  mo- 
tions. His  voice  is  even,  pleasant, 
and  mainly  on  low  volume.  He 
doesn’t  make  liberal  use  of  col- 
loquialisms, but  every  once  in  a 
while,  he’ll  say  “dadgum”  or  some 


other  word  or  phrase  from  his 
youth. 

In  recent  years,  he’s  developed 
an  interest  in  genealogy,  and  as  a 
result  can  trace  his  ancestory  back 
to  the  Rev.  Henry  Smith  who  set 
sail  from  England  and  became  the 
first  Congregational  minister  at 
Weathersfield,  Connecticut,  in 
1635.  His  great  many-times-over 
grandson.  Burr  Lewis,  reports  that 
the  church’s  original  steeple  is  still 
in  place.  Over  the  next  200  years, 
the  Smiths  gradually  moved  up  to 
Winchester,  New  Hampshire, 
where  the  family’s  original 
Ceylon,  Ceylon  Smith  was  bom  in 
1821. 

In  the  1850s,  the  family  moved 
by  river-ways  to  Alton,  Illinois, 
but  when  Ceylon  Smith  discovered 
that  slaveholders  lived  there- 
abouts, he  moved  up  the  Missis- 
sippi River  to  Quincy.  His  daugh- 
ter Ella  married  a physician 
named  Lewis,  who  was  Burr’s 
grandfather.  Little  is  known  of  Dr. 


In  this  1985  photograph,  Lewis  talks  with  (from  left)  David  Cobb,  third-year  resident;  Nancy 
Lamroeux,  first-year  resident;  and  David  Wart,  MS  IV. 
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Lewis  because  after  he  and  his 
wife  took  the  highly  unconven- 
tional step  of  getting  divorced,  he 
moved  to  Oregon  and  was  never 
heard  from  again. 

The  eldest  of  their  five  children, 
Ceylon  Lewis,  was  in  the  construc- 
tion business  and  moved  to  Mus- 
kogee around  1912  to  serve  as  con- 
struction supervisor  on  the  10- 
story  Severs  Hotel.  One  night  at  a 
party,  he  met  a young  lady,  Glenn 
Ellis,  a recent  graduate  ofTransyl- 
vania  College  in  Lexington,  Ken- 
tucky. They  got  married  and  had  a 
daughter,  Rosa  Lee,  and  a son, 
Ceylon,  Jr.,  born  July  19,  1920. 

In  Muskogee,  if  you  are  a kid 
with  a name  like  Ceylon  (pro- 
nounced CEE-lon)  or  Julius  or  Irv- 
ing, you  hope  you  get  a nickname 
soon.  “All  the  kids  in  my  neighbor- 
hood assumed  the  name  of  an 
Uncle  Remus  character,”  Lewis 
says.  “I  was  Brer  Rabbit,  which  a 
neighbor  corrupted  to  Burr.” 

(This  must  he  a surprise  to  those 
who  assume  that  “Burr”  was  as- 
sociated with  his  personality.) 

After  the  Severs  job,  his  father 
and  uncle  formed  the  Ellis  and 
Lewis  Construction  Co.  and  built 
roads  all  over  eastern  Oklahoma 
and  Arkansas.  In  high  school  and 
college  Burr  worked  summers  for 
them  on  road  gangs. 

The  company  prospered  and  the 
Lewises  moved  into  a large  house 
in  a genteel  neighborhood  at  15th 
and  Okmulgee.  Their  next-door 
neighbors  were  the  Clu  Gulagers, 
who  were  related  to  Will  Rogers.  In 
fact,  with  the  proper  prompting 
Clu,  Sr.,  would  do  a great  imitation 
of  his  famous  relative.  Another 
neighbor  was  the  eminent  Okla- 


Marge and  C.S.  Lewis 
have  been  married 
for  47  years. 
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homa  historian.  Grant  Foreman. 
“Everybody  knew  who  he  was,” 
Lewis  says.  “But  Mr.  Foreman  was 
quite  elderly  and  I never  got  to 
know  him  well.  I wish  I had.  ...” 

When  his  uncle  bought  a ranch 
near  Inola,  Burr  had  a place  to 
hunt  and  ride  horses.  “I  remember 
riding  on  the  fender  of  a pickup, 
holding  on  with  one  hand  and 
cradling  a .22  with  the  other,  tak- 
ing potshots  at  jackrabbits  and 
coyotes,”  he  says. 

After  his  dad  and  uncle  built 
and  started  a riding  academy. 


Burr  took  the  saddletime  to  begin 
excelling  as  a horseman.  He  joined 
the  Mounted  Troops  of  America 
and  appeared  in  regional  exhibi- 
tions and  kid  rodeos.  “My  main 
thing  was  Roman  riding.  That’s 
where  you  stand  up  straddling  two 
galloping  horses.  I also  was  pretty 
fair  at  calf  roping  but  only  did  bull 
riding  because  of  peer  pressure.” 

His  life  as  a horseman,  however, 
ended  abruptly  when  he  entered 
college  in  1938.  Burr’s  excellent 
high  school  grades  hadn’t  come 
easily,  but  proved  worth  the  time 
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and  effort.  He  was  the  Muskogee 
senior  selected  to  receive  a four- 
year  academic  scholarship  offered 
annually  by  Washington  Univer- 
sity in  St.  Louis. 

Just  before  commencement,  a 
short  item  appeared  in  the  Musko- 
gee Phoenix  and  Times  Democrat 
to  the  effect  that  members  of  the 
Forum  Debating  society  “will  be 
guests  this  evening  when  Mr. 
Ceylon  Lewis,  Jr.,  entertains  with 
an  informal  party  in  his  home. 
Games  and  dancing  will  be  the  di- 
versions of  the  evening.” 

During  high  school,  he  decided 
he  wanted  to  become  a doctor.  His 
thinking  was  deductive  and  influ- 
enced to  some  degree  by  the  Great 
Depression.  Though  the  economic 
depression  didn’t  personally  affect 
his  family,  Burr  was  aware  of  suf- 
fering and  deprivation  in  Mus- 
kogee. “I  knew  people  who  were 
supporting  families  on  $16  a week. 
And  I’ll  never  forget  this  news- 
paper story  describing  an  acquain- 
tance who  was  shot  stealing  in 
desperation  a bottle  of  milk  off  a 
neighbor’s  porch.” 

His  career  choice  had  to  be  some- 
thing that  ( 1 ) he  couldn’t  get  fired 
from;  (2)  would  be  helpful  to  people; 
and  (3)  would  be  intellectually 
challenging.  Though  his  father 
hoped  he  would  become  an  engineer 
and  take  over  his  construction  bus- 
iness, Burr  wanted  to  fly  solo. 

^ ^ 

College  for  Burr  was  much 
more  than  a means  to  an 
end.  Again,  he  studied 
hard  enough  to  ensure  his  admis- 
sion to  medical  school  but  he 
wasn’t  Phi  Beta  Kappa.  He  was 
testing  himself  in  other  ways. 
Could  he  become  a bona  fide 
BMOC?  He  joined  a fraternity,  be- 
came its  president,  was  elected  to 
elite  junior  and  senior  service  or- 


ganizations, and  had  the  wheels 
and  resources  to  date  a lot. 

The  only  regret  he  had  was  in 
retrospect.  On  the  advice  of  his 
counselor,  he  took  “one  helluva  lot 
of  math  and  chemistry,  most  of 
which  proved  to  be  of  no  subse- 
quent use.”  His  undergraduate 


On  one  of  his  many  trips  abroad,  C.S.  Lewis 
examines  a patient  in  Vellore,  India,  in  1989. 


studies  lacked  the  balance  of  social 
sciences  and  English  that  he  feels 
he  should  have  had.  By  graduation 
in  1942,  America  had  entered 
World  War  11.  He  thought  long  and 
hard  about  enlisting  but  the  mem- 
bers of  his  draft  board,  in  effect, 
told  him  they’d  rather  have  another 
doctor  than  another  soldier. 

Though  medical  school  was  only 
across  the  campus  at  Washington 
University,  it  was  another  world 
for  Burr.  The  basic  science  course- 
work  was  harder  than  expected, 
but  he  was  stimulated  by  the  chal- 
lenge and  an  excellent  faculty, 
which  included  four  Nobel  Prize 
winners. 


He  was  also  stimulated  by  Marge 
Dearmont  of  Cape  Girardeau,  Mis- 
souri. Though  their  first  date  was 
memorable,  it  wasn’t  auspicious. 
After  a day  of  bird  hunting  with 
his  roommate,  Dave  Oliver,  on  his 
family’s  ranch  near  Cape  Girar- 
deau, the  young  men  entertained 
two  of  the  town’s  finest  and  most 
eligible  young  ladies.  After  drinks 
and  dinner.  Burr  “impressed”  his 
date.  Marge,  by  falling  asleep  at 
the  table. 

Nevertheless,  they  continued  to 
see  one  another  in  St.  Louis, 
where  her  father,  Russell  Dear- 
mont, was  general  counsel  for  the 
Missouri  Pacific  railroad.  With  the 
help  of  nannies  and  maids,  he  had 
raised  three  daughters  after  his 
wife’s  death  when  Marge  was  4. 
The  Colonel,  as  he  was  then  known, 
used  his  daughters  as  hostesses  at 
the  parties  he  threw  for  other  so- 
cially prominent  people.  And  he 
looked  as  patrician  as  he  was.  (A 
large  oil  painting  of  the  Colonel 
hangs  over  the  Lewis  fireplace.) 

Marge  remembers  that  her 
father  typically  greeted  Burr  and 
then  “stuck  a newspaper  in  front  of 
his  face.”  That’s  why  Burr  made  an 
appointment  to  see  the  Colonel  in 
his  office  to  ask  for  his  daughter’s 
hand.  Fortunately  for  Marge,  Burr 
called  her  immediately  afterward 
from  a hallway  phone  to  say  that 
permission  had  been  granted. 
When  her  father  spoke  to  her  later, 
he  said  that  “the  Oklahoma  boy 
had  the  audacity  to  ask  for  your 
hand  ...  of  course  I told  him  no.” 
Then  he  grinned  and  said,  “That 
was  what  I was  supposed  to  do, 
right?” 

On  the  day  they  became  en- 
gaged, they  were  to  attend  a din- 
ner party  at  6 pm.  Just  before  6, 
Burr  called  to  say  he  had  been 
summoned  to  assist  at  an  autopsy, 
and  though  he’d  never  done  that 
before  he  figured  it  might  take  an 
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hour  or  so.  At  midnight,  Marge  re- 
calls, “he  showed  up  in  this  blood- 
spattered  smock  and  asked  if  I 
would  get  him  a Coke.  That  was 
my  initiation.” 

They  were  married  at  the  end  of 
his  sophomore  year.  They  could  af- 
ford it  because  all  medical  stu- 
dents were  being  subsidized  by  the 
US  Armed  Forces.  Marge  worked 
for  three  months  — the  only  paid 
job  she  ever  had  — but  quit  when 
she  got  pregnant. 

They  named  their  first  child 
Sally  and  their  third  and  last  child 
Carol.  The  middle  child,  a boy,  was 
selected  to  carry  on  the  family 
tradition:  he  is  Ceylon  Lewis  III. 
(The  boy’s  nickname,  Budge,  coin- 
cidentally was  coined  by  the  same 
Muskogee  neighbor  who  gave 
Burr  his  moniker. ) 

Due  to  the  war  and  the  need  for 
doctors,  medical  school  was  com- 
pressed into  three  years.  Early  on, 
Lewis  decided  against  surgery  (too 
much  time  on  your  feet)  and 
pediatrics  (couldn’t  emotionally 
tolerate  treating  sick  children) 
and  psychiatry  (this  was  still  the 
era  of  treatments  with  cold  wet 
sheets).  Having  an  analytical 
mind,  he  was  attracted  to  internal 
medicine  and,  though  it  was  still 
primitive,  to  cardiology. 

Lewis  received  his  MD  degree  in 
1945.  On  the  advice  of  his  favorite 
professor,  hematologist  Karl  Moore, 
he  applied  and  was  accepted  for 
postgraduate  training  in  internal 
medicine  at  Salt  Lake  General 
Hospital  in  Utah.  After  his  in- 
ternship, however,  he  was  in- 
ducted into  the  Army  in  1946.  The 
couple  had  the  one-year-old  Sally 
and  Budge  on  the  way  and  the 
most  likely  duty  assignment  for 
Lt.  Lewis  was  Korea.  So,  it  was 
with  great  anxiety  one  day  that 
Marge  took  a phone  call  regarding 
her  husband’s  orders.  Lt.  Ceylon  S. 
Lewis  was  to  report  on  such  and 


such  a date  ...  to  the  VA  Hospital 
. . . in  Muskogee,  Oklahoma. 

Burr  spent  those  years  at  VA, 
1946-48,  in  the  first  and  only  8-to- 
5 job  he  ever  had;  it  couldn’t  have 
come  at  a better  time  for  the  young 
family.  His  father  had  died  in  1944 
— the  same  year  his  daughter  was 


A marble  inlaid  table  from  India  and  an 
intricate  brass  bird  from  Nepal  are  but  two 
of  many  sucb  mementoes  in  tbe  Lewis  home. 


born.  And  since  his  mother  and 
sister  were  still  living  in  Mus- 
kogee, Burr  became  a sort  of  patri- 
arch of  an  extended  family. 

After  he  was  discharged,  the 
family  returned  to  Salt  Lake  City 
where  Burr  completed  his  internal 
medicine  residency.  He  also  spent 
another  year  in  one  of  the  nation’s 
first  cardiology  fellowship  pro- 
grams under  the  internationally 
renowned  Hans  Hecht.  Though  he 
still  intended  to  practice  internal 
medicine,  he  correctly  predicted 
that  about  half  (actually  55  per- 
cent) of  his  practice  would  involve 
heart  patients. 

As  his  year-long  fellowship  was 


winding  down  in  1951,  Burr  and 
Marge  began  visiting  cities  that 
attracted  them.  They  loved  Salt 
Lake  City,  the  mountains,  and  the 
beautiful  scenery;  but  as  Presbyte- 
rians in  a city  essentially  of,  by, 
and  for  Mormons,  they  couldn’t 
abide  the  thought  of  living  in 
many  ways  like  second-class  citi- 
zens. 

They  faced  another  obstacle  in 
every  other  community  they  vis- 
ited. Doctors  who  had  been  in  the 
war  and  returned  to  complete  post- 
graduate training  had  been  flood- 
ing what  had  been  very  small  mar- 
kets. So  Lewis  was  hearing  the 
same  song  from  all  the  doctors 
who  were  already  entrenched  (and 
it  didn’t  take  long!)  in  the  commu- 
nity: “We’ve  got  too  many  doctors 
here,  but  if  you  go  about  50  miles 
up  the  road.  ...” 

Burr  undoubtedly  heard  the 
same  refrain  in  Tulsa,  but  he  never 
let  it  bother  him.  As  a place  to 
practice  and  raise  a family,  Tulsa 
had  almost  everything  the  Lewises 
wanted.  The  self-proclaimed  “Oil 
Capital  of  the  World,”  Tulsa  was 
wealthy  enough  to  buy  or  attract 
all  the  accoutrements  that  its  bus- 
iness, civic,  and  philanthropic 
leaders  demanded.  So,  Tulsa 
boasted  some  excellent  schools, 
libraries,  museums,  and  perform- 
ing arts  while  offering  the  advan- 
tages of  being  relatively  small  and 
beautiful.  The  city  was  also  near 
enough  to  the  relatives  in  Mus- 
kogee and  St.  Louis. 

The  only  significant  drawback, 
by  Lewis’s  reckoning,  was  that 
Tulsa  had  no  medical  school.  He 
was  convinced  that  a medical 
school  and  residency  training  pro- 
grams enhanced  the  community’s 
patient  care  and  prestige. 

As  he  opened  his  practice  in  late 
1951,  perhaps  the  notion  of  some- 
day establishing  a medical  school 
was  already  imbedded  in  his  mind. 
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If  it  was,  Lewis  says  laughing,  it 
was  his  unconscious  mind.  At  any 
rate,  Marge  says  patients  started 
calling  “the  day  he  hit  town.” 

Lewis  affiliated  with  St.  John 
Medical  Center,  where  he  set  up 
the  state’s  first  heart  catheteriza- 
tion lah.  These  early  heart  cath 
procedures  involved  inserting  a 
catheter  through  a vein  into  the 
right  side  of  the  heart.  Then,  using 
x-ray  and  certain  physiologic  tests 

— such  as  measuring  blood  oxy- 
gen from  the  right  side  of  the  heart 

— evidence  could  be  correlated 
that  allowed  congenital  defects  to 
be  diagnosed  more  precisely. 

He  also  led  the  development  of 
St.  John’s  continuing  medical  edu- 
cation program,  culminating  20 
years  later  in  a full  four-year  ac- 
credition  from  the  national  Liaison 
Committee  on  Continuing  Medi- 
cal Education.  In  marking  this 
event,  the  Tulsa  World  reported 
that  Dr.  Lewis  was  mainly  respon- 
sible and  proudly  announced  that 
the  Tulsa  hospital  was  the  first 
and  only  hospital  in  the  state  to  re- 
ceive full  CME  accreditation. 

With  his  cardiology  training 
and  expertise,  Lewis  did  a variety 
of  jobs  for  the  American  Heart  As- 
sociation, including  fund  raising 

— he  originated  the  Heart  Ball  in 
Tulsa  and  served  as  1959-60  pres- 
ident of  the  Oklahoma  Heart  As- 
sociation. He  also  ran  a work 
evaluation  clinic.  “In  the  fifties,  if 
you’d  had  a heart  attack,  you 
couldn’t  get  a job,”  he  says.  “No  em- 
ployer wanted  to  risk  a heart  pa- 
tient dropping  dead  on  the  job.  So, 
these  clinics  were  set  up  to  deter- 
mine what  kind  of  a workload 
these  people  could  handle.” 

But  the  means  — such  as 
measuring  arterial  and  venous 
blood  oxygen  levels  and  trying  to 
deduce  cardiac  output  — were  too 
primitive  to  yield  definitive  an- 
swers. “These  clinics  were  well  in- 


tentioned  but  they  were  an  idea 
whose  time  had  not  yet  come.” 

Nevertheless,  all  these  efforts 
involving  science  and  societal  re- 
sponsibilities left  Burr  feeling  con- 
tent for  the  time  being  that  he  was 
making  the  right  kind  of  contribu- 
tions as  a physician  and  citizen. 


Lewis  meets  longtime  friend  and  fellow 
internist  Dan  Duffy  on  the  OUCMT  campus. 


Then  one  day  he  got  a flier  in  the 
mail  from  the  medical  office  of  the 
Presbyterian  Church  in  New  York 
asking  for  donations  of  equipment 
and  supplies  for  its  medical  mis- 
sions abroad.  The  last  line  tan- 
talized him:  Why  not  go  yourself? 
Marge  noticed  a few  days  later 
that  he  was  still  carrying  that  flier 
around.  When  she  asked  about  it, 
he  said  he  wanted  to  volunteer. 
After  discussing  the  idea  with 
Marge  and  some  doctor  friends. 
Burr  wrote  to  Presbyterian’s  Dr. 
Ted  Stevenson  that  he  was  pre- 
pared to  go  where  he  was  needed 
for  two  months. 


Several  months  later,  in  1961, 
Burr  and  Marge  landed  in  Bom- 
bay, India,  about  the  same  time 
that  the  Peace  Corps  volunteers 
were  getting  their  start.  Lewis  was 
assigned  to  Miraj,  to  a medical 
school,  teaching  hospital,  and  lep- 
rosy hospital  run  by  chest  surgeon 
Dr.  Archie  Fletcher. 

Though  this  was  their  first  of 
many  such  trips  to  more  than  20 
countries,  it  remains  the  most 
memorable. 

By  the  time  the  Lewises  had 
traveled  from  Bombay  to  Miraj, 
they  were  both  in  culture  shock. 
“We  weren’t  prepared,”  Lewis  says, 
“for  the  masses  of  people  living  in 
such  abject  poverty,  in  unimagina- 
ble filth,  and  everywhere  children 
begging,  even  maimed  and  very  ill 
children  begging.  ...” 

But  the  Fletchers,  who  had  been 
living  in  India  for  a decade,  re- 
stored the  Tulsa  couple’s  equanim- 
ity by  helping  them  to  understand 
and  respect  Indian  culture  as  well 
as  their  needs. 

Lewis  set  up  a heart  cath  lab  in 
the  hospital  — reputedly  the  first 
in  Asia.  He  also  treated  many  pa- 
tients, trained  staff,  and  delivered 
numerous  lectures  and  bits  of  ad- 
vice. But  on  the  trip  home,  he  and 
Marge  talked  mainly  about  how 
much  they  had  benefitted  and  how 
soon  they  might  return. 

* ^ 


Thus,  Burr’s  life  had  a bright 
new  purpose  and  into  the 
1960s  his  practice  was 
nearly  full  and  he  was  becoming 
more  active  at  St.  John  (chief  of 
staff  in  1963)  and  in  the  American 
College  of  Physicians.  Then,  at  the 
age  of  45,  in  1965,  he  learned  that 
he  had  a colon  malignancy. 

“I  went  into  the  surgery  not  feel- 
ing pessimistic  — that’s  not  my  na- 
ture — but  realizing  I might  die,” 
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Lewis  says.  “The  tumor  formed  an 
obstruction  that  was  surgically  re- 
moved; they  got  all  of  the  obstruc- 
tion but  didn’t  know  if  metastasis 
had  occurred.” 

After  the  surgery,  Lewis  “wor- 
ried to  beat  hell  for  a few  weeks” 
and  then  one  day  told  everyone, 
“I’m  through  talking  about  it  and 
I don’t  want  any  of  you  to  bring  it 
up  again.” 

This  wasn’t  denial;  it  was  a deci- 
sion to  get  on  with  his  life. 

He  also  decided  that  he  never 
again  was  going  to  do  anything  he 
didn’t  want  to  do.  He  vowed  to  con- 
centrate on  the  day,  not  the  future. 
Like  a lot  of  people  in  similar  cir- 
cumstances, Lewis  believes  that 
serious  illnesses  don’t  do  you  any 
harm  if  you  live  through  them.  Ac- 
tually, Lewis  points  out,  the  deci- 
sions that  result  from  them  are 
usually  very  helpful. 

Another  of  the  helpful  decisions 
made  by  Lewis  was  to  take  better 
care  of  himself.  He  already  had 
quit  his  25-year,  three-pack-a-day 
smoking  habit  in  1962.  “I  could 
tolerate  the  coughing  and  pain  in 
the  morning  but  when  I started 
wheezing,  that  was  it.” 

After  his  operation,  he  also 
started  doing  aerobic  exercises 
three  days  a week.  These  reforms 
were  crucial  in  Lewis’s  case,  be- 
cause both  his  mother  and  father 
died  from  the  effects  of  hyperten- 
sion. He  has  hypertension,  too,  but 
says  it  has  been  well  controlled 
medically  for  years. 

Though  he  says  he  wasn’t  set- 
ting any  long-range  goals,  he  ap- 
pears to  have  made  at  least  one  ex- 
ception — the  establishment  of  a 
medical  school  in  Tulsa. 

The  story  of  how  this  came  to  be, 
from  1968  to  1973,  could  easily  fill 
an  issue  of  this  journal.  And  there 
would  probably  be  much  wrangl- 
ing over  its  accuracy.  But  on  one 
point  the  key  players  in  Tulsa  and 


Oklahoma  City  would  agree:  the 
unofficial  leader  of  the  effort  was 
C.S.  Lewis. 

In  1968,  Oklahomans  passed  the 
HERO  bond  issue,  which  provided 
the  resources  for  a huge  expansion 
of  the  University  of  Oklahoma 
Health  Sciences  Center  in  Okla- 
homa City.  In  Tulsa  that  year,  St. 
John  and  Hillcrest  had  their  own 
residency  programs,  but  they  were 
small  and  undistinguished. 

Discussions  about  a medical 
school  for  Tulsa  increased  and  in- 
tensified within  the  city.  This  re- 
sulted in  the  State  Regents  for 


Higher  Education  hiring  a Chicago 
consulting  firm  to  answer  the 
question:  Does  Oklahoma  need 
another  medical  school?  The  an- 
swer was  no. 

From  that  tactical  debacle, 
Lewis  learned  the  importance  of 
being  able  to  ask  the  questions. 
But  before  any  more  questions  were 
asked,  Lewis  thought  the  resi- 
dency programs  needed  to  be  con- 
solidated into  one  entity.  As  presi- 
dent of  the  county  medical  society 
in  1971,  he  arranged  for  Tulsa  at- 
torney Jim  Ellison  to  incorporate 


the  Tulsa  Medical  Education  Foun- 
dation (TMEF).  Now,  residency 
programs  could  be  expanded,  but 
not  significantly  without  state 
help. 

Why  should  the  state  help?  Be- 
cause Oklahoma  didn’t  have 
enough  doctors.  In  1970  Okla- 
homa had  142  doctors  per  100,000 
population;  the  national  average 
was  190.  From  the  results  of  na- 
tional studies  (that  he  carried 
around  in  his  briefcase),  Lewis 
knew  the  only  way  to  increase  the 
number  of  practicing  physicians 
was  to  increase  the  number  of  resi- 


dency positions.  These  studies 
showed  that  75  percent  of  resi- 
dents tended  to  practice  in  loca- 
tions where  they  had  trained. 

He  also  knew  that  TMEF  needed 
to  be  aligned  with  OU.  So  he  vis- 
ited with  the  dean  of  OU’s  medical 
school,  Dr.  Robert  Bird,  who  sup- 
ported the  idea  of  more  residency 
positions  for  Tulsa  and  appointed 
two  OU  faculty  to  be  ad  hoc  mem- 
bers of  TMEF. 

Then,  Lewis  led  an  effort  to  get 
the  Legislature  to  fund  another 
medical  school  feasibility  study. 


Ceylon  Lewis  Ml,  also  known  as  "Budge,"  likes  to  discuss  politics  with  his  dad. 
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This  time,  Lewis  made  sure  he  got 
to  ask  the  questions,  and  as  a re- 
sult, the  report  of  the  Chicago  con- 
sultants was  much  more  helpful  to 
the  cause. 

The  Tulsa  County  Medical  Soci- 
ety, the  major  hospitals,  and  the 
Tulsa  Chamber  of  Commerce  all 
supported  establishing  a medical 
school.  And  there  wasn’t  any  overt 
opposition  within  Tulsa,  but  as 
Lewis  recalls,  “There  was  no  end  of 
people  saying,  ‘Well,  I’m  for  it,  but 
I think  it  would  be  better  if.  . . . ’ ” 

The  State  Regents  for  Higher 
Education,  led  by  chancellor  E.T 
Dunlap,  also  needed  convincing 
. . . especially  since  Dunlap  fa- 
vored the  establishment  of  an  os- 
teopathic school. 

“I  think  developing  a medical 
school  was  a passion  for  Burr,” 
says  David  Bickham.  “I  know  it 
was  a monumental  undertaking 
and  he  had  to  use  all  of  his  consid- 
erable talents.  He  could  be  charm- 
ing or  intimidating,  but  he  was  al- 
ways prepared.” 

Ultimately,  the  Legislature  sol- 
ved the  problem  of  either  an  MD 


school  or  a DO  school  by  agreeing 
to  both  in  a single  bill.  Lewis  said 
that  both  were  unnecessary  and 
he  had  the  data  to  support  the  con- 
tention. “But  Sen.  Finis  Smith  of 
Tulsa  and  Mr.  Dunlap  were  pretty 
good  convincers,”  he  says.  “Actu- 
ally not  much  explanation  was  re- 
quired: ‘If  you  want  this,  then  you 
also  get  that.  Take  it  or  leave  it.’  ” 

The  OU  Tulsa  Medical  College 
(OUTMC)  was  established  as  a 
two-year  clinical  branch  in  1973. 
Launching  it  did  nothing  to  si- 
lence its  critics,  who  claimed  it 
was  an  unnecessary  vanity  for 
Tulsa  and  a waste  of  taxpayers’ 
money.  As  president  of  TMEF  from 
1973  to  1975,  Lewis  spent  almost 
as  much  time  defending  and  pro- 
moting TMC  as  he  did  trying  to 
develop  it.  Bickham  believes  it 
might  have  closed  during  its  for- 
mative years  if  not  for  Lewis. 

Lewis  used  his  political  connec- 
tions and  persuasiveness  to  keep 
TMC  open,  according  to  Dr.  Will- 
iam Thurman,  who  was  then  pro- 
vost of  the  OU  Health  Sciences 
Center.  “Burr  is  really  a master 


salesman;  he  really  could  sell  re- 
frigerators to  Eskimos.  Any  time 
TMC  is  threatened.  Burr  has  lots 
of  dinners  with  lots  of  people,  and 
he  is  superb  at  it.  He  has  all  the 
facts  and  figures,  and  if  you  want 
to  check  him  out  you’ll  find  he  is 
absolutely  accurate.” 

On  his  office  wall,  Lewis  has  a 
quote  from  Bernard  Baruch:  “Every 
man  has  a right  to  his  opinion,  but 
no  man  has  a right  to  be  wrong  in 
bis  facts.” 

Says  Marge:  “All  his  colleagues 
say  ‘Watch  out  if  you  disagree  with 
Burr  Lewis.  You  better  know  the 
subject  going  and  coming  because 
Burr  damn  sure  will.’  ” 

Lewis,  says  Thurman,  never 
worries  about  problems,  because 
he  has  the  self-confidence  that  he 
can  overcome  them. 

You  might  wonder  about  that  as- 
sessment if  you  ever  witnessed  one 
of  Lewis’s  tirades.  Thurman  says 
he  believes  they  are  all  calculated 
to  achieve  a goal,  and  not  a per- 
sonal goal,  but  a programmatic 
goal. 

Dr.  Dan  Duffy,  who  has  run 


Lewis  strides  purposefully  across  the  Tulsa  campus  he  helped  to  create. 
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TMC’s  internal  medicine  depart- 
ment since  1976,  says  Lewis’s 
temper  reflects  his  strong  commit- 
ments. “TMC  is  almost  like  his 
child.  And  when  someone  attacks 
it,  he  gets  angry.” 

Lewis’s  convictions  are  so  strong, 
Duffy  notes,  that  he  appears  and 
probably  is  insensitive  to  others’ 
weaker  egos.  “He  is  so  sure  of  him- 
self and  his  mission  that  he  doesn’t 
consider  it  possible  for  others  to  be 
unsure  or  need  stroking.” 

Duffy  and  Bickham  agree  that 
Lewis  has  burned  some  bridges  in 
Tulsa.  But  they  think  that  meet- 
ing his  objectives  is  more  impor- 
tant than  establishing  long-range 
relationships.  “Burr  believes  he 
knows  the  way  and  he’s  gonna  lead 
in  that  direction,”  says  Duffy.  “At 
times,  he  clears  forests  to  do  that. 
People  who  live  in  the  forest  natur- 
ally are  resentful.” 


In  1975,  Lewis  took  the  medi- 
cal director’s  job  at  St.  John. 
After  a fast  start,  establishing 
a first-rate  alcohol  treatment  unit 
in  1976,  he  and  the  administration 
seemed  to  be  at  cross-purposes.  It 
was  the  only  time  in  his  career 
that  his  assuming  a leadership 
position  didn’t  really  benefit  the 
organization.  So  in  1978,  he  re- 
signed, telling  the  Catholic  sis- 
ters, “I  love  working  with  you,  but 
not  for  you.” 

He  wasn’t  idle  for  a moment.  In 
fact,  during  the  late  1970s  he  was 
more  active  professionally  than 
ever  before.  He  was  already  into 
his  first  of  two  three-year  terms  on 
the  American  Board  of  Internal 
Medicine,  helping  to  write  creden- 
tialing  tests  and  serving  on  the 
residency  review  committee  that 
accredits  more  than  400  programs. 
These  activities  alone  consumed 


C.S.  Lewis,  Jr.,  MD.  A plaque  on  his  wall  reads,  "Every  man  has  a right  to  his  opinion,  but 
no  man  has  a right  to  be  wrong  in  his  facts." 


between  two  and  three  months  per 
year. 

In  Oklahoma,  he  served  as  pres- 
ident of  the  Oklahoma  State  Med- 
ical Association  (OSMA)  from 
1977  to  1978,  and  was  a member  of 
the  Physician  Manpower  Training 
Commission.  Created  by  the  Legis- 
lature in  1975,  PMTC  was  in- 
tended to  increase  the  number  of 


residency  positions  in  the  state 
and  to  get  more  doctors  to  practice 
in  rural  areas  through  various  fi- 
nancial incentive  programs. 

Though  Lewis  says  PMTC  gen- 
erally has  been  effective  through 
the  years  — and  again  he  has  done 
the  studies  and  has  the  data  — he 
illustrates  one  of  the  limitations 
with  his  story:  “I  was  president  of 
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OSMA  in  1977  and  Sen.  Henry 
Bellmon  let  it  be  known  that  he 
wanted  a doctor  in  Billings  (his 
hometown),  population  750.  We 
knocked  ourselves  out  trying,  but 
Billings  couldn’t  support  one.  So 
we  arranged  to  have  a nurse  prac- 
titioner there  under  the  supervi- 
sion of  Dr.  Don  Karns  of  Enid.  But, 
people  wanting  health  care 
wouldn’t  even  slow  down  to  wave 
on  their  way  out  of  town.” 

TWenty  years  after  joining  the 
American  College  of  Physicians, 
Lewis  was  elected  chairman  of  its 
Board  of  Governors  in  the  water- 
shed year  of  1978.  Formed  in  1916, 
the  ACP’s  mission  in  the  water- 
shed year  of  1978.  Formed  in  1916, 
the  ACP’s  mission  was  promoting 
high  standards  of  patient  care  and 
medical  education.  But  during  the 
1970s,  more  and  more  of  its  mem- 
bers, including  Burr  Lewis,  wanted 
the  college  to  begin  a formal,  or- 
ganized effort  to  influence  health- 
care legislation. 

By  1978,  Lewis  had  taken  the  lead 
in  clarifying  a public  policy  ap- 
proach and  pushing  for  the  estab- 
lishment of  an  ACP  office  in  Wash- 
ington, DC.  “The  college  isn’t  a 
trade  organization  like  the  AMA, 
which  lobbies  for  the  betterment 
of  its  members,”  he  says.  “We 
wanted  to  influence  legislation 
that  would  be  good  for  the  public, 
not  just  for  doctors.  We  proposed  to 
do  that  by  publishing  factual,  ba- 
lanced, non-self-serving  public 
policy  papers  and  getting  them 
into  the  right  hands. 

“lam  a great  believer  that  in  a 
democracy,  that  which  is  right 
eventually  prevails.  But  it  takes 
input  and  that’s  what  we  advo- 
cated: doctors  getting  involved.” 

Opposition  to  this  new  initiative 
surfaced  in  the  ACP  ranks,  but 
Lewis  says,  “we  out-talked  ’em,” 
and  in  1980  the  college’s  new  office 
in  Washington  opened. 


Another  contributing  factor  was 
the  increasing  belief  among  tbe 
membership  that  the  nation’s 
health-care  delivery  system  was  in 
or  nearing  a crisis. 

In  the  years  since,  Lewis  says 
that  society  still  is  “unwilling  to 
make  the  hard  choices  between 
what  we  want  in  a health  care  sys- 
tem and  what  we  can  afford.  We 
know  it’s  not  right  to  spend  a dis- 
proportionate amount  of  our 
health-care  dollars  on  the  last 
year  of  a person’s  life.  But  no  one’s 
gonna  say,  cut  the  oxygen  off  on 
Grandma,  the  hell  with  it.  . . . ” 

“On  the  other  hand,  America 


has  millions  of  impoverished 
people  and  children  who  have  no 
access  to  health  care,  and  we  are 
saying,  in  effect,  ‘the  hell  with 
them.’  One-third  of  medically  indi- 
gent mothers  aren’t  getting  pre- 
natal care.  Over  30  million  Amer- 
icans have  no  health  insurance  — 
640,000  Oklahomans.” 

Lewis  says  the  best  first  step  in 
redressing  these  terrible  problems 
is  to  agree  to  a basic  level  of 
health-care  services  for  everyone. 
“The  obstacle  now  is  those  who 
say,  ‘If  everyone  can’t  have  the  full 
range,  then  we’re  not  going  to  vote 
for  everyone  to  have  less.  That’s 
where  we  are  now,  and  as  a result 
millions  have  nothing.” 

Obviously,  Lewis  has  had  the  at- 
tention and  respect  of  the  69,000 
ACP  members,  for  in  1985  he  was 
elected  president-elect  and  a year 
later,  president.  At  his  inaugura- 


tion, he  was  introduced  by  his  pre- 
decessor, Dr.  Edward  Hook,  a man 
who  obviously  knew  Burr  Lewis. 
“I  bave  enormous  respect  for  him, 
for  his  opinion,  and  for  the  sincer- 
ity of  his  commitment  to  medicine 
and  to  better  health  here  and 
abroad. 

“I  know  of  no  one  — there  may 
be  no  one  — who  has  such  a com- 
plete grasp  of  the  roles  and  work- 
ings of  all  components  of  Amer- 
ican medicine.  ...” 

While  he  was  president,  Lewis 
convinced  the  ACP  to  support  Ac- 
tion in  International  Medicine,  a 
coalition  composed  of  40  organiza- 
tions worldwide.  As  the  college’s 
representative  to  AIM,  Lewis  is  ex- 
pecting to  visit  Nepal  — again  — 
this  year.  In  their  den  Burr  and 
Marge  have  several  souvenirs  from 
their  last  trip  including  beautiful 
and  ornate  brass  pieces. 

Lewis  says  he  has  two  new  pro- 
jects: becoming  computer  literate 
and  researching  the  epidemiology 
of  heart  disease  in  developing 
countries.  “Mortality  from  infec- 
tions is  declining  while  deaths 
from  degenerative  diseases  is  in- 
creasing. I’m  trying  to  write  a 
paper  on  preventive  measures  for 
developing  countries.” 

Lewis  pauses.  “But  you  know, 
the  solutions  to  Third  World 
health-care  problems  may  also 
help  us.  Some  of  their  community 
health  programs  could  be  adapted 
for  use  in  some  of  our  inner  city 
and  rural  areas.  We’ve  got  two  in- 
ternal medicine  residents  spend- 
ing some  time  in  India  right  now. 
Maybe  they  will  come  home  think- 
ing about  it  and  perhaps  give  some 
talks  or  write  a paper.  We  need 
more  who  are  involved.  The  more 
likely  it  is  to  happen.”  (J 

Richard  Green  is  an  Oklahoma  City  free- 
lance writer. 

Jim  Thomas  is  a former  OUHSC  staff 
photographer. 
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News 


May  9-11  in  Oklahoma  City 

1991  marks  85th  Annual  Meeting  of  OSMA  House  of  Delegates 


The  85th  Annual  Meeting  of  the  OSMA  House  of 
Delegates  will  convene  in  Oklahoma  City  next 
month  at  the  downtown  Sheraton  Century  Center.  It 
will  run  Thursday,  May  9,  through  Saturday,  May  11. 

Thursday.  This  year’s  business  schedule  begins 
with  the  OSMA  Executive  Committee  meeting  at 
noon  on  May  9.  It  will  be  followed  by  the  OSMA  Board 
of  Trustees  meeting  at  1:30  pm,  to  be  held  at  the 
newly  refurbished  OSMA  headquarters.  The  OU  Col- 
lege of  Medicine  Alumni  Association  Reception  and 
Dinner  will  begin  at  7 PM. 

Friday.  On  Friday,  May  10,  the  Oklahoma  and 
Tulsa  county  medical  societies  and  the  rural  societies 
will  hold  their  respective  caucuses  at  7 AM.  The  Hos- 
pital Medical  Staff  Section  will  also  meet  at  7 AM. 

The  Opening  Session  of  the  OSMA  House  of  Dele- 
gates will  convene  at  9 AM,  followed  by  a candidates’ 
forum  at  9:30.  Reference  committees  meet  im- 
mediately afterward,  at  approximately  10:30  AM. 

The  OSMA  Women  In  Medicine  Committee  will 
host  a luncheon  FYiday  with  keynote  speaker  Palma 
Formica,  MD,  a New  Jersey  family  physician  who  is 
also  a member  of  the  American  Medical  Association 
Board  of  Trustees. 

Friday  afternoon  will  feature  drug  education  and 
scientific  programs  at  1:30  PM.  Student,  Resident, 
and  Young  Physician  sections  will  meet  at  2 PM,  as 
well  as  a Women  in  Medicine  Symposium  featuring 
a panel  consisting  of  Dr  Formica  and  local  and  na- 
tional women  physician  leaders. 

The  President’s  Reception  and  Banquet,  honoring 
outgoing  president  Perry  A.  Lambird,  MD,  Okla- 
homa City,  and  incoming  president  Billy  Dale  Dotter, 
MD,  Okeene,  will  begin  at  7 PM. 

Saturday.  Saturday,  May  11,  begins  with 
another  round  of  county  society  caucuses  at  7 AM,  as 
well  as  the  traditional  OSMA  Past  Presidents  Break- 
fast. Specialty  societies  will  convene  their  meetings 
at  8 AM  and  the  Closing  Session  of  the  OSMA  House 
of  Delegates  is  to  begin  at  9 AM.  Following  will  be  a 
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PLICO  Forum  at  noon  and  Loss  Prevention  Seminar 
at  1 PM. 

Resolutions.  All  OSMA  members,  delegates,  al- 
ternate delegates,  and  county  society  officials  are 
urged  to  attend  the  meeting.  Resolutions  to  he 
brought  before  the  House  of  Delegates  may  be  sub- 
mitted by  any  member  of  the  association  and  must 
be  submitted  by  April  9,  1991.  For  help  in  preparing 
resolutions,  contact  OSMA  headquarters,  601  North- 
west Expressway,  Oklahoma  City,  OK  73118,  (405) 
843-9571  or  1-800-522-9452. 

Elections.  Four  Delegates  and  four  Alternate 
Delegates  for  the  Oklahoma  Delegation  to  the  AMA 
will  be  chosen  during  this  year’s  meeting.  Incumbent 
Delegates  eligible  for  reelection  are  Ed  L.  Calhoon, 
MD,  Beaver  family  physician;  William  O.  Coleman, 
MD,  Oklahoma  City  surgeon;  and  Michael  J.  Haugh, 
MD,  Tulsa  radiologist.  Incumbent  Alternate  Dele- 
gates are  Sara  R.  DePersio,  MD,  Oklahoma  City  pre- 
ventive medicine  specialist;  Norman  L.  Dunitz,  MD, 
Tulsa  orthopedist;  Jay  A.  Gregory,  MD,  Muskogee 
surgeon;  and  Gary  F.  Strebel,  MD,  Oklahoma  City 
obstetrician/gynecologist. 

OSMA  bylaws  state  the  number  of  candidates 
must  be  at  least  twice  the  number  of  slots  to  be  filled. 
The  top  vote  getters  are  elected  and  will  serve  two- 
year  terms  beginning  in  January  1992. 

Also  to  be  elected  are  members  of  the  PLICO 
Board  of  Directors.  Directors  serve  three-year  terms. 
Five  positions  are  open  this  year.  Incumbents  eligible 
for  reelection  are  J.B.  Eskridge  III,  MD,  Oklahoma 
City  gynecologist;  Eugene  G.  Feild,  MD,  Tulsa  or- 
thopedist; Joe  S.  Hester,  MD,  Muskogee  obstetrician; 
David  M.  Selby,  MD,  Enid  surgeon;  and  Dr  Coleman. 

Auxiliary.  The  OSMA  Auxiliary  will  be  meet- 
ing in  conjunction  with  the  OSMA.  Auxiliary  ac- 
tivities begin  with  a pre-convention  board  meeting  at 
11:30  AM  Thursday,  followed  by  a luncheon  at  the 
hotel.  Thursday  afternoon  will  be  free  for  leisure  ac- 
tivities. (cnntinuedt 
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We 

Understand 

Commitment 

VVe  understand  vour  personal  commitment 
to  otter  the  best  medical  care  available  to 
those  vou  ser\’e.  Many  long  years  of  prepa- 
ration, education,  working  hours  ana 
attenti\'eness  have  been  inx'ested,  so  you 
deserx'e  to  be  ser\'ed  by  folks  who  make  the 
same  professional  commitments  in  their 
field  as  vou  in  vour  own. 

Financial  planning  is  now  more  important 
than  ever.  With  government  regulations, 
insurance  costs  and  controls,  and  general 
expenses  changing  every  day,  vou  need  a 
stable  financial  institution  with  a solid 
commitment  to  the  medical  industry. 

Whether  you  are  starting  your  practice, 
expanding  it,  buying  equipment  or  a home 
or  considering  any  other  financial  action, 
our  commitment  is  to  present  to  you  a 
package  of  financial  alternatives. 

We  are  anxious  to  discuss  your  commit- 
ment and  we'll  tell  you  ours.  We  serve 
Oklahoma  Medical  Professionals. 


Sixth  & Main  Streets 
Stillwater,  OK 
(405)372-2230 

6305  Waterford  Blvd., 
Suite  305 

Oklahoma  City,  OK 
(405)840-9333 " 

2131  E.  61  St,  Suite  250 
Tulsa,  OK 
(918)742-8076 

Stillwater  National  Bank 
and  Trust  Company 

Member  FDIC 


Annual  Meeting  (continued) 

FViday  morning  will  begin  with  special  breakfasts 
honoring  past  state  auxiliary  presidents  and  county 
presidents-elect,  as  well  as  a continental  breakfast 
for  the  general  membership. 

The  OSMAA  House  of  Delegates  will  convene  at 
9:30  AM.  Guest  speakers  will  be  visiting  American 
Medical  Association  and  Southern  Medical  Associa- 
tion auxiliary  officers.  Lunch  Friday  will  be  at  the  De- 
signer Showcase  Home  and  will  be  followed  by  a tour 
of  the  home. 

Also  at  noon  on  Friday  is  a luncheon  and  fashion 
show  sponsored  by  the  OU  Alumni  Association,  to  be 
held  at  50  Penn  Place. 

Auxiliary  activities  will  end  with  a post-conven- 
tion board  meeting  on  Saturday.  (J 

Associate  editors  named 

Trustees  discuss  bylaws  change 
and  select  1991  award  recipients 

The  Board  of  Trustees  of  the  Oklahoma  State  Medical 
Association  met  February  23,  1991,  in  a first-time 
joint  meeting  with  the  Oklahoma  Bar  Association 
(OBA)  Board  of  Governors. 

Held  at  OBA  headquarters  in  Oklahoma  City,  the 
meeting  was  called  to  order  by  OBA  President  Forney 
Sandlin  of  Muskogee.  In  his  remarks  he  noted  that 
such  a joint  meeting  was  long  overdue  and  that  there 
is  a great  deal  of  common  ground  between  the  two 
professions,  as  both  serve  the  citizens  of  Oklahoma. 

Mr  Sandlin  and  OSMA  President  Perry  A.  Lam- 
bird,  MD,  of  Oklahoma  City,  outlined  the  structure 
and  general  activities  of  their  respective  organiza- 
tions. After  discussion  of  the  many  programs  con- 
ducted by  OSMA  and  OBA,  there  was  general  con- 
currence that  a joint  subcommittee  be  formed  to  ex- 
change information  and  ideas.  It  is  to  consist  of  eight 
representatives  from  each  organization. 

At  an  abbreviated  meeting  of  the  OSMA  Board  of 
Trustees,  OSMA  Executive  Director  David  Bickham 
reported  that  the  refurbishing  of  OSMA  headquar- 
ters was  nearly  complete  and  that  he  hoped  to  have 
a reception  for  officers,  trustees,  and  delegates  dur- 
ing the  OSMA’s  Annual  Meeting  in  May. 

Reporting  for  OSMA  Secretary-Treasurer  James 
D.  Funnell,  MD,  Mr  Bickham  said  that  OSMA’s  finan- 
cial condition  remains  sound  and  that  the  year-end 

(continued) 
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The  Oklahoma  Bar  Center  in  Oklahoma  City  was  the  site  of  a February 
joint  meeting  of  the  OSMA  Board  of  Trustees  and  the  Oklahoma  Bar 
Association  Board  of  Governors. 


Trustees  (continued) 

report  from  auditor  Grant  Thornton  should  look 
good. 

Upon  the  earlier  recommendations  of  the  OSMA 
Council  on  Planning  and  Development  and  the 
OSMA-OUHSC  Liaison  Committee,  Journal 
Editor-in-Chief  Ray  V.  McIntyre,  MD,  submitted  the 
names  of  four  physicians  to  be  appointed  associate 
editors  for  the  Journal.  These  editors  will  assist  Dr 
McIntyre  in  reviewing  scientific  articles  submitted 
for  publication.  The  newly  appointed  associate 
editors  are  M.  DeWayne  Andrews,  MD,  internal 
medicine,  Oklahoma  City;  Ruth  H.  Oneson,  MD, 
pathology,  Oklahoma  City;  David  M.  Selby,  MD,  gen- 
eral surgery,  Enid;  and  Clifford  G.  Wlodaver,  MD,  in- 
fectious disease,  Oklahoma  City. 

Dr  William  O.  Coleman,  Oklahoma  City,  chair- 
man of  the  OSMA  Hospital  Medical  Staff  Section,  re- 
ported that  the  AMA’s  Physician  Data  Bank,  one  of 
the  section’s  special  projects,  has  a backlog.  He  noted 
an  80%  malpractice  and  20%  disciplinary  ratio. 

In  other  business,  the  board  selected  Frank  K. 
Buster,  MD,  Cheyenne  family  practitioner,  as  recip- 
ient of  the  1991  Physician  Award  for  Outstanding 
Community  Service  (formerly  the  A.H.  Robins 
Award).  Oklahoma  Senators  David  Boren  and  Don 
Nickles  were  named  joint  winners  of  the  1991  Donald 
J.  Blair  Friend  of  Medicine  Award.  The  awards  will 
be  presented  at  the  Annual  Meeting  of  the  OSMA 
House  of  Delegates  in  May. 

The  board  voted  to  forward  the  following  change 
in  OSMA  bylaws  to  the  Constitution  and  Bylaws 
Committee  for  submission  to  the  House  of  Delegates 
at  their  May  meeting: 

2.03  LIFE  MEMBERS.  Any  physician,  a 
member  in  good  standing  of  this  Association 
who  meets  the  following  qualification,  may  be 
elected  to  life  membership:  (1)  upon  age  65, 


Attending  the  meeting  were  (from  left)  OSMA  President  Perry  A. 
Lambird,  MD;  OBA  President  Forney  Sandlin;  and  OSMA  President- 
Elect  Billy  D.  Dotter,  MD. 


provided  he  or  she  has  retired  from  the  full- 

time practice  of  medicine. 

The  change  will  bring  OSMA’s  qualifications  into 
line  with  those  of  the  AMA. 

In  a discussion  of  the  bylaw’s  meaning  oi  full-time 
practice,  Dr  John  R.  Alexander  noted  that  PLICO  has 
a Retired  Physicians  Pro  Rata  Policy  which  covers  up 
to  90  work  days  during  a year.  Dr  Michael  J.  Haugh, 
chairman  of  the  Ad  Hoc  Committee  on  Life  Member- 
ships, said  a physician  who  has  this  policy  would  not 
be  working  on  a full-time  basis  and  therefore  would 
qualify  for  life  membership. 

Subsequently  approved  for  Life  Membership  were 
Betty  L.  Conrad,  MD,  John  T.  Keown,  MD,  Richard 
E.  McDowell,  MD,  and  Edwin  R.  Shapard,  MD,  of 
Tulsa.  Also  approved  were  Jared  L.  Bryngelson,  MD, 
Bartlesville;  Hayden  H.  Donahue,  MD,  Norman;  and 
Virgil  B.  Gray,  MD,  Muskogee. 

In  further  action,  the  board  approved  the  creation 
of  a joint  OBA-OSMA  subcommittee  and  endorsed 
the  initiation  of  a drug  abuse  prevention  program 
in  conjunction  with  the  OBA.  Also  approved  was  the 
submission  of  a new  contract  from  the  OSMA  to  Dr 
J.  Darrel  Smith,  director  of  the  OSMA  Physician 
Recovery  Program;  the  contract  is  to  include  the 
stipulation  that  Dr  Smith’s  salary  be  paid  pending 
completion  of  progress  reports  to  the  Underwriting 
Committee.  (J) 


OSMA  Physician 

Recovery  ProjJram 

(405)  360-4535 

% 

r 
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Aids  Update 

CDC  studies  HIV  transmission  risk  during  invasive  procedures 


The  recent  report  of  HIV  transmission  from  a Florida 
dentist  to  three  patients  on  whom  he  performed  inva- 
sive procedures  has  raised  concerns  about  transmis- 
sion of  HIV  from  infected  health  care  workers  to  pa- 
tients. While  transmission  from  patient  to  health 
care  worker  has  been  well  documented  (about  50 
cases  now  identified),  this  case  is  the  first  in  which 
transmission  from  health  care  worker  to  patients  has 
been  identified.  Although  the  dentist  was  wearing 
gloves  and  a mask  during  the  procedures,  it  is  as- 
sumed that  the  infection  was  transmitted  by  direct 
blood  contact  between  the  dentist  and  the  patients 
from  unrecognized  or  unreported  injuries  during  the 
procedures.  Transmission  to  some  of  the  patients 
from  inadequately  sterilized  instruments,  which 
could  have  been  used  in  the  care  of  the  dentist  or 
other  infected  patients  is  also  possible  (see  MMWR, 
January  18,  1991,  or  February’s  Oklahoma  AIDS  Up- 
date). 

Since  early  in  the  AIDS  epidemic,  health  experts 
have  recognized  the  possibility  that  HIV  could  be 


transmitted  from  infected  health  care  workers  to  pa- 
tients during  invasive  procedures.  The  absence,  until 
recently,  of  identified  cases  and  experiences  with 
other  blood  borne  diseases  such  as  hepatitis  B indi- 
cate that  the  risk  of  such  transmission  is  very  low. 
Current  Centers  for  Disease  Control  (CDC)  guide- 
lines recommend  that  cases  of  HIV-infected  health 
care  workers  be  handled  through  an  “individual  re- 
view” by  the  worker’s  personal  physician  and  the  em- 
ploying institution’s  employee  health  service  and 
medical  director  to  determine  “whether  workers  in- 
fected with  HIV,  especially  those  who  perform  inva- 
sive procedures,  can  adequately  and  safely  be  allowed 
to  perform  patient-care  duties  or  whether  their  work 
assignments  should  be  changed.”  No  specific  criteria 
by  which  such  evaluations  should  be  made  are  pro- 
vided, thus  allowing  for  some  variability  in  how  the 
guidelines  could  be  applied. 

In  considering  whether  the  present  guidelines  for 
HIV-infected  health  care  workers  need  to  be  mod- 
ified, the  CDC  asked  for  public  comment  at  a meeting 
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in  Atlanta  on  February  21-22.  At  the  meeting,  CDC 
heard  input  from  representatives  of  dozens  of  profes- 
sional and  community  organizations  regarding  these 
issues.  The  majority  of  the  testimony  focused  on  two 
issues:  (1)  should  HIV-infected  health  care  workers 
be  restricted  from  performing  invasive  procedures 
and  if  so,  (2)  should  there  be  mandatory  HIV  screen- 
ing of  such  workers  to  determine  who  is  infected. 

Regarding  the  first  issue,  there  was  near  univer- 
sal consensus  that  the  risk  of  transmission  from  HIV- 
infected  providers,  even  during  invasive  procedures, 
is  likely  to  be  very  low.  The  CDC  used  existing  data 
on  the  frequency  of  percutaneous  injuries  among  sur- 
geons to  estimate  the  risk  of  HIV  transmission  dur- 
ing an  invasive  procedure  performed  by  an  HIV- 
infected  surgeon  to  be  between  0.0024%-0. 00024%, 
and  0.000038%-0. 0000038%  for  HIV-infected  den- 
tists. Using  estimates  of  the  likely  number  of  HIV- 
and  HBV-infected  surgeons  and  dentists,  the  CDC  es- 
timated that  from  13  to  128  patients  may  have  been 
infected  with  HIV  and  406  to  4,057  with  HBV  by 
health  care  providers  in  the  United  States  since  1981. 

Testimony  by  many  experts  criticized  the  CDC  fig- 
ures as  overestimates  of  the  risk  of  HIV/HBV  trans- 
mission during  invasive  procedures.  For  example, 
there  is  little  information  about  the  frequency  of  in- 
juries during  dental  procedures  and  the  CDC’s  esti- 
mate of  the  number  of  “invasive”  procedures  per- 
formed by  dentists  each  year  seemed  too  high.  Among 
health  care  workers  who  have  acquired  HIV  infection 
from  patient  care,  most  have  been  injured  with  hol- 
low needles  used  for  giving  injections  or  drawing 
blood.  It  is  not  known  if  solid  bore  needles,  such  as 
those  used  in  surgical  procedures,  would  carry  the 
same  risk  of  transmission  since  they  would  likely 
transfer  smaller  amounts  of  blood.  There  was  general 
agreement  that  more  data  needed  to  be  collected  to 
better  define  the  risk  of  HIV/HBV  transmission  from 
infected  workers  to  patients  during  invasive  proce- 
dures. 

Opinions  varied  regarding  whether  HIV-infected 
surgeons  and  dentists  should  be  restricted  in  any  way 
from  performing  invasive  procedures.  The  New  York 
State  Department  of  Health  AIDS  Institute  con- 
cluded that  the  low  risk  of  transmission  does  not  in- 
dicate a need  for  exclusion  of  infected  workers  from 
invasive  procedures  unless  other  factors  are  present, 
such  as  functional  impairments,  noncompliance  with 
standard  infection  control  precautions,  evidence  of 
previous  transmission  of  blood  home  pathogens  to  pa- 


tients, etc.  The  ACLU  supported  that  position  by 
pointing  out  that  any  guidelines  must  be  consistent 
with  laws  regarding  disabilities.  Before  restricting 
the  employment  of  any  health  care  worker,  clear  evi- 
dence of  risk  must  be  demonstrated  and  reasonable 
accommodations  must  also  be  made.  tccmunuch 
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At  the  other  end  of  the  spectrum,  the  American 
Medical  Association  took  the  position  that  “physi- 
cians who  are  HIV  positive  have  an  ethical  obligation 
not  to  engage  in  any  professional  activity  which  has 
an  identifiable  risk  of  transmission  of  the  infection 
to  the  patient”  [Journal,  Mar  ’91].  The  AMA  recom- 
mended that  HIV-infected  physicians  should  not  per- 
form procedures  which  would  pose  any  risk  of  trans- 
mission or  alternatively,  disclose  their  HIV  status  to 
their  patients  before  performing  such  procedures. 
The  AMA  received  criticism  of  this  position.  First, 
there  have  been  numerous  examples  of  HBV  trans- 
mission from  surgeons  and  dentists  to  patients,  some 
of  which  have  been  fatal,  but  routine  exclusion  of 
HBV-infected  surgeons  and  dentists  has  never  been 
suggested  by  the  AMA.  The  AMA  appeared  to  be 
using  a higher  standard  for  HIV  than  for  other  dis- 
eases. Many  experts  testified  that  the  risk  of  HIV/ 
HBV  transmission  from  surgeons  and  dentists  to  pa- 
tients is  not  sufficient  to  recommend  wholesale  re- 
strictions. They  pointed  out  that  the  risk  of  acquiring 
HIV  is  very  small  compared  to  other  risks  associated 


with  invasive  procedures  such  as  anesthesia  risks, 
surgical  complications,  etc.,  and  that  efforts  should 
be  focused  upon  improving  barrier  precaution  tech- 
niques. 

Dr  Marcus  Conant  described  the  recommenda- 
tion of  the  California  AIDS  Leadership  Committee 
which  calls  for  health  care  workers  who  perform  inva- 
sive procedures  to  know  their  status  with  regard  to 
HIV  and  HBV  infections.  Dr  Conant  said  that  just  as 
surgeons  already  have  an  ethical  obligation  not  to 
come  to  the  operating  room  impaired  by  alcohol  or 
drugs,  they  now  have  an  obligation  to  know  their 
status  regarding  blood  borne  infections.  Physicians 
and  dentists  who  find  themselves  to  be  infected 
should  withdraw  from  performing  those  procedures 
which  carry  significant  risk  of  percutaneous  injury  or 
to  inform  their  patients  of  their  infection  before  per- 
forming the  procedure.  Several  experts  recommended 
that  CDC  should  define  more  precisely  which  proce- 
dures carry  risk  of  transmission  to  be  used  in  guiding 
decisions  regarding  restrictions. 

Nearly  all  participants  advised  in  the  strongest  of 
terms  against  any  mandatory  screening  program  to 
identify  and  restrict  HIV-infected  health  care  work- 
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ers.  Testimony  from  several  New  York  physicians  de- 
scribed the  demoralizing  effect  that  such  a measure 
would  have  on  health  care  providers  who  daily  put 
themselves  at  risk  to  care  for  HIV-infected  patients 
in  a system  that  is  overwhelmed.  The  negative  effects 
that  a mandatory  testing  and  exclusion  policy  would 
have  on  health  care  recruitment  and  retention  in 
high  HIV  incidence  areas  and  the  additional  prob- 
lems that  such  a policy  would  create  for  HIV-infected 
persons  in  accessing  medical  care  were  judged  by 
most  experts  to  outweigh  the  questionable  benefits  of 
a mandatory  screening  program  for  certain  health 
care  workers. 

The  CDC  will  accept  public  comment  regarding 
changes  in  the  guidelines  for  HIV-infected  health 
care  workers  for  an  additional  30  days.  If  revisions  to 
the  existing  guidelines  are  made,  a draft  of  those  re- 
visions will  be  made  available  for  60  days  for  addi- 
tional public  comment.  Finalized  guidelines  will 
then  be  published  in  the  Centers  for  Disease  Con- 
trol’s Morbidity  Mortality  Weekly  Report. 

— John  Harkess,  MD 
Medical  Director,  AIDS  Division 
Oklahoma  State  Department  of  Health 
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Report  assesses  health  status  of 
minorities  in  state  of  Oklahoma 


The  Report  of  the  Secretary’s  Task 
^ Force  on  Black  and  Minority  Health 

^ ^ describes  the  health  disparities  that 

Ip  I exist  between  whites  and  nonwhites, 
particularly  blacks.  The  priority 
health  problems  identified  by  the 
Task  Force  study  include:  cancer;  cardiovascular  dis- 
ease and  stroke;  chemical  dependency  as  measured 
by  deaths  due  to  cirrhosis;  diabetes;  homicides;  unin- 
tentional injuries;  and  infant  mortality. 

Although  tremendous  progress  has  been  made  in 
improving  the  health  and  longevity  of  the  American 
people,  data  indicate  a persistent,  disturbing  dispar- 
ity in  key  health  indicators  among  certain  subgroups 
of  the  population.  In  1988  and  1989,  the  Behavioral 
Risk  Factor  Survey  (BRFS),  conducted  by  the  Health 
Education  and  Information  Service  of  the  Oklahoma 
State  Department  of  Health,  collected  data  on  the 
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health  habits  of  more  than  2,150  Oklahomans.  The 
survey  also  includes  demographic  questions  that 
allow  the  service  to  determine  trends  and  deviations 
in  the  health  status  of  population  subgroups,  such  as 
minorities  and  age  categories.  Due  to  the  extremely 
small  sample  size  of  minorities  in  the  BRFS  and  the 
paucity  of  information  available  on  the  various 
minority  groups  in  general,  this  review  will  consider 
only  two  categories:  whites  and  nonwhites. 

OKLAHOMA  DATA 

Obesity,  defined  as  20%  or  more  above  ideal  body 
weight,  does  most  of  its  damage  by  influencing  other 
health  conditions.  Several  studies  have  pointed  out 
the  association  of  excessive  weight  with  an  increased 
risk  of  heart  disease,  hjqjertension,  stroke,  diabetes, 
gallbladder  disease,  and  several  forms  of  cancer.  The 
BRFS  measures  the  incidence  of  obesity  by  a stan- 
dard height-weight  chart.  Respondents  20%  or  more 
above  ideal  body  weight  are  considered  at  risk  for 
obesity.  In  1989,  22.2%  of  white  respondents  were 
considered  at  risk  for  obesity,  while  28.5%  of  non- 
whites were  at  risk.  However,  there  was  a significant 
difference  between  at  risk  percentages  for  females 
being  obese.  Only  20.4%  of  white  women  compared 
to  32.7%  of  nonwhite  women  were  at  risk. 

Also  for  women,  there  were  significant  differences 
between  whites  and  nonwhites  for  breast  cancer  risk 
factors.  In  1988,  40%  of  all  white  women  surveyed  in- 
dicated that  they  had  at  some  time  had  a mammo- 
gram compared  to  only  21%  of  nonwhite  women. 

In  1988,  Oklahoma  was  ranked  12th  out  of  37 
states  participating  in  the  BRFS  for  those  reporting 
hypertension.  Among  Southwestern  states  (Arkan- 
sas, Louisiana,  New  Mexico,  Oklahoma,  Texas), 
Oklahoma  had  the  highest  rate  for  hypertension.  In 
1989,  some  other  alarming  figures  appeared  to  be 
emerging  among  Oklahoma’s  nonwhite  population. 
Both  nonwhite  males  and  nonwhite  females  had 
higher  rates  of  self-reported  hypertension  than  white 
males  and  females.  These  higher  rates  put  the  non- 
white population  in  Oklahoma  at  greater  risk  for 
hypertension-related  problems  such  as  heart  disease 
and  stroke.  Of  particular  concern  is  the  excessively 
high  self-reported  rate  of  hypertension  among  non- 
white women  (30.2%).  This  risk  factor  combined  with 
the  risk  of  obesity  among  nonwhite  women  (32.7%) 
may  make  this  subgroup  of  Oklahoma’s  population 
especially  vulnerable  to  cardiovascular  and  cere- 
brovascular complications. 

A final  risk  factor  in  which  nonwhite  Oklaho- 
mans bear  a disproportionate  burden  is  binge  drink- 
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ing.  The  1988  BRFS  data  showed  that  17.9%  of  the 
nonwhite  population  was  at  risk  for  binge  drinking 
compared  to  9.3%  for  whites.  Especially  disconcert- 
ing was  the  fact  that  nonwhite  males  were  twice  as 
likely  to  binge  drink  as  compared  to  white  males 
(30.6%  vs  15.2%).  When  looking  at  national  data,  the 
excessive  risk  in  binge  drinking  exhibits  itself  in 
higher  rates  of  nonwhite  mortalities  due  to  uninten- 
tional injuries,  homicides,  and  suicides.  The  strategies 
for  reducing  the  risk  of  binge  drinking  and  its  conse- 
quences are  complex.  They  involve  not  only  using 
preventive  educational  interventions,  but  also  ad- 
dressing the  basic  nonwhite  disparities  found  in  edu- 
cation, job  opportunities,  and  housing.  The  adoption 
of  positive  health  behaviors  will  replace  the  negative 
consequences  of  alcohol  and  drug  abuse  only  when  so- 
ciety works  toward  limiting  the  hopelessness  felt  by 
many  of  its  nonwhite  citizens. 

SUMMARY 

The  higher  rates  of  mortality  among  nonwhite  Amer- 
icans give  an  added  urgency  to  the  need  for  effective 
prevention.  However,  the  knowledge  base  regarding 
health  promotion/disease  prevention  in  minority 
populations  appears  to  be  inadequate.  To  address  the 
disparity  that  exists  between  the  health  status  of 
nonwhites  and  whites,  health  information  strategies 
must  include  data  collection  systems  to  adequately 
assess  the  health  problems  of  nonwhite  Americans, 
credible  messengers,  tailored  messages  that  are  cul- 
turally sensitive  and  appropriate,  and  personalized 
messages  that  consider  the  educational  level  of  the 
target  audience.  The  Oklahoma  State  Department  of 
Health  has  made  a good  start  in  many  of  these  areas. 
In  particular,  surveillance  systems  such  as  the  Be- 
havioral Risk  Factor  Survey  and  the  Pregnancy  Risk 
Assessment  Monitoring  System  are  beginning  to 
shed  some  light  on  the  extent  of  the  health  problems 
among  Oklahoma’s  minority  populations.  As  it  col- 
lects these  data  and  begins  to  carefully  define  the 
problems  that  exist,  the  Oklahoma  State  Depart- 
ment of  Health  as  well  as  other  health  agencies  will 
be  able  to  develop  effective  interventions  aimed  di- 
rectly at  improving  the  health  status  of  Oklahoma’s 
minorities. 

If  you  would  like  additional  information  about  the 
Behavioral  Risk  Factor  Survey  data  as  it  pertains  to 
white  and  nonwhite  risk  factors,  contact  Neil  E. 
Hann,  BRFS  Coordinator,  Health  Education  and  In- 
formation Service,  Oklahoma  State  Department  of 
Health,  PO  Box  53551,  Oklahoma  City,  OK  73152, 
(405)  271-5601.  (J 
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Reaction  Time 


Give  nurses  respect  and  thanks;  they  can  make  you  look  good 


To  the  Editor:  I read  with  confusion  the  article  “Re- 
cruiting into  Nursing:  How  the  Physician  Can  Help” 
[Journal,  Jan  91  j.  I kept  looking  back  at  the  title, 
trying  to  relate  it  in  some  way  to  the  content.  I only 
found  one  sentence  that  would  be  helpful;  the  remain- 
der read  like  a promotional  brochure  for  the  Univer- 
sity of  Oklahoma  College  of  Nursing.  Would  any  doc- 
tor actually  read  this  article  and  assimilate  enough 
information  to  talk  intelligently  with  a prospective 
student  about  nursing  as  a profession  or  the  nursing 
school  options? 

A frustration  for  me  is  the  thinking  a physician 
can  recruit  nurses  by  being  well  informed  on  nursing 
programs.  As  a practicing  nurse  for  16  years,  I believe 
physicians  can  recruit  nurses  by  understanding  the 
dynamics  of  the  doctor/nurse  relationship. 

For  many  years  nursing  was  one  of  the  best  career 
choices  for  a woman.  But  today,  I have  to  wonder  why 
anyone  would  choose  nursing.  The  pay  is  bad,  the 
hours  are  bad,  the  treatment  is  bad.  Sure,  there  is 
great  satisfaction  in  a “job  well  done”  but  that  is  not 
enough.  Physicians  expect  to  be  well  compensated; 
likewise,  nurses  should  not  be  asked  to  sell  their 
skills  for  token  wages. 

Even  more  important  is  the  theory  that  nurses 
are  supposed  to  be  part  of  the  health  care  team  which 
works  together  in  an  atmosphere  of  mutual  respect 
for  quality  patient  care.  But  you  aren’t  out  of  nursing 
school  very  long  before  you  realize  that  that  environ- 
ment must  be  at  some  other  hospital.  Whether  nurses 
like  it  or  not,  whether  doctors  admit  it  or  not,  they 
hold  themselves  up  as  our  betters  and  immensely 
more  important  in  health  care  delivery.  Nurses  want 
to  be  included  as  valued  participants  in  the  team  ap- 
proach but  frequently  feel  only  tolerated,  a necessary 
nuisance.  Subtle  condescending  attitudes  too  often 
permeate  conversations  which  should  be  a sharing  of 
information  rather  than  a game  of  one-upmanship. 

As  Ms  Weatherby  wisely  advises,  “Foster  a posi- 
tive work  environment  in  your  health  care  facility 
which  will  increase  the  chances  of  retaining  good 
nurses.” 

So  if  doctors  really  want  to  recruit  nurses,  teach 
the  present  nurses  everything  you  can.  Show  your  re- 
spect and  appreciation  for  their  efforts.  Listen  when 
they  talk  to  you  and  you  will  learn  something,  too, 
about  your  patient,  about  nursing,  about  the  good 
feeling  you  get  when  you  work  well  together  for  a 
common  goal.  You  will  find  that  nurses  who  feel  re- 


spected and  well  treated  go  the  extra  mile  to  make 
you  look  good.  Do  not  allow  your  ego  to  sabotage  their 
good  intentions.  They  are  not  trying  to  get  your  job, 
they  are  trying  to  do  theirs  better.  And  the  benefits 
are  all  yours;  fewer  midnight  phone  calls,  sharp 
nurses  who  accurately  assess  problems  while  they 
are  manageable,  and  great  care  for  your  patients.  But 
best  of  all,  the  physician  gets  the  credit. 

A satisfied  nurse  shares  the  good  feeling  about 
her/his  life’s  work  and  recruits  others,  like  me,  by 
example  and  inspiration.  There  are  plenty  of  quality 
men  and  women  available  and  as  potential  patients, 
we  all  have  a vested  interest  in  professional  nursing. 

— Rebecca  D.  Billings,  RN 

Tulsa 

Deaths 

Charles  Watson  Robinson^  Jr.^  MD 
1931  - 1991 

Longtime  Oklahoma  City  cardiologist  Charles  W. 
Robinson,  Jr.,  MD,  died  February  22,  1991.  A native 
of  Oklahoma  City,  Dr  Robinson  earned  his  medical 
degree  at  the  University  of  Oklahoma  School  of 
Medicine  in  1957.  He  served  as  a lieutenant  comman- 
der in  the  US  Navy  from  1962  to  1964.  Dr  Robinson 
was  a clinical  professor  of  medicine  at  the  medical 
school  and  served  as  president  of  the  Oklahoma  Soci- 
ety of  Internal  Medicine  from  1974  to  1976.  He  also 
was  chairman  of  the  cardiology  department  at  the 
Oklahoma  City  Clinic  and  president  of  Presbyterian 
Hospital’s  medical  staff. 

Robert  Irvine  Trento  MD 
1907  - 1991 

OSMA  Life  Member  Robert  I.  Trent,  MD,  of  Okla- 
homa City,  died  Februrary  12,  1991.  An  ophthal- 
mologist, he  earned  his  medical  degree  at  the  Univer- 
sity of  Virginia  School  of  Medicine,  Charlottesville, 
in  1933.  His  internship  and  residency  training  were 
completed  at  Johns  Hopkins  Hospital  in  Baltimore 
and  he  established  a practice  in  Oklahoma  City  a few 
years  later.  Dr  Trent  was  an  assistant  professor  of 
ophthalmology  at  the  University  of  Oklahoma  Health 
Sciences  Center.  He  retired  in  1986.  m 
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Book  Shop 


Medicine  for  the  Outdoors:  A Guide  to 
Emergency  Medical  Procedures  and  First  Aid. 

By  Paul  S.  Auerbach,  MD.  Boston:  Little,  Brown  and 
Company,  1987,  pp  347,  illus,  $13.25. 

This  useful  book  is  by  Paul  S.  Auerbach,  MD,  di- 
rector of  the  Emergency  Department  at  Vanderbilt 
University  Medical  Center.  It  is  divided  into  five 
major  sections.  The  first  discusses  general  first  aid 
principles  and  medical  decision  making.  Part  two  in- 
cludes major  medical  problems  such  as  the  approach 
to  the  unconscious  victim,  bleeding,  head  injury,  al- 
lergic reaction,  and  others.  Another  section  reviews 
disorders  related  to  specific  environments  such  as  in- 
juries and  illness  due  to  cold,  snake  bites,  animal  at- 
tacks, near-drowning,  and  others.  Another  section 
deals  with  miscellaneous  information  including  such 
topics  as  immunization,  transport  of  the  injured  vic- 
tim, and  useful  procedures. 

This  book  provides  information  in  a logical  fash- 
ion for  virtually  every  problem  likely  to  be  encoun- 
tered in  the  outdoors.  The  text  is  enhanced  by  numer- 
ous drawings.  This  small  book  is  highly  recom- 
mended for  all  who  participate  in  outdoor  activities. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 

Plain  Pictures  of  Plain  Doctoring:  Vernacular 
Expression  in  New  Deal  Medicine  and  Photo- 
graphy. By  John  D.  Stoeckle  and  George  Abbott 
White.  Cambridge,  MA:  The  MIT  Press,  1988,  pp  233, 
illus,  $19.95. 

During  the  Depression  years  between  1935  and 
1942,  a small  number  of  photographers  working  for 
the  Farm  Security  Administration  (FSA)  compiled 
more  than  a quarter  million  photographs  of  life  in  the 
United  States.  They  included  images  of  small  towns 
and  cities,  deserted  farm  houses,  stark  cemeteries. 


Selling  or  Buying  a Practice? 


Practice  evaluation 
Practice  brokerage 


Roger  Harrison 

3750  West  Main,  Suite  AA,  Norman,  OK  73072 
Office  (405)  360-9238  Home  (405)  329-2423 


people  of  all  races,  devastating  dust  storms,  and  other 
natural  disasters.  A small  fraction  of  these  photo- 
graphs record  commonplace  medical  encounters  be- 
tween doctors  and  patients.  This  book  contains  some 
of  the  2,000  photographs  dealing  with  medicine.  The 
FSA  paid  both  the  doctors  and  the  photographers. 
The  physicians  in  the  pictures  were  mostly  private 
practitioners  recruited  to  work  in  the  government. 
During  this  time  the  FSA  provided  care  for  some 
12,000  families  in  about  1,000  rural  counties. 

The  pictures  display  a certain  aspect  of  medical 
practice  during  the  Depression  and  before  the  more 
modem  age  of  medical  technology. 

Not  all  physicians  and  health  care  professionals 
will  agree  with  the  interpretation  of  the  photographs 
as  given  in  the  accompanying  text  but  the  photo- 
graphs should  be  of  interest  to  all  physicians.  They 
dramatically  depict  one  aspect  of  the  great  Depres- 
sion. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 

Classifieds 

Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word.  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid.  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


Southeastern  Texas:  Full-time  and  part-time  emergency  de- 
partment and  ambulatory  care  positions  available  in  the  Houston/ 
Beaumont  areas.  Position(s)  offer  flexible  scheduling,  competitive 
compensation  package  including  malpractice  insurance.  Contact: 
Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Room  54, 
Traverse  City,  MI  49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 


Acute-Care/Family  Practice  physician  needed.  Large  multi- 
specialty group  needs  a physician  interested  in  seeing  walk-in  pa- 
tients. Principally  a clinic  practice  with  no  on-call  or  hospital  prac- 
tice. Excellent  first-year  salary  guarantee  with  incentive  produc- 
tion formula.  Excellent  fringe  benefits  included.  Send  CV  to: 
Daniel  N.  Vaughan,  Administrator,  Southern  Plains  Medical 
Center,  PC.,  PO.  Box  1069,  Chickasha,  OK  73023. 


Practice  where  others  want  to  vacation!  F.P.  to  join  active  full 

range  3-man  family  practice  in  Salida  CO  near  skiing,  golfing, 
fishing,  hunting.  Write  T.  Sandell,  M.D.,  111  Shavano,  Salida,  CO 
81201. 


Other 


Ada  urgent  care  center  for  sale.  Grossed  275  K last  year,  90% 

cash  business,  no  welfare,  5%  Medicare.  Available  immediately. 
Call  612-474-6187  evenings. 
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HELP  PATIENTS  AVOID  PRESCRIPTION  CONFUSION! 

Key  numbers  for 

USE 

IDENTI-MED^ 

a more  profitable  practice: 

AN  AID  TO  BEHER  PATIENT  MANAGEMENT 

Rx  labels  you  can  see  and  fee/// Designed  for  the  "special  patient" 

1-800-762-6468 

(blindness,  illiteracy,  age,  etc.)  or  the  patient  on  multiple  Rx, 

Professional  Management  Midwest® 

such  as  cardiac,  dialysis,  or  diabetes. 

Request  Identi-Med*'  on  the  Rx. 

Expert  advice  for  ease  of  practice. 

Identi-Med/  inc. 

William  Curry,  Management  Consultant 

1-800-752-9404  (24  hours) 

2707  E.  57th  Street 

1-405-765-0669 

Tulsa,  Oklahoma  74105 

FOR  LEASE 

CENTRAL  OKLAHOMA 

DOCTORS  OEEICE  SPACE 

AMBULATORY  SURGICAL  CENTER,  INC. 

Beautifully  decorated 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS 

1000-2000  sq.  ft. 

J.  Michael  Kelly,  MD,  FACS 

Close  to  Bethany  Hospital 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Surgery  of  the  Hand  & Congenital  Deformities; 

N.W.  14th  &.  Rockwell 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

Call  Dr.  S.  Sandy  Sanhar 

3301  NW  63rd,  Oklahoma  City,  OK  73116 

(405)  848-5325  or  (405)  787-9185 

(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 

Pasteur  Medical  Bldg. 

Room  301  East 
nil  N.  Lee 


Physicians  & Surgeons  Bldg. 

Room  105 
1211  N.  Shartel 


West  Laboratory 

Room  500 
3433  N.W.  56th 

South  Laboratory 

Room  106 
1044  S.W.  44 


South  Med 

103  S.  Community  Medical  Ctr. 
4200  S.  Douglas 

Classen  Laboratory 

Room  101 

1110  N.  Classen  Blvd. 


North  Laboratory 

Suite  3 

13509  N.  Meridian 


Med  Arts  Tulsa 

3233  E.  31st  Street 
Tulsa,  OK  74105 

(918)  747-7506 

OKLAHOMA  TOLL  FREE  1-800-REF-LAB  1 

ALL  OKLAHOMA  CITY  LOCATIONS  239-7 1 1 1 


THE 

INDEPENDEIVT 
FATHDUDBY 
INBirrUTE.  INC. 


A 

NE.^M 


PATIENT 

CARE 

FACILITIES 


Medical  Arts  Laboratory  Accredited  by  the  American  Society  of  Cytology 

100  Pasteur  Building  1111  N.  Lee 
Oklahoma  City,  OK  73103 
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The  Hand  Center 

For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


houshang  Seradge,  md,  figs 


THE  HAND  CENTER.  1044  S.W.  44th  St  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)631-4263 


SOUTHERN  PLAINS  MEDICAL  CENTER,  RC. 

^ ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 


SOUTHERN  PLAINS 
MEDICAL  CENTER  / Chickasha 
2222  Iowa  — 224-8111 


OBSTETRICS  AND 
GYNECOLOGY 
Nancy  W Dever,  M D 
Alan  J Weedn,  M D 
David  Rumph,  M D 


FAMILY  PRACTICE 
J W McDoniel,  M D 
J O Wood,  Jr,  M D 

INTERNAL  MEDICINE 
WS  Harrison,  M D 
D L Stehr,  M D 
Don  R Hess,  M D 
R,L,  Jenkins,  M D 
L V Deck,  M D 
R C Talley,  M D, 

CARDIOLOGY 
Joe  T,  Bledsoe,  M D 


NEUROLOGY  (Part-time) 
Andrew  Gin,  M D, 

GENERAL  & 

VASCULAR  SURGERY 
Linda  M Johnson,  M D 
Virginia  L Harr,  M D, 
Myra  Campbell,  PA 

THORACIC  & 

VASCULAR  SURGERY 
Paul  B Loh,  M D, 


UROLOGY 
K T Varma,  M D 

ORTHOPEDIC  SURGERY 
J E Winslow,  M D 
Timeri  Murari,  M D 
Bill  OhI,  PA 

CLINICAL  PSYCHOLOGY 
J M Ross,  Ph  D 

RADIOLOGY 
T,J  Williams,  M D 

SPEECH  PATHOLOGY 
Colette  Ellis,  M Ed  , C C C, 

DERMATOLOGY 


PLASTIC  & RECONSTRUCTIVE 
SURGERY  (Part-time) 

E C,  Duus,  M D 

ONCOLOGY  (Part-time) 

R G Ganick,  M D 
L M Bowen,  M D 

SOUTHERN  PLAINS 

MEDICAL  CENTER  / Duncan 

2515  West  Elk  — 252-6080 

FAMILY  PRACTICE 
Christopher  M,  Herndon,  M,D, 
Jeff  Jones,  M D 

ALLERGY  (Part-time) 

R E Herndon,  M D 


GASTROENTEROLOGY 
C K,  Su,  M D 

PEDIATRICS 
R E Herndon,  M,D 
E Ron  Orr,  M D 
J E,  Freed,  M D 
Pilar  Escobar,  M D 
Donald  F Haslam,  M D 


OPHTHALMOLOGY 
John  R Gearhart,  M D 

ANESTHESIOLOGY 
T Gowlikar,  M D 
Gideon  Lau,  M D 
M M Vaidya,  M D 

ACUTE  CARE  & 

OCCUPATIONAL  MEDICINE 
C R Gibson,  M D 
Edwin  Horne,  Jr , M D 


Linda  A Reinhardt,  M D 

ALLERGY 
R E Herndon,  M D 
WS  Harrison,  M,D 

PHYSICAL  MEDICINE 
& REHABILITATION 
Kumudini  Vaidya,  M D 

NEUROSURGERY  (Part-time) 
R E Woosley,  M D, 
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DERMATOLOGY  (Part-time) 

Mark  Roytman,  M D, 

SOUTHERN  PLAINS 
AMBULATORY  SURGERY  CENTER 
2222  Iowa  — Chickasha,  OK 
MEDICARE  Approved 

ADMINISTRATION 
Daniel  N.  Vaughan 
David  L,  Ward 
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Featuring  articles  on: 


• Who  can  be  a donor? 

• Legal  aspects  of 
transplantation 

• Concept  of  brain  death 

• Personal  perspectives  of 
the  donor  family 

• Personal  viewpoint  of 
the  transplant  patient 

• The  clergy’s  role  in 
transplantation 

“A  must-read!” 


Transplanting  the  Human  Heart  is  a thought-provoking  book,  featuring  the 
history  of  heart  transplantation  at  Baptist  Medical  Center.  Anyone  interested 
in  organ  donation  and  the  gift  of  life  will  treasure  this  insight.  Included  are 
personal  stories  of  triumph,  sharing,  and  the  social,  legal  and  theological 
issues  surrounding  transplantation. 


Yes,  I want  to  order copy(s)  of  Transplanting  the  Human  Heart. 

Enclosed  is  my  check  for ($10  for  each  copy). 

Name: 

Address: 

City/State/Zip: 

Please  make  checks  payable  to  the  Oklahoma  Transplantation  Institute,  and 

send  them,  along  with  this  order  card,  to: 

Oklahoma  Transplantation  Institute 
Baptist  Medical  Center  of  Oklahoma 
3300  NW  Expressway 

Oklahoma  City,  OK  73112  or  CUll  (405)  949-3349 


Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

nil  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
^Stephen  Tkach,  MD,  FACS 
Joseph  E Messenbaugh  III,  MD,  EACS 
*J.  Patrick  Evans,  MD,  FACS 
*Edwin  E.  Rice,  MD,  FACS 
*Warren  G.  Low,  MD,  FACS 
^Thomas  C.  Howard,  MD,  FACS 
■^David  L.  Holden,  MD,  FACS 
*Brock  E.  Schnebel,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
^Richard  J.  Hess,  MD,  FACP 
*Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 
*Larry  G.  Willis,  MD 
“^Robert  F Hynd,  MD 


DEPARTMENT  OE  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Jack  W.  Parrish,  MD,  FAAEP 
Robert  R.  Dugan,  MD 

MANAGEMENT  SERVICES 

Specialty  Board  Diplomate  James  A.  Hyde,  Administrator 


QKVA'HQMA 


fmmm, 

(Me 


Specializing  in  the  diagnosis  and  treatment 
of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

MAILING  ADDRESS:  P.O.  Box  26827,  Oklahoma  City,  OK  73126 


MAIN  OFFICE 
750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

MERCY  OFFICE 
Mercy  Doctors  Tower 
4200  W.  Memorial  Rd.,  Suite  112 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 
3433  N.W.  56th,  Suite  870 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

NORMAN  OFFICE 
950  North  Porter,  Suite  101 
Norman,  Oklahoma 
(405)  235-0040 


Robert  S.  Ellis,  MDt* 

Lyle  W.  Burroughs,  MDt° 
Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MDf* 
John  R.  Bozalis,  MD,  t* 
John  S.  Irons,  MDt° 
Warren  V.  Filley,  MD,  t* 
James  R.  Claflin,  MDt° 


Senior  Consultants: 
George  S.  Bozalis,  MD 
George  L.  Winn,  MDt 


t Diplomate  American  Board  of  Allergy  and  Immunology 
' Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


Executive  Director: 

G.  Keith  Montgomery,  MHA 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N.  Saratoga/P.O.  Box  849 
Shawnee,  Oklahoma  74801 
Phone:  (405)  2730801 


FAX: 

(405)  273-2632 

ALLERGY 

INFECTIOUS  DISEASE 

ORTHOPEDIC  SURGERY 

PATHOLOGY  CONSULTANT 

A.M.  Bell,  M.D. 

William  A.  Chapman,  M.D. 

T.A.  Balan,  M.D.,  F.A.A.O.S. 
R.M.  Kamath,  M.D.,  M.S. 

David  L.  McBride,  M.D. 

GENERAL  SURGERY 

INDUSTRIAL  MEDICINE 

(Orth),  F.A.A.O.S. 

RADIOLOGY 

Frank  H.  Howard,  M.D. 

A.M.  Bell.  M.D. 

S.M.  Waingankar,  M.D., 

CONSULTANTS 

Gary  D.  Myers,  M.D. 

OBSTETRICS, 

M.S.,  (Orth.),  F.A.A.O.S. 

William  Phillips,  M.D. 

Robert  G.  Wilson,  M.D. 

INTERNAL  MEDICINE 

GYNECOLOGY 

OTORHINOLARYNGOLOGY 

Cranfill  K.  Wisdom,  M.D. 

Michael  W.  Butcher,  M.D. 

Richard  E.  Jones,  M.D. 

Shrikant  Rishi,  M.D.,  M.S., 

Merle  L.  Davis,  M.D. 

Larry  D.  Fetzer,  M.D. 

Stephen  E.  Trotter,  M.D. 

F.A.C.S. 
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Auxiliary 


State  Convention  1991 

The  Oklahoma  State  Medical  Association  Auxiliary 
(OSMAA)  will  hold  its  state  convention  this  year 
with  the  OSMA  in  Oklahoma  City.  The  convention 
will  be  held  at  the  Sheraton-Century  Center  Hotel, 
Broadway  at  Main.  The  dates  are  May  9, 10,  and  11. 

The  auxiliary  will  begin  its  activities  with  a pre- 
convention board  meeting  at  11:30  AM  Thursday.  The 
meeting  will  be  followed  by  a luncheon  at  the  hotel. 
Thursday  afternoon  will  be  free  for  leisure  activities 
and  time  to  get  ready  for  the  evening  social  events. 

Friday  morning  will  begin  with  two  special  break- 
fasts, one  honoring  past  state  presidents  and  one  hon- 
oring county  presidents-elect,  followed  by  a continen- 
tal breakfast  for  the  general  membership. 

Our  House  of  Delegates  annual  meeting  will  con- 
vene at  9:30,  when  opening  speeches  will  be  given  by 
visiting  American  Medical  Association  and  Southern 
Medical  Association  Auxiliary  officers.  Election  and 
installation  of  state  officers  will  be  held,  as  well  as 
the  appointment  of  the  new  nominating  committee. 
The  agenda  will  include  the  budget  presentation,  a 
vote  on  by-law  changes,  and  annual  reports  from 
county  auxiliaries  and  directors.  We  will  remember 
the  lives  of  our  deceased  auxilians  with  a memorial 
service  before  the  meeting  is  adjourned.  Non-dele- 
gate auxiliary  members  are  invited  to  attend  the 
meeting  as  guests. 

After  the  annual  delegate  meeting  we  will  have 
a lunch  and  tour,  open  to  all  auxilians  and  their 


spouses,  at  the  Designer  Showcase  Home,  departing 
from  the  hotel  at  12:15  PM.  Cars  will  be  provided  for 
transportation.  Lunch  will  be  at  the  Showcase  Home 
tea  room  and  a tour  of  the  home  will  follow. 

The  Showcase  Home  is  the  home  of  Governor  and 
Mrs  David  Walters  and  is  located  in  the  historic  Put- 
nam Heights  neighborhood  at  3825  North  McKinley. 
The  house  is  described  as  American  Colonial  design. 
It  was  originally  built  in  1922  with  a natural 
thatched  roof.  The  original  English  thatched  style 
was  maintained  when  the  roof  was  later  replaced 
with  composition  shingles,  preserving  the  home’s 
very  distinctive  appearance. 

The  tour  will  return  to  the  hotel  in  time  for  all  to 
once  again  get  ready  for  the  evening  social  events. 

Also,  on  Friday,  at  noon,  the  OU  Alumni  Associ- 
ation will  have  a luncheon  and  fashion  show  at  50 
Penn  Place. 

Friday  evening,  prior  to  the  President’s  Inaugural 
Banquet,  the  OSMA  will  host  a cocktail  reception 
honoring  Dr  Perry  A.  Lambird,  OSMA  president,  and 
Dr  Billy  Dale  Dotter,  OSMA  president-elect. 

Our  convention  will  end  Saturday  after  the  post- 
convention board  meeting. 

Convention  ’91!!  Mark  your  calendar  NOW  and 
send  in  your  registration  as  soon  as  possible.  Come 
to  convention  ’91  May  9-11!! 

— Louise  Nelson 
OSMAA  Convention  Chair 
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The  Last  Word 


■ Richard  A.  Marshall,  MD,  Tulsa  internist,  is 

the  winner  of  this  year’s  Laureate  Award  from  the 
American  College  of  Physicians.  The  award  is  pre- 
sented to  those  Fellows  of  the  ACP  who  have  demon- 
strated by  their  example  and  conduct  an  abiding  com- 
mitment to  excellence  in  medical  care,  education,  re- 
search, or  service  to  their  community,  their  chapter, 
and  the  American  College  of  Physicians.  Dr  Marshall 
is  a clinical  professor  in  the  Department  of  Medicine, 
University  of  Oklahoma  College  of  Medicine— Tulsa. 
He  earned  his  medical  degree  at  the  University  of 
Oklahoma  in  1955. 

■ Theresa  S.  Peutow,  MD,  Tulsa,  has  been  notified 

by  the  American  Psychiatric  Association  and  its 
Commitee  on  Medical  Student  Education  of  her  selec- 
tion as  a recipient  of  the  First  Annual  Nancy  C.A. 
Roeske,  MD,  Certificate  of  Recognition  for  Excellence 
in  Medical  Student  Education.  Dr  Farrow  is  an  assis- 
tant professor  in  the  Department  of  Psychiatry,  Uni- 
versity of  Oklahoma  College  of  Medicine-Tulsa.  The 
certificate,  to  be  presented  during  the  APA  Annual 
Meeting  in  New  Orleans  in  May,  recognizes  her  out- 
standing and  sustaining  contributions  in  the  area  of 
medical  student  education.  It  was  established  in 
honor  of  Nancy  C.A.  Roeske,  MD,  and  serves  as  a tri- 
bute to  her  unique  and  creative  contributions  to  psy- 
chiatric education. 

■ The  Seventeenth  Assembly  Meeting  of  the 

American  Medical  Association’s  Hospital  Medical 
Staff  Section  will  be  June  20-24, 1991,  at  the  Chicago 
Marriott  Hotel.  Medical  staffs  from  across  the  coun- 
try are  encouraged  to  elect  a medical  staff  represen- 
tative to  participate  in  the  meeting.  The  HMSS  pro- 
vides medical  staffs  with  a unique  opportunity  to 
discuss  and  participate  in  the  policymaking  process 
of  the  AMA.  In  addition  to  the  Assembly  Meeting,  an 
educational  program  on  the  Joint  Commission  on  Ac- 
creditation of  Healthcare  Organizations  (JCAHO) 
and  Practice  Parameters  will  be  presented.  An  infor- 
mation exchange  also  will  be  held  on  PRO  and  Man- 
aged Care  Review.  For  further  information  about  the 
AMA-HMSS,  call  (312)  464-4754  or  464-4761. 

■ “Gearing  Up  for  Retirement  — A One-Day 

AMA  Workshop  on  Retirement  Planning,”  a March 


program  for  physicians  and  their  spouses,  will  be  re- 
peated Saturday,  May  4,  in  Tulsa.  Sponsored  by  the 
OSMA  Member  Services  Council,  the  workshop  will 
be  conducted  at  the  Marriott  Hotel,  10918  East  41st, 
from  8:30  AM  to  4:30  PM.  It  focuses  on  the  special  con- 
cerns of  physicians  who  plan  to  retire  from  practice 
or  change  careers  within  the  next  ten  years.  Registra- 
tion is  $175  per  physician  and  spouse,  or  $165  for  the 
physician  alone.  Registration  information  has  been 
mailed  to  physicians.  Additional  information  is  avail- 
able from  the  OSMA,  (405)  843-9571  or  1-800-522- 
9453.  Advance  registration  is  encouraged,  as  space 
may  be  limited. 

■ Clayton  Rich,  MD,  provost  at  the  University  of 

Oklahoma  Health  Sciences  Center  since  1980,  has 
announced  his  resignation  from  that  position  effec- 
tive July  1, 1992.  He  says  he  is  making  his  announce- 
ment now  to  allow  the  university  adequate  time  to 
find  a replacement.  Dr  Rich,  a New  York  native,  was 
graduated  from  Cornell  University  Medical  College 
in  1948.  He  held  positions  at  both  the  University  of 
Washington  School  of  Medicine,  Seattle,  and  Rocke- 
feller University,  New  York  City,  before  coming  to 
Oklahoma.  During  his  tenure  as  provost,  the  Univer- 
sity of  Oklahoma  has  constructed  a new  building  for 
the  College  of  Pharmacy  in  Oklahoma  City,  de- 
veloped the  Tulsa  campus  of  the  College  of  Medicine, 
created  the  Oklahoma  Center  of  Molecular  Medicine, 
and  established  14  new  endowed  chairs. 

■ The  University  of  Oklahoma  College  of  Medi- 
cine will  present  two  Continuing  Medical  Education 
courses  in  June.  The  first,  “Ob/Gyn  Spring  Sym- 
posium,” will  be  June  4-7  at  the  Marriott  Hotel  in 
Oklahoma  City.  The  course  will  provide  health  care 
professionals  with  innovative  management  plans  to 
assess  and  manage  a wide  variety  of  clinical  prob- 
lems in  the  practice  of  obstetrics  and  gynecology.  The 
second,  “Jack  Hough  Lectureship  and  Visiting  Pro- 
fessorship” (otorhinolaryngology)  will  be  June  8 at 
the  Waterford  Hotel  in  Oklahoma  City.  For  registra- 
tion details  contact  Magdalen  De  Bault,  Associate 
Director,  Continuing  Medical  Education,  University 
of  Oklahoma  College  of  Medicine,  Post  Office  Box 
26901,  3SP511,  Oklahoma  City,  OK  73190.  (J 
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A BRIGHT  IDEA 
TO  START  WITH... 


SUSTAINED-RELEASE  CAPLETS 


Address  medical  inquiries  to: 

G.D.Searte&  Ca.  -A  '"  • 

Medico!  & Scientific  ■: 

information  Oefiaxintent 
490 ! Seade-Pafitwav : 

Skokie,  It  60077  : . i- ■ 

■■■>  ■ ■ ■ ■■■  ■■■■  . ■■■  W.T'L 

G.0  Seerte  & Co. 

• Sox  5’i  ?0, 


■i ' 'rC V-'  s'J . . - A?  ' 
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RETML  BEEF  CUTS  ARE  LEANER 


Nutritional  information  on  beef  is 
now  more  in  line  with  the  produet 
consumers  are  buying  at  retail  meat 
counters  with  the  revision  of 
\gTicullure  Handbook  8-13,  released 
this  summer  by  the  United  States 
Department  of  Agrieulture. 

The  new'  data,  gathered  in 
cooperation  with  Jeffrey  W.  Saveli. 
Pli.D.,  and  a team  of  scientists  at  the 
Department  of  Animal  Science, 

The  research  shows 
that  a cooked  beef  cut 
contains  less  fat  when  all 
external  fat  is  trimmed 
before  cooking. 

Texas  A&M  University,  takes  into 
iccount  the  fact  that  beef  is  now 
Tiarketed  with  less  external  fat.  As 
jarly  as  1986,  retailers  began  to  offer 
)eef  w ith  '/i-inch  trim,  according  to 
ndustry  information.  At  the  same 
ime.the  National  Beef  Market  Basket 
Survey  showed  that  the  average  fat 
rim  thickness  for  beef  retail  cuts  in 
he  U.S.  was  less  than  Vs-inch,  with 
)ver  40  percent  of  cuts  having  no 
?xternal  fat. 

The  new'  research  shows  the 
'eductions  in  fat  content  that  have 
'esulted  from  closer  trimming  of 
external  fat  and  the  types  of  cattle 
low  produced.  In  almost  all  cases, 
leef  retail  cuts  in  the  new'ly  revised 
landbook  are  leaner  than  reported 
n the  earlier  edition. 

The  research  also  shows  that  a 
looked  beef  cut  contains  less  fat  when 
ill  external  fat  is  trimmed  before 
looking.  If  fat  is  not  trimmed  prior 
0 cooking,  some  of  the  fat  is  liquified 
luring  cooking  and  migrates  to  the 
ean  muscle  tissue.  According  to 
5avell,  the  fat  migration  can  add  as 
much  as  20  percent  more  fat  to  the  lean. 

When  beef  is  cooked  w'ith  no 
external  fat,  an  average  cut  has  8.3 
?rams  of  fat  in  100  grams  (3V2  ounces) 


of  separable  lean.  When  meat  w ith 
'/(-inch  external  fat  is  cooked,  the 
amount  of  fat  is  increased  to  i).3  grams. 
In  the  previous  edition  of  the 
handbook,  fat  content  was  10.1  grams 


for  a cooked  beef  cut  with  V2-inch 
external  fat. 

The  new  handbook  also  has 
information  for  specific  beef  gi'ades 
as  well  as  a market  average  for  all 
grades  of  beef.  Select  grade  beef  has 
less  marbling  and  generally  less 
seam  fat  than  Choice  grade  beef.  The 
latest  government  data  indicates  that 
the  Select  grade  accounts  for  lO'Vii 
of  all  beef  that  was  graded.  The  data 
shows  that  though  the  two  grades 


differ  in  fat  content,  there  is  generally 
more  difference  among  beef  cuts 
than  grades.  P’or  example,  there  is 
2.4  grams  of  fat  difference  between  a 
Choice  and  Select  grade  3-ounce 
cooked,  trimmed  serving  of  beef 
chuck  blade  roast  and  6.0  grams  of 
fat  difference  between  a 3-ounce 
cooked,  trimmed  serving  of  Select 
chuck  blade  roast  and  the  same 
serving  size  of  Select  grade  top 
round  roast. 

IVs  important  to  know 
that  beef  is  an  especially 
eoocellent  source  of  protein, 
vitamin  B-6,  vitamin 
B-12,  iron  and  zinc. 

The  handbook  also  contains 
updated  information  for  all  nutrients 
provided  by  beef.  It's  important  to 
know  that  beef  is  an  especially 
excellent  source  of  protein,  vitamin 
B-6,  vitamin  B-12,  iron  and  zinc. 

People  who  are  reducing  red  meat 
consumption,  especially  women,  may 
be  missing  iron  and  zinc  in  their  diets. 

For  the  latest  nutrient  data  for  six 
popular  lean  beef  cuts  and  an 
average  or  composite,  refer  to  the 
chart  on  this  page.  The  six  cuts  are 
sometimes  referred  to  as  the  “Skinny 
Six.”  Nutrient  data  is  provided  for 
calories,  protein,  fat,  iron,  zinc 
and  cholesterol. 


NUTRIENT  COMPOSITION  OF  SELECTED  BEEF  CUTS  (The  Skinny  Six) 


Nutrient: 

Calories 

Round  Tip 

Top  Loin 

Top  Round 

Eye  Round 

Tenderloin 

Top  Sirloin 

Composite 

157 

176 

153 

143 

179 

165 

183 

Protein  (g) 

24.4 

24.3 

26.9 

24.6 

24.0 

25.8 

25.1 

Fat  (g) 

5.86 

7.99 

4.16 

4.16 

8.5 

6.12 

8.42 

Iron  (mg) 

2.50 

2.10 

2.45 

1.66 

3.04 

2.86 

2.54 

Zinc  (mg) 

6.01 

4.44 

4.73 

4.03 

4.75 

5.54 

5.89 

Cholesterol  (mg) 

69 

65 

71 

59 

71 

76 

73 

1 USDA  Handbook  8-13,  revised,  1990 

2 Aii  grades,  1/4  inch  trim,  separabie  iean  oniy,  3-ounce  serving,  cooked 


Oklahoma  Beef  Industry  Council 

N.E.  28th  • Oklahoma  City,  OK  73105  • 405/521-4022 


No  one  ever  said  being  a doctor  was  easy!  Do  you  fre- 
quently find  yourself  frustrated  by  government  rules 
and  insurance  company  regulations  that  have  you  working 
harder  and  making  less?  Trying  to  take  care  of  your  patients 
while  handling  the  business  aspects  of  your  practice  is  as  crazy 
as  mnning  away  to  join  the  circus. 

Don't  lose  your  footing  when  problems  occur.  If  personnel 
management  and  contract  insurance  plans  have  you  on  the 
ropes,  call  the  Professionals  at  Professional  Office  Management. 

POM  is  the  oldest  and  most  reliable  practice  management 
company  in  Oklahoma.  We  have  the  experienced  staff  and 
resources  necessary  to  keep  your  medical  office  operating  in 
high  style. 


If  you  prefer  a more  down-to-earth  ap- 
proach to  practicing  medicine,  keep  both 
feet  on  the  ground  and  leave  the  balancing 
act  to  the  Professionals. 


pom 

I Professional 

Office  Management 


Professional  Office  Management  • 1 100  N.  Classen  Blvd.,  Suite  100,  Oklahoma,  OK  73106  • 405/232-7059 
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For  your  insulin-mixing 
or  NPH-using  patients 


Humulin  "^730 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use  — 
for  patients  who 
find  mixing  difficult 


Specify 

Humulin 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  injection 
(recombinant  DNA  origin) 


Humulin  has 
just  the  right  mix 

Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular,  NPH,  Lente®,  etc),  species 
(beef,  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage 

Leadership  In  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


Shi, 


C 1991.  ELI  LILLY  AND  COMPANY  HI  2921-B-149322 


Family  therapy 
for  colic 


The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  fact  is  clear: 


Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That's  why  it  can  help  whenever  colic 
is  a problem. 


Significantly  reduces  crying  of 
colicky  infants.' 


Frequency  of  crying  attacks 


ro  0i  I ' ' ' ' ' 

i 12  3 4 5 6 7 


Period  of  therapy  (days) 


Amplitude  of  crying  attacks 


■D 

0< 1 I I I ' I 

I 1 2 3 4 5 6 7 

Period  of  therapy  (days) 


Placebo  therapy  Active  therapy 

p values  (active  vs  placebo)  NS  = Nolsignificanl  •p<  0 05  ip<  0 02  tp-^  0 01 


Double-blind,  randomized,  placebo-controlled  study 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it's  naturally  flavored- 
something  else  they'll  appreciate. 


(simethicone/ 

antigas) 


Helps  you  through 
the  colic  phase. 


1 Kanwal|it  SS,  Jasbir  KS.  Simethicone  in  the  management  of  infant  colic 
Practitioner.  1988.232:508 
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DIFFERENT 

ARE  THE  THINGS  THAT  MAKE  PLICO  HEALTH 

BETTER 


Why  PLICO  Health? 

Guaranteed 

Continued 

Insurability 


PLICO  Health  is  committed  to  guaranteed  continued  insurability  for 
every  member  of  the  Oklahoma  State  Medical  Association,  You  are 
assured  continued  insurability  regardless  of  losses  you,  your  family 
or  your  employees  may  suffer.  That  is  a commitment  no  other 
company  is  willing  to  make,  but  it  is  only  one  of  the  reasons  PLICO 
Health  is  your  best  option. 

To  find  out  more  about  the  advantages  of  PLICO  Health,  give  us  a 
call.  One  of  our  insurance  specialists  will  be  happy  to  provide  you 
with  details. 


HEALTH 


The  Physicians  Liability  Insurance  Company 

PO.  Box  26727  • Oklahoma  City.  OK  73126  • 405/524-0801 
1-800/522-9219 
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Editorial 


Lethal  Prescriptions 

Every  new  generation  of  physicians  must  establish 
the  moral  precepts  that  guide  their  professional  con- 
duct. The  teachings  and  examples  of  prior  physicians 
may  give  guidance,  but  since  the  integration  of  a 
moral  precept  into  the  functional  life  of  a physician 
is  a personal  emotional  event,  it  must  be  individually 
achieved  for  every  significant  behavior.  Thus,  the  di- 
lemma of  the  lethal  prescription  recurs  with  each 
new  generation  of  physicians. 

Within  the  past  few  months,  several  national  pub- 
lications have  featured  physician  accounts  of  three 
such  predicaments.  A lethal  overdose  of  morphine,  a 
“suicide  machine”  to  inject  potassium  chloride,  and 
the  decision  to  prescribe  an  overdose  of  barbiturate 
have  recently  been  reported.  The  present  generation 
of  physicians  is  reacting  to  the  ancient  dilemma. 

These  recent  confessions  verify  the  chronicity  of 
the  perplexity.  The  Oath  of  Hippocrates  since  400  BC 
has  commanded:  “I  will  give  no  deadly  medicine  if 
asked  — nor  suggest  any  such  counsel.”  Thus,  for 
2400  years  the  ethical  physician  has  shunned  the  le- 
thal prescription.  Nowadays,  the  violation  of  an  an- 
cient oath  that  is  considered  quaint  and  incongruous 
to  modem  thought  is  no  big  deal  to  some  physicians. 
But  society’s  respect  for  the  profession  of  medicine 
has  been  difficult  to  win,  and  now  exists  partly  be- 
cause prior  generations  of  physicians  tried  to  follow 
the  moral  code  outlined  by  this  ancient  oath.  It  is 
again  timely  to  consider  the  horns  of  the  lethal  pre- 
scription dilemma. 

The  three  featured  media  cases  included  one  Alz- 
heimer’s disease  patient  and  two  patients  with  un- 
controlled malignancies.  The  cancer  victims  were  in 
great  pain.  The  printed  discussions  cited  chronicity, 
incurability,  and  pain  as  the  justifications  for  the  le- 
thal prescriptions,  and  in  one  of  the  three  cases  a 
competent  patient  participated  in  the  decision. 

Most  modem  legal  codes  disapprove  of  assisted 
suicide,  and  there  is  also  a strong  human  tendency 
to  doubt  the  motives  of  both  the  victim  and  the  assis- 


tant. In  the  course  of  human  sorrow  it  may  be  that 
physicians  sometimes  quietly  prescribe  excessive 
narcotics  or  sedatives,  along  with  instmctions  so  that 
the  suicidal  patient  will  succeed.  However,  such  ob- 
liquity on  the  part  of  the  attending  physician  seems 
needless,  as  the  resolute  suicide  usually  succeeds  de- 
spite intense  therapeutic  prevention  efforts.  If  a pa- 
tient intends  suicide,  physician  assistance  is  not  re- 
quired. 

When  the  physician  does  participate  in  an  as- 
sisted suicide,  the  question  arises  whether  the  act  is 
a manifestation  of  depression  in  the  physician.  Could 
it  be  that  failure  to  cure  and  failure  to  prevent  pain 
and  disability  produce  a covert  depression  in  the 
physician?  Is  it  possible  for  a human  physician  to  be 
depressed  from  the  anticipated  loss  of  a valued  emo- 
tional object  — the  patient?  While  some  physicians 
tend  to  deny  that  patients  have  emotional  value,  it 
is  a common  observation  that  these  feelings  may  be 
present  in  the  physician  who  is  treating  any  incura- 
ble disease.  The  question  then  becomes  whether  it  is 
these  depressed  feelings  that  trigger  the  lethal  pre- 
scription. 

Intense  emotions  are  known  to  affect  the  physi- 
cian’s judgment,  and  the  precepts  of  the  Hippocratic 
Oath  dealt  with  the  emotions  of  the  ancient  physi- 
cian rather  than  his  intellect.  Probably  the  emo- 
tional constitution  of  the  physician  changes  very  lit- 
tle with  the  passage  of  time.  Physicians  of  any  era 
may  privately  assist  suicide  in  the  painfully  incura- 
ble, and  the  covert  nature  of  the  act  tacitly  recognizes 
the  moral  code  of  society,  even  when  the  act  is  abetted 
by  the  physician’s  own  internal  depression. 

Perhaps  the  Hippocratic  Oath  can  be  made  ger- 
mane to  today  by  a minor  change:  “When  I am  de- 
pressed, I will  give  no  deadly  medicine  if  asked  — nor 
suggest  any  such  counsel.” 

(/:  )^c  ^ 
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HMSS  Assembly  Information  Exchange 
Thursday,  June  20, 1991 
7:00  p.m.-8:30  p.m. 

PRO  and  Managed  Care  Review:  Combating  the  Hassle  Factor 

A distinguished  panel  to  include  Alice  G.  Gosfield,  JD,  Alice  G.  Gostteld  and 
Associates,  Philadelphia;  T.  Reginald  Harris,  MI),  AMA  Council  on  Medical 
Service;  and  Bob  Becker,  Ml),  American  Medical  Care  Review  Association, 
\^ashington,  DC.,  will  be  available  to  provide  the  most  recent  activities  and 
advancements  made  in  dealing  with  the  hassle  factor  of  interaction  with 
regulator}’  systems  and  managed  care  companies. 

Following  the  presentations,  a 45-minute  question-and-answer  period  will 
permit  medical  staff  participants  to  offer  questions  regarding  their  day-to-day 
interactions  with  medical  review  organizations,  and  ideas  for  combating  the 
hassle  factor. 

Assembly  Education  Program 
Friday,  June  21, 1991 
2:30  p.m.-5:30  p.m. 

Part  1:  Update  on  JCAHO:  The  AMA  Perspective 

AMA  JCAHO  Board  of  Commissioners  will  bring  HMSS  Representatives  up  to  date 
on  their  interactions  and  initiatives  with  the  JCAHO,  undertaken  in  the  interest  of 
medical  staffs. 

Part  2:  Practice  Parameters:  Policy,  Applications  and  Issues 

American  Medical  Association's  extensive  activities  in  the  practice  parameters 
arena  will  be  addressed,  as  well  as  current  applications  and  advancements  in  the 
development  of  practice  parameters. 

A question-and-answer  session  will  be  provided  after  each  panel  discussion. 

For  Information  Contact: 

Department  of  Hospital  Medical  Staff  Services 

American  Medical  Association 

515  North  State  Street 

Chicago,  Illinois  6O6IO 

Phone  (312)  464-4754  or  464-4761 
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PRESIDENT'S  PAGE 


One  would  assume  that  a 
lifetime  spent  at  a chosen 
endeavor  should  in  some  man- 
ner act  as  an  automatic  qual- 
ifier for  a position  of  leadership 
and  responsibility.  I have  spent 
many  years  in  the  field  chasing 
the  elusive  quail  and  there  was 
a time  when  I could  shoot  with 
anyone.  I was  instructed  in  rifle 
by  my  grandmother  at  age  ten,  later  in  shotgun  by 
my  dad  who  was  a harsh  taskmaster  with  regard  to 
the  etiquette,  safety,  and  rules  of  hunting,  and  I later 
went  to  finishing  school  in  the  Marine  Corps.  I did 
not  feel  lacking  when  it  came  my  turn  to  teach  and 
guide  my  three  sons;  there  has  never  been  an  acci- 
dent and  their  manners  measure  up. 

I must  confess  that  I feel  no  such  well  of  confi- 
dence that  what  I do  or  what  I write  over  the  next 
year  will  have  any  great  impact  on  the  delivery  of 
health  care  in  Oklahoma  and  I will  never  know  the 
swamp  of  legislation  and  the  quicksand  of  changing 
regulations  as  well  as  I know  the  country  field. 

I do,  however,  believe  in  participation  and  loyalty 
to  our  state  medical  association  and  regard  the  up- 
coming year  as  a time  of  stewardship,  although  unfor- 
seen  events  may  dictate  otherwise. 

Doctors  McIntyre,  Alexander,  and  Lambird  have 
initiated  many  new  programs  over  the  past  three 
years  and  hopefully  these  will  continue  to  encourage 
greater  active  participation  by  rural  and  urban  mem- 
bers alike. 

Those  of  us  who  practice  in  rural  areas  have  be- 
come so  accustomed  to  promises  of  equality  in  reim- 
bursement from  Medicare  that  it  came  as  no  surprise 
when  the  new  schedule  of  payments  was  reduced 
again  in  many  areas.  Once  again  we  hear  it  will  be 
better  next  year  — possibly. 

Those  of  you  who  wish  to  serve  on  a particular 
council  should  notify  Dave  Bickham  or  me  soon,  as 
appointments  will  be  made  as  early  as  possible.  I am 
hopeful  that  present  council  chairmen  will  continue 
to  serve,  as  they  are  doing  excellent  work  and  deserve 
to  see  it  through. 


Playing  by  the  rules  becomes  increasingly  dif- 
ficult when  dealing  with  governmental  control  of 
reimbursement  for  care  delivered.  It  reminds  me  of 
the  days  when  our  children  were  small  and  the 
youngest  ones  were  trying  to  learn  a game  and  never 
winning.  They  insisted  on  constantly  changing  the 
rules  to  their  advantage  amid  the  cries  of  anguish 
from  the  older  ones  whose  patience  could  bear  no 
more,  and  they  left  the  game  in  a huff. 

We  have  many  doctors  and  nurses,  who,  out  of 
sheer  frustration,  have  thrown  in  their  hands  and  re- 
tired earlier  than  planned  or  moved  to  administra- 
tive posts  or  more  protected  salaried  positions.  Any- 
thing to  avoid  the  hassle.  The  saddest  part  of  all  this 
frustration  is  that  their  patients  and  the  medical 
community  alike  are  deprived  of  their  wisdom  and 
experience.  If  they  practice  in  a rural  area  with  a 
small  hospital  dependent  upon  their  expertise,  it  can 
devastate  the  entire  community  and  will  probably 
make  the  evening  news  for  a few  days  until  a robbery 
or  assault  displaces  it. 

The  premature  loss  of  any  experienced,  caring 
physician  or  nurse  from  our  ranks  saddens  us  all 
when  it  is  due  to  illness,  accident,  or  death.  When  it 
is  brought  about  by  regulatory  harassment,  it  an- 
gers. 

Perhaps  the  anger  and  frustration  will  serve  us 
well  in  the  long  haul.  Such  strong  emotions  often  lead 
to  unity  of  purpose,  and  we  can  certainly  use  all  we 
can  muster. 

I known  how  difficult  it  can  be  to  take  time  away 
from  your  patients,  family,  and  practice,  but  if  we 
make  no  effort  to  formulate  workable  plans  or  offer 
criticisms  then  the  “planners”  can  rightfully  assume 
we  will  acquiesce  to  any  and  all  of  their  everchanging 
schemes  without  protest. 

If  that  happens  we  surely  will  deserve  whatever 
they  can  dream  up.  God  forbid! 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 


ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF 

HEALTH  PROFESSIONS 
TOLL  FREE  “STAT” 
1-800423-USAF 


Scientific 


The  Management  of  Congenital  Pigmented  Nevi 


Mark  Allen  Everett,  MD 


Congenital  nevi  (CN)  can  be  recognized  at  birth  or 
shortly  thereafter.  In  adults,  only  those  nevi  over  5 cm 
in  diameter  can  be  assumed  to  be  congenital  in  the  ab- 
sence of  documentation  in  infancy.  CN  cannot  be  iden- 
tified with  certainty  by  histological  examination,  nor 
can  melanomas  be  presumed  to  originate  from  CN  on 
the  basis  of  histologic  findings.  Up  to  5%  of  patients 
with  large  CN  (as  defined  by  the  National  Institutes  of 
Health  (NIH)  consensus  information)  will  develop 
melanoma,  and  80%  of  these  will  appear  before  the  age 
of  seven  years.  Increased  risk  of  melanoma  from  smaller 
CN  has  not  been  substantiated.  Although  total  excision 
of  large  CN  immediately  following  birth  would  reduce 
the  approximate  5%  risk  for  melanoma  from  these  le- 
sions, because  of  the  complexity  of  the  procedure,  large 
lesion  removal  is  seldom  completed  prior  to  the  ages  of 
7 to  10  years,  and  nevus  cells  frequently  remain  at  the 
base  of  the  excision  with  resultant  negligible  risk  reduc- 
tion. Melanoma  risk  from  large  CN  is  predominantly  risk 
of  melanoma  in  childhood.  CN  do  not  contribute  sig- 
nificantly to  risk  for  adult  melanoma.  Sunburn  consti- 
tutes the  most  important  reducible  risk  factor  for  adult 
melanoma.  Ultimately,  the  greatest  hazard  of  large  CN 
is  not  melanoma  risk  but  cosmetic  deformity. 

What  is  the  significance  of  congenital  pigmented 
nevi  and  what  should  we  recommend  regard- 
ing management?  This  article  reviews  publications 
subsequent  to  the  1984  consensus  conference^  and 

From  the  Departments  of  Dermatology  and  Pathology,  University  of  Oklahoma  Health 
Sciences  Center,  Oklahoma  City,  Okla. 

Direct  correspondence  to  Mark  Allen  Everett,  MD,  Department  of  Dermatology, 
University  of  Oklahoma  College  of  Medicine,  PO  Box  26901,  Oklahoma  City,  OK  73190. 


suggests  guidelines  for  management  and  treatment. 
In  summary,  the  conclusion  will  be  that,  although 
larger  nevi  confer  an  increased  risk  of  melanoma,  for 
various  reasons  our  therapy  is  frequently  subopti- 
mal,  while  for  smaller  lesions  increased  melanoma 
risk  is  not  substantiated.  The  surgical  removal  of  eas- 
ily excised  nevi  is  not  justified  upon  the  basis  of  risk 
alone.  Ultimately,  the  decision  to  excise  or  not  is 
based  not  upon  risk  but  on  consideration  of  cosmetic 
deformity,  ease  of  excision,  and  the  degree  to  which 
parents,  and  to  a lesser  extent,  physicians  worry. 

The  belief  that  small  as  well  as  large  congenital 
nevi  (CN)  confer  increased  risk  of  melanoma  and 
therefore  that  all  CN,  small  as  well  as  large,  should 
be  surgically  removed  derives  from  three  observa- 
tions: (1)  melanomas  have  developed  in  association 
with  large  CN;  (2)  the  microscopic  finding,  in  associ- 
ation with  melanoma,  of  histologic  residuae  which 
are  said  to  indicate  that  there  was  an  antecedent 
nevus  of  congenital  origin;  and  (3)  the  belief  that  nevi 
1.5  cm  or  greater  are,  defacto,  congenital  in  nature. 
We  shall  examine  these  beliefs  one  at  a time.  First, 
however,  let  us  review  the  consensus  conference  re- 
garding CN.  Small  CN  are  defined  as  under  1.5  cm 
in  diameter;  medium  are  1.5-20  cm;  and  large  are  de- 
fined as  greated  than  20  cm  in  diameter.  Sub- 
sequently, it  has  been  confirmed  that  some  congeni- 
tal nevi  do  not  appear  until  between  10  and  14  days 
of  life.^  When  the  newborn  is  examined  thus  influ- 
ences the  perceived  incidence  of  CN.  Melanoma  risk 
from  CN  was  estimated  as  5%  to  20%  for  large  CN 
and  “reported  as  increased”  for  small  CN. 
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COSCIMTAL  PICMEMED  NEVI 


What  about  larger  nevi  in  adults?  KopP 
suggested  that  nevi  in  adults  in  excess  of  1.5  cm 
diameter  might  be  considered  congenital  in  origin. 
However,  acquired  dysplastic  nevi  frequently  are  in 
the  1 cm  to  2 cm  size  range.  In  the  report  of  Clemmen- 
sen  and  Ackerman, 20%  of  “control”  acquired  nevi 
exceeded  1.5  cm  in  diameter.  These  authors  stated 
that  a size  of  5 cm  or  greater  is  the  only  absolutely 
distinctive  feature  of  a pigmented  nevus  in  an  adult 
that  assures  congenital  origin.  Accordingly,  we  can 
accept  as  CN  those  nevi  which  meet  the  following 
criteria;  (1)  present  at  birth,  or  develop  during  the 
first  fourteen  days  of  life,  and  which  were 
documented  by  photograph,  parental  record,  or  hospi- 
tal chart;  or,  (2)  pigmented  nevi  in  adults  which  ex- 
ceed 5 cm  in  diameter. 

What  are  some  of  the  statistics  concerning  CN?^  ® 
Six  percent  of  black  children  exhibit  pigmented  le- 
sions at  birth.  Approximately  1%  of  Caucasian  in- 
fants are  bom  with  pigmented  lesions.  Clinically,  the 
majority  of  these  lesions  are  small  — 0.5  cm  to  1 cm. 
Approximately  one  in  20,000  newborns  will  have  an 
intermediate  size  nevus,  while  one  in  300,000  to 
500,000  will  have  a “large”  CN,  greater  than  20  cm 
in  diameter.  Although  it  has  been  stated  by  Groh® 
that  clustering  in  families  does  occur,  in  a study  of 
62  large  CN,  only  one  child  had  a sibling  with  a CN.^ 
Among  large  CN,  95%  were  hairy  or  furrowed,  while 
only  5%  were  macular.  Fifty-five  percent  were  on  the 
trunk,  25%  on  the  head  or  neck,  and  20%  on  the 
limbs.  Eleven  of  12  on  limbs  were  accompanied  by 
limb  hypertrophy.  The  incidence  of  large  CN  is  higher 
in  females  than  males;  the  incidence  of  small  CN  is 
similar  in  males  and  females.  Many  children  with 
large  CN  have,  in  addition,  multiple  smaller  CN. 
This  greatly  complicates  the  selection  of  skin  for 
grafting.  Acquired  nevi  in  children  on  the  other  hand, 
first  appear  at  4 to  6 years  of  age  as  1 mm-to-2  mm 
pigmented  macules,  and  enlarge  to  5 mm  or  greater 
by  the  age  of  20. 

Let  us  now  review  melanoma  in  children.  We  are 
all  aware  of  the  great  overall  increase  in  the  inci- 
dence of  melanoma  over  the  past  several  decades.  The 
lifetime  risk  for  Caucasians  in  the  southwest  US  has 
gone  from  one  in  1500  in  1940  to  approximately  one 
in  135  today.  This  can  largely  be  attributed  to  chang- 
ing lifestyles,  ie,  greatly  increased  exposures  of  the 
body  to  sun,  especially  to  sunburn.  Melanoma  prior 
to  puberty,  however,  has  always  been  a rare  event.  Es- 
timates are  that  less  than  0.4%  of  melanomas  occur 
in  children  under  the  age  of  15  years.  To  me,  however, 
childhood  melanoma  means  pre-pubertal  melanoma. 


ie,  under  age  12  at  greatest.  No  studies  of  childhood 
melanoma  prior  to  the  publications  of  Spitz  have  val- 
idity. Before  1977  most  melanomas  diagnosed  in  chil- 
dren were,  in  reality,  not  melanoma.  Malec  and 
LagerloP  demonstrated  that  of  26  reported  cases  of 
melanoma  occurring  in  patients  under  the  age  of  14 
in  Sweden,  only  one  was  a melanoma,  and  that  de- 
veloped from  a giant  congenital  nevus.  The  others 
were  shown  to  be  Spitz,  cellular  blue,  and  compound 
nevi,  or  neurofibromas.  Partoft*’  reported  on 
melanomas  in  children  from  ages  0 to  14  years  in  De- 
nmark. Between  the  years  of  1943  and  1982,  63  cases 
were  reported.  As  in  the  older  study  of  Malec  and 
Lagerlof,  on  review  of  histologic  material  from  the  21 
available,  only  7 were  melanoma.  The  remainder 
were  spitz  nevi  (7),  blue  nevi  (4),  and  compound  nevi 
(3). 

Metastatic  melanoma  occurring  in  prepubertal 
children  is  extremely  rare.  Fifty-year  reviews  at 
Oklahoma  Children’s  Hospital  and  at  the  Oregon 
Medical  Center  failed  to  locate  a single  case  of  pre- 
pubertal melanoma.  Trozak“  surveyed  the  world  lit- 
erature and  found  45  reported  cases  of  metastatic 
melanoma  in  children.  Of  these,  38  were  under  11 
years  of  age.  Of  the  38,  10  or  26%,  developed  from 
large  CN,  and  all  occurred  prior  to  age  eleven.  Four 
melanomas  were  present  at  birth.  Two  of  the  mothers 
had  widespread  metastatic  melanoma.  The  overall 
age  distribution  was  as  shown  in  Tables  1 and  2.  Im- 
portantly, 80%  of  melanomas  occurring  in  large  CN 
developed  prior  to  the  age  of  seven.  Excluding 
melanomas  present  at  birth,  approximately  one- 
third  of  prepubertal  melanomas  developed  from  giant 
congenital  nevi.  The  association  of  melanoma,  espe- 
cially pre-pubertal  melanoma,  with  large  CN  is  well 
established.  The  two  best  documented  series  of  large 
CN  are  those  of  Pers“  and  of  Ruiz-Maladonado."  Al- 
though other  authors  have  manipulated  the  statis- 
tics, especially  with  regard  to  the  Pers  series,  Pers 
himself  reported  a 1.8%  incidence  of  melanoma  in 
large  CN.  The  average  follow-up  was  6 years.  In  the 
Maldonado  series  of  62  patients,  three,  or  5%,  de- 
veloped malignancy  within  a five-year  period.  Two  of 
these  three  occurred  before  the  age  of  three.  In  a 


Table  1 . Melanoma  Under  1 5 Years  of  Age 
(Trozak'o) 

Age  (yrs) 

Number 

12-14 

7 

7-1 1 

14 

0-  6 

24 

214 
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series  of  24  giant  CN  at  the  University  of  Oklahoma 
followed  over  six  years,  none  has  developed  a 
melanoma,  and  all  patients  are  now  over  the  age  of 
six.  Since  80%  of  melanomas  in  large  CN  occur  before 
age  7,  an  upper  estimate  of  the  lifetime  risk  might 
reasonably  be  no  greater  than  5%  for  large  nevi. 

For  small  nevi  there  are  no  published  clinical 
series  showing  any  relationship  to  development  of 
melanoma.  In  none  of  our  68  children  with  CN  has 
a melanoma  developed  in  either  small  or  large  CN. 
In  the  reported  melanoma  series  no  childhood 
melanomas  were  from  antecedent  small  congenital 
nevi.  Although  Illig*^  reported  48  melanomas  from 
small  CN,  his  diagnosis  of  CN  was  based  upon  histol- 
ogy, not  clinical  information.  As  we  shall  see,  histol- 
ogy is  not  a substantial  basis  upon  which  to  diagnose 
congenitality. 

We  know  that  nearly  all  melanomas  begin  at  the 
dermal-epidermal  junction.  The  principal  exception 
is  in  large  congenital  nevi  where,  when  melanomas 
develop,  they  may  develop  from  melanocytes  deep  in 
the  dermis  or  subcutaneous  tissue. 

Hendrickson  and  Ross'®  described  the  wide  vari- 
ety of  malignant  neoplasms  arising  in  giant  CN. 
Many  originated  deep  in  the  nevus,  decidedly  differ- 
ent from  the  junctional  origin  of  most  melanomas. 
Both  Rhodes''*  and  Padilla'®  reported  melanoma  de- 
veloping from  dermal  components  of  giant  CN. 

Regarding  the  histology  of  CN,  there  has  been 
only  one  significant  histologic  study  of  lesions  diag- 
nosed clinically  at  birth  as  “congenital  pigmented 
nevi.”  Walton  et  al'®  demonstrated  that  only  15  of  34 
congenital  pigmented  lesions  were  actually  nevus- 
cell nevi.  The  remainer  were  freckles,  lentigines, 
cafe-au-lait  spots,  and  vascular  lesions.  More  re- 
cently, Kroon  et  al'^  examined  three  pigmented  le- 
sions occurring  in  314  infants.  Two  were  compound 
nevi  with  ordinary  histology;  one  was  not  a nevus. 

There  have  been  several  histologic  studies  of  the 
relationship  of  melanoma  to  antecedent  CN.  Black'® 
reported  that  in  a series  of  500  superficial  spreading 
melanomas  (SSM),  58%  were  not  associated  with  his- 
tologic nevus  remnants  and  42%  were.  Of  these,  32% 
contained  features  of  dysplastic  nevi  and  10%  had  fea- 
tures of  non-dysplastic  nevi.  Of  these,  one-half  exhi- 


Table 2.  Melanomas  from  Giant  Congenital  Nevi 

Age  (yrs) 

Number 

7-1  1 

2 

3-  6 

3 

0-  2 

5 

bited  remnants  histologically  suggestive  of  CN.  On 
the  other  hand,  Stoltz'®  reported  no  nevus  association 
in  78%  of  158  thin  melanomas,  while  22%  showed  fea- 
tures of  intradermal  or  compound  nevi.  Forty-five 
percent  of  these  remnants  were  below,  18%  lateral, 
and  36%  both  lateral  and  below  the  melanoma. 
Twenty-seven  percent  showed  junctional  compo- 
nents. Congenital  nevi  were  not  mentioned. 

What  about  the  view  that  it  is  possible  to  identify 
CN  by  histology  alone?  Certain  histologic  features 
are  generally  accepted  as  characteristic  for  CN. 
Briefly,  these  features  relate  to  penetration  of  nevus 
cells  to  the  depth  of  the  specimen,  around  appen- 
degeal  structures,  and  to  the  subcutaneous  fat,  as 
well  as  a tendency  to  infiltrate  between  collagen  bun- 
dles. A nevus-cell-free  grenz  zone  in  the  upper  papil- 
lary dermis  also  has  been  described.  That  these  fea- 
tures define  a congenital  nevus  was  initially  accepted 
by  Mark,®"  Rhodes,^'  Illig,'^  and  Allen. However,  it 
has  been  shown  by  Stenn  et  aP®  and  by  Everett®^  that 
these  histologic  characteristics  are  not  found  in  many 
congenital  pigmented  nevi  and  that  these  criteria  re- 
late more  to  the  size  of  the  nevus  than  to  the  time  of 
its  onset.  Zitelli®®  has  shown  that  CN  do  not  alter  in 
histology  with  age. 

Other  important  histologic  studies  include  those 
of  Clemmensen  and  Kroon,^®  indicating  that  7 of  15 
acquired  nevi  showed  histologic  characteristics  said 
to  indicate  congenital  origin  and  that  of  Rhodes, in- 
dicating that  histology  was  not  of  predictive  value  in 
the  diagnosis  of  CN  vs  acquired  nevus.  Klein  and 
Barr^®  reported  that  88%  of  a series  of  clinically  un- 
remarkable nevi  showed  histologic  features  as- 
sociated with  dysplastic  nevi.  One  may  conclude  that 
histologic  characteristics  do  not  assure  that  a nevus 
is  congenital  in  nature,  nor  do  remnants  of  these  fea- 
tures in  melanomas  assure  that  the  melanoma  had 
its  origin  in  a CN.  The  concept  that  congenital  origin 
can  be  established  by  histologic  findings  alone  in 
adult  nevi  or  melanomas  must  be  abandoned.  Accord- 
ingly, removal  of  small  CN  should  be  based  upon  con- 
siderations other  than  that  of  assumed  increased  risk 
for  melanoma. 

Other  publications  subsequent  to  the  consensus 
conference  of  1984  include  those  of  Ellis  et  al,^®  who 
reported  on  estrogen  binding  in  various  pigmented  le- 
sions and  showed  that  100%  of  giant  CN,  dysplastic 
nevi,  and  nevi  from  pregnant  women  or  those  on 
anovulatory  agents  exhibit  estrogen  receptors.  On 
the  other  hand,  60%  of  SSM,  no  lentigo  malignae 
(LM),  and  a small  percent  of  small  CN  exhibit  such 
receptors.  This  suggested  to  Ellis  that  estrogen  recep- 
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tors  may  influence  melanocyte  biology,  for  example, 
in  the  greater  incidence  of  giant  CN  in  females.  We 
have  observed  that  the  majority  of  randomly  excised 
nevi  showing  histologically  atypical  features  (with- 
out dysplastic  change)  are  from  pubertal  children  or 
young  women  either  pregnant  or  on  anovulatory 
medication.  That  estrogen  and  other  hormone  recep- 
tors on  melanocytes  may  contribute  to  oncogenesis  is 
suggested  by  the  observation  that  mutated  steroid  re- 
ceptors can  act  as  oncogenes.  Cowen  et  aP°  studied 
karyotypes  of  cultured  melanocytes  and  showed  that 
CN  and  most  dysplastic  nevi  had  normal  karyotypes. 
All  karyotypes  of  melanomas,  primary  or  metastatic, 
were  abnormal. 

There  have  been  several  studies  on  identifiable 
risk  factors  in  patients  who  develop  melanoma.  En- 
glish and  Armstrong^'  maintained  that  only  five  vari- 
ables provided  good  discrimination  between  mela- 
noma and  control  groups  in  Australia.  These  were: 
number  of  nevi  on  the  arms;  arrival  in  Australia  prior 
to  age  10;  history  of  non-melanocytic  skin  cancer; 
time  spent  outdoors  in  summer  from  ages  10  to  24; 
and  family  history  of  melanoma.  Mackie  et  aP^  re- 
ported that  the  four  strongest  risk  factors  for 
melanoma  in  Scotland  were;  total  number  of  nevi 
above  2 mm  in  diameter;  a tendency  to  freckling; 
number  of  clinically  atypical  nevi  over  5 mm  diame- 
ter; and  history  of  severe  sunburn  any  time  in  life. 
Cooke“  showed  a direct  relationship  between  inci- 
dence of  dysplastic  nevi  and  number  of  nevi  in  gener- 
al. Hence,  in  these  studies,  the  principal  risk  factors 
for  adult  melanoma  were:  (1)  number  of  nevi,  (2)  pres- 
ence of  clinically  atypical  (dysplastic)  nevi,  (3)  family 
history  of  melanoma,  (4)  skin  type,  and  (5)  sunburn 
history.  Rampen®'*  reported  that  mole  counts  increase 
with  age,  especially  on  the  trunk  in  male,  and  on  the 
legs  in  females.  This  again  suggested  the  important 
relationship  between  sun  exposure  and  the  develop- 
ment of  new  nevi.  The  great  importance  to  melanoma 
of  sunburn,  especially  in  the  young,  is  emphasized  by 
studies  of  Rigel,^®  who  estimated  that  sunburn  in- 
creased melanoma  risk  five  to  six  times,  and  by  Glass 
and  Hoover,^®  who  reported  an  increase  in  trunk 
melanoma  in  females  of  from  0.5  to  9.3  per  100,000 
in  the  twenty-five-year  period  1960-85.  CN  were  not 
identified  as  significant  risk  factors  for  adult 
melanoma  in  any  epidemiologic  study  published. 

In  addition  to  large  CN,  reported  precursors  of 
melanoma  in  childhood  include  xeroderma  pigmen- 
tosa and  cellular  blue  nevi.  Takebe®^  reported  that 
15.8%  of  xeroderma  pigmentosa  patients  in  Japan  de- 
veloped melanoma.  All  melanomas  developed  in  sun- 


exposed  skin.  The  average  age  of  onset  was  10  years. 

In  clinical  studies,  Melnik®®  reported  9 patients 
with  melanoma  under  the  age  of  14;  the  youngest, 
age  10,  had  xeroderma  pigmentosa.  Reintgen®®  re- 
ported 78  melanoma  patients  under  age  20.  All  but 
19  were  15  or  older,  and  only  3 were  younger  than  10 
years.  None  was  in  association  with  a CN.  Roth  re- 
ported 4 melanomas  in  children,  but  only  one  was  in 
a child  under  the  age  of  12.  Fony  and  SagebieR®  re- 
ported that  in  a series  of  2280  melanoma  patients,  11 
were  under  age  16  years  and  only  2 under  14  years. 
One  of  these  (age  5)  devleoped  a giant  hairy  nevus 
and  one  (age  13)  an  acquired  nevus.  Prepubertal 
melanoma  incidence  was  1 in  1200  melanomas,  much 
less  than  the  previously  estimated  1 in  200. 

The  most  recent  prospective  study  of  large  CN 
was  reported  by  Gari  et  al.^^  Forty-seven  patients 
were  followed  for  a mean  of  53  months.  Only  one  de- 
veloped melanoma  and  that  was  a 2-year-old  girl  who 
developed  primary  CNS  melanoma  at  21  months.  As 
previously  mentioned,  primaries  in  patients  with 
giant  CN  have  been  reported  in  the  eye  and  CNS.  In 
Partoft’s  study,  melanomas  in  childhood  occurred 
once  every  3 to  4 years  in  Denmark,  and  importantly, 
unlike  adult  melanoma,  the  incidence  of  prepubertal 
melanoma  has  not  increased  over  time.  Thus  sunlight 
appears  not  to  be  a major  factor  in  contributing  to 
melanoma  in  children.  All  things  considered,  it  is 
probable  that  the  risk  of  melanoma  development  in 
large  CN  is  around  5%  — a figure  which  is  probably 
quite  reliable. 

Therapy  of  Congenital  Pigmented  Nevi 

Because  the  only  CN  with  confirmed  increased  risk 
for  melanoma  are  “large”  CN,  and  inasmuch  as  80% 
of  the  melanomas  in  these  nevi  develop  before  the  age 
of  seven,  and  50%  by  the  age  of  two,  the  obvious  rec- 
ommendation is  that  large  CN  should  be  excised,  and 
that  they  should  be  excised  as  early  and  as  completely 
as  possible.  Large  lesions  however  require  staged  ex- 
cision. Tissue  expansion  is  especially  useful  on  the 
scalp  and  forehead.  At  the  University  of  Oklahoma, 
therapy  of  large  CN  has  been  within  the  Division  of 
Plastic  Surgery.  “Large”  CN  have  been  divided  into 
the  “garment”  or  “bathing-trunk”  variety,  and  those 
which  are  smaller. 

Of  the  thirty  children  treated  in  our  hospital, 
those  with  the  “garment”  type  have  under  the  best 
circumstances  undergone  strip  excisions  at  approxi- 
mately six  month  intervals,  beginning  at  2 to  6 
months  of  age.  Most  have  required  6 to  8 surgical  pro- 
cedures which  have  not  been  completed  until  ages  6 
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to  9,  long  after  the  major  risk  period.  Furthermore, 
in  many  instances  CN  extended  into  the  subcutane- 
ous tissue  and  residual  nevus  cells  are  inevitable 
following  excision.  As  mentioned,  melanoma  orig- 
inating in  dermal  melanocytes  has  been  repeatedly 
reported.  Hence,  although  excellent  cosmetic  repair 
is  frequently  obtained,  we  may  achieve  little  benefit 
with  regard  to  reduction  of  risk  because  the  treat- 
ment period  so  frequently  extends  beyond  the  sixth 
year.  Scarring,  keloid,  and  limitation  of  motion  are 
occasional  sequelae,  especially  when  these  large  le- 
sions involve  skin  over  joints.  Revision  of  surgical 
scars  may  be  required  at  a later  date. 

CN  other  than  of  “garment”  type  are  removed  by 
excision  and  primary  closure,  usually  with  an  excel- 
lent clinical  result.  Most  are  removed  by  age  5 to  6 
in  order  to  minimize  unfavorable  comment  when  the 
child  begins  school.  Small  nevi  are  removed  at  pa- 
tient or  parental  request,  by  simple  excision  and  pri- 
mary closure  throughout  childhood  and  young  adult- 
hood. Current  techniques  have  been  recently  re- 
viewed by  Bauer  and  Vicari.'*^  Dermabrasion  has 
been  reported  in  several  cases.  In  our  experience  with 
dermabrasion  in  one  patient,  pigment  was  diminished 
or  eliminated  clinically.  However,  fine  vellous  hair  re- 
curred. Of  course,  the  removal  of  melanocytes  is  even 
more  incomplete  than  with  grafting  or  strip  excision. 
Strip  excision  is  the  method  of  choice  in  treatment  of 
large  nevi. 

In  the  final  analysis,  congenital  pigmented  nevi, 
whatever  their  size,  are  removed  primarily  to  correct 
cosmetic  deformity.  This  is  sufficient  reason  in  itself. 
In  addition,  removal  of  CN  alleviates  anxiety  and 
possibly  guilt  feelings  in  parents.  All  children  bom 
with  large  CN  should  be  followed  carefully,  especially 
through  puberty  to  the  teen  years. 

Summary 

Congential  nevi  (CN)  can  be  recognized  at  birth  or 
shortly  thereafter.  In  adults,  only  those  nevi  over 
5 cm  in  diameter  can  be  assumed  to  be  congenital  in 
the  absence  of  documentation  in  infancy.  CN  cannot 
be  identified  with  certainty  by  histological  examina- 
tion, nor  can  melanomas  be  presumed  to  originate 
from  CN  on  the  basis  of  histologic  findings.  Up  to  5% 
of  patients  with  large  CN  (as  defined  by  the  NIH  con- 
sensus information)  will  develop  melanoma,  and  80% 
of  these  will  appear  before  the  age  of  seven  years.  In- 
creased risk  of  melanoma  from  smaller  CN  has  not 
been  substantiated.  Although  total  excision  of  large 
CN  immediately  following  birth  would  reduce  the  ap- 
proximate 5%  risk  for  melanoma  from  these  lesions. 


large  lesion  removal,  because  of  the  complexity  of  the 
procedure,  is  seldom  completed  prior  to  the  ages  of  7 
to  10  years,  and  nevus  cells  frequently  remain  at  the 
base  of  the  excision  with  resultant  negligible  risk  re- 
duction. 

Melanoma  risk  from  large  CN  is  predominantly 
a risk  of  melanoma  in  childhood.  CN  do  not  contri- 
bute significantly  to  risk  for  adult  melanoma.  Sun- 
burn constitutes  the  most  important  and  reducible 
risk  factor  for  adult  melanoma.  Ultimately,  the  great- 
est hazard  of  large  CN  is  not  melanoma  risk  but 
cosmetic  deformity. 

In  conclusion  five  things  deserve  emphasis: 

1.  Prepubertal  melanoma  is  extremely  rare,  oc- 
curring less  than  one  time  in  twelve  hundred  mela- 
nomas; 

2.  Sunburn  and  genetic  factors  are  the  most  im- 
portant determinants  of  melanoma  risk  throughout 
life; 

3.  Increased  risk  of  melanoma  in  small  CN  is  not 
established; 

4.  The  approximately  5%  risk  of  melanoma  in 
large  CN  is  predominantly  a risk  in  children,  espe- 
cially those  under  age  7,  and  not  in  the  adult; 

5.  The  greatest  hazard  from  CN  is  cosmetic  defor- 

mity, and  it  is  upon  this  basis  that  most  excisions  are 
well  justified.  (J) 
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Electroconvulsive  Therapy  Revisited 


Sarah  D.  Atkinson,  MD;  Charles  Smith,  MD;  E.  Michael  Smith,  MD;  Jon  M.  Miller,  PhD 


Electroconvulsive  therapy  (ECT)  remains  an  extremely 
valuable  tool  in  the  treatment  of  certain  psychiatric  dis- 
orders. Despite  the  sensationalism  of  the  past  decade, 
ECT  is  the  treatment  of  choice  in  severe  depression  that 
is  unresponsive  to  other  therapies  or  in  patients  who  are 
overtly  suicidal.  In  addition,  ECT  is  particularly  valuable 
in  the  elderly  population,  who  are  at  risk  for  serious 
complications  from  the  side  effects  associated  with  drug 
therapy.  This  report  describes  a case  of  recurrent  depres- 
sion in  which  ECT  was  successfully  used. 

Introduction 

Electroconvulsive  therapy  (ECT)  was  once  a cor- 
nerstone of  somatic  treatment  in  psychiatry.  The  orig- 
inal clinical  observation  that  epileptic  patients  had 
a lower  incidence  of  psychosis  led  to  experimentation 
with  chemically  induced  seizures  and  achieved  some 
promising  clinical  results.’  In  1938,  Cerletti  and  Bini 
induced  seizures  by  electrical  stimulus,  producing 
more  reliable  and  controllable  results  than  the  orig- 
inal chemically  induced  methods.^  Refinements  of 
these  techniques  are  still  in  use  today.  Prior  to  the  ad- 
vent of  tricyclic  antidepressants,  ECT  was  the  treat- 
ment of  choice  for  major  depression,  and  it  remains 
so  for  those  cases  where  optimal  pharmacotherapy 
has  produced  a less  than  adequate  response.  In  addi- 
tion, ECT  is  used  for  suicidal  patients  who  may  not 
tolerate  the  three-to-six-week  interval  necessary  for 
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pharmacotherapy  to  become  effective.’  Despite  the 
sensationalism  generated  around  its  use  in  the  past 
decade.^  ECT  remains  an  important  tool  in  the  prac- 
tice of  psychiatry.  This  report  reviews  the  indications 
for  electroconvulsive  therapy  and  describes  a case  in 
which  it  was  used  for  recurrent  depression. 

Case  Report 

A 73-year-old  retired  school  teacher  (G.A.)  was  admit- 
ted to  the  psychiatric  unit  at  Oklahoma  Memorial 
Hospital  with  a diagnosis  of  major  depression.  Her 
chief  complaint  was  “not  being  able  to  get  my  blood 
pressure  under  control.”  At  the  time  of  her  admis- 
sion, G.A.  was  on  four  classes  of  antihypertensives: 
a diuretic,  a beta  blocker,  a calcium  channel  blocker, 
and  a centrally  acting  agent.  She  reported  loss  of  in- 
terest in  activities,  lethargy,  anorexia,  inability  to 
fall  asleep  with  early  morning  awakening,  and 
“never  feeling  like  I’ve  been  asleep.”  Past  psychiatric 
history  included  five  previous  admissions  for  major 
depression  over  the  last  ten  years. 

Previous  pharmacotherapies  included  imipramine, 
doxepin,  nortriptyline,  trazodone,  fluoxetine,  lithium 
carbonate,  and  thioridazine.  For  the  four  months  pre- 
ceding her  admission,  the  patient  had  received  a com- 
bination of  nortriptyline  and  supportive  psychother- 
apy but  had  not  improved.  Her  blood  pressure  had 
worsened  to  the  point  that  maximal  antihypertensive 
therapy  was  necessary.  In  the  past,  pharmacotherapy 
and  psychotherapy  had  temporized,  but  not  amelior- 
ated, the  patient’s  symptoms. 

A mental  status  examination  revealed  markedly 
decreased  psychomotor  activity,  extremely  poor  at- 


I Okla  State  Med  Assoc,  Vol  84,  May  1991 


219 


ELECTROCONVULSIVE  THERAPY 


tention  and  concentration,  decreased  thought  pro- 
duction, and  impaired  immediate  and  recent  mem- 
ory. The  patient’s  appetite  was  poor,  with  a 15-pound 
weight  loss  in  the  past  three  months.  Cognitive  skills 
were  severely  impaired.  She  was  unable  to  consis- 
tently navigate  from  her  room  to  the  day  room,  a dis- 
tance of  less  than  25  yards.  Initial  workup  included 
chest  roentgenogram,  electrocardiogram,  serum  elec- 
trolytes, thyroid  studies,  peripheral  blood  smear,  vi- 
tamin Bi2  and  folate  levels,  urinalysis,  liver  function 
tests,  and  serology  — all  of  which  were  normal.  Com- 
puted tomography  of  the  head  was  normal.  A Beck 
Depression  Inventory,  which  had  to  be  read  to  the  pa- 
tient, indicated  severe  depression.  Since  a previous 
trial  of  tricyclic  antidepressants  was  unsuccessful, 
her  medication  was  changed  to  fluoxetine,  but  no  im- 
provement of  symptoms  was  noted.  Her  hypertension 
remained  poorly  controlled  despite  maximal  therapy. 
A renal  ultrasound  was  normal,  and  a 24-hour  urine 
collection  revealed  normal  electrolytes,  creatinine 
clearance,  and  vanillylmandelic  acid  level. 

Continued  extreme  psychomotor  retardation  with 
somatic  and  cognitive  impairment,  despite  intensive 
psychotherapy  and  maximal  medical  management, 
and  a history  of  less  than  satisfactory  responses  to 
these  modalities,  promoted  consideration  of  elec- 
troconvulsive therapy.  G.A.  received  eight  inpatient 
treatments  over  a three- week  course.  Her  appetite  in- 
creased following  the  first  treatment  and,  by  the 
fourth  treatment,  her  psychomotor  activity,  cogni- 
tion, and  somatic  functions  were  markedly  improved. 
Her  hypertension  improved  to  such  an  extent  that 
only  a calcium  channel  antagonist  was  necessary  to 
maintain  normal  blood  pressure.  Since  G.A.  had  not 
responded  to  two  classes  of  antidepressants,  and  had 
done  extremely  well  with  ECT,  outpatient  therapy 
was  planned.  She  received  ECT  on  alternate  weeks 
for  eight  weeks,  and  continues  to  receive  monthly 
treatments.  G.A.  states,  “This  is  the  best  I’ve  felt  in 
years.”  Her  hypertension  is  under  good  control  on  one 
medication.  She  is  making  plans  to  visit  her  grand- 
child in  Florida,  a trip  that  she  had  previously  stated 
was  “.  . . . impossible;  I don’t  have  the  energy  and 
they  don’t  want  me”  at  the  initiation  of  therapy. 

Discussion 

Electroconvulsive  therapy  is  a safe  and  effective 
treatment  for  depressive  illness.  Today  ECT  is 
primarily  indicated  for  severe  depression  which  is  un- 
responsive to  an  adequate  trial  of  medication,  or  in 
individuals  who  are  unable  to  tolerate  antidepres- 
sant medications.  Patients  who  are  suicidal  also  may 


benefit  from  early  use  of  ECT  as  a life-saving  meas- 
ure.^ 

Most  patients  with  a depressive  illness  require  at 
least  three  weeks  of  treatment  with  an  adequate  dos- 
age of  tricyclic  or  atypical  antidepressant  before 
favorable  effects  are  manifested.  Unfortunately, 
many  patients,  especially  elderly  patients,  may  not 
be  able  to  tolerate  the  side  effects  associated  with 
therapeutic  levels  of  an  antidepressant.  Since  the 
older  population  has  the  highest  frequency  of  under- 
lying chronic  constipation,  bladder  outlet  obstruc- 
tion, urinary  tract  infections,  and  arrhythmias, 
anticholinergic  effects  (dry  mouth,  blurred  vision, 
constipation,  difficulty  urinating,  tachycardia)  are 
particularly  troubling  in  this  group. ^ In  addition,  im- 
paired memory  and  concentration,  and  toxic  psycho- 
sis are  well  known  manifestations  of  central  nervous 
system,  cholinergic  blockage.^  Tricyclics  and  atypical 
antidepressants  have  a quinidine-like  effect,  and 
may  depress  intraventricular  conduction  and  myocar- 
dial contractility.^  Those  patients  with  arrhythmias 
and  coronary  artery  disease  are  at  risk  for  untoward 
cardiac  events  while  on  antidepressants.  Electrocon- 
vulsive therapy  has  the  advantage  of  rapid  improve- 
ment in  symptoms  without  peripheral  or  central 
anticholinergic  effects,  postural  hypotension,  or  al- 
tered myocardial  contractility.^  Improvement  after 
one  to  three  treatments,  ie,  within  one  week,  is  typ- 
ical as  compared  to  medication  which  requires  three 
to  six  weeks  to  demonstrate  improvement.^ 

In  reviewing  any  therapeutic  technique,  the  two 
most  fundamental  concerns  are  safety  and  efficacy, 
particularly  when  the  mechanism  of  action  is  un- 
known. Early  studies  suggested  that  the  efficacy  of 
ECT  was  related  to  a physical  “convulsion”  but  mod- 
em techniques,  utilizing  muscle  relaxants  and  gen- 
eral anesthesia,  do  not  produce  this  physical  effect.® 
Other  studies  suggested  that  the  beneficial  effect  was 
related  to  the  induction  of  memory  loss  and  confu- 
sion.® Newer  techniques,  utilizing  a course  of  several 
treatments  with  lesser  amounts  of  electrical  energy, 
result  in  little  or  no  confusion  or  memory  change.  In- 
deed, several  studies  using  computed  tomography 
and  magnetic  resonance  imaging  have  shown  no 
stmctural  changes,  while  neurochemical  analysis 
has  shown  increased  levels  of  serotonin,  norepine- 
phrine, acetylcholine,  and  regional  blood  flow  to  the 
frontal  cortex,  following  electroconvulsive  therapy.®  '*® 
The  idea  of  “brain  scrambling”  as  a mechanism  or 
consequence  of  ECT  is  clearly  outmoded. 

Any  consideration  for  the  use  of  ECT  must  begin 
with  a thorough  clinical  evaluation  of  the  patient.  An 
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electrocardiogram  and  pulmonary  roentgenogram 
are  necessary.  Evidence  of  a myocardial  infarction 
within  the  past  six  weeks  is  a relative  contraindica- 
tion. A computed  tomograph  of  the  brain  is  appropri- 
ate in  ruling  out  the  presence  of  a cerebral  mass  or 
a recent  cerebrovascular  accident.  Spinal  roentgeno- 
grams may  document  the  presence  of  compression 
fractures,  so  that  their  later  appearance  is  not  seen 
as  a complication  of  the  treatment.  Compression  frac- 
tures have  become  relatively  rare  ( <0.2%)  in  patients 
receiving  ECT  since  the  introduction  of  general  anes- 
thesia.^ 

The  actual  procedure  of  electroconvulsive  therapy 
has  a duration  of  five  to  ten  minutes.  Since  ECT  is 
generally  associated  with  vagal  stimulation  and  pos- 
sibly bradycardia,  it  is  standard  clinical  practice  to 
administer  an  anticholinergic  agent  prior  to  anes- 
thesia. The  drug  of  choice  for  this  purpose  is  glycopyr- 
rolate,  a quaternary  anticholinergic  agent  which 
does  not  cross  the  blood-brain  barrier,  thereby 
eliminating  the  adverse  effects  of  central  cholinergic 
blockade.  Following  intravenous  administration  of 
methohexital  sodium,  succinylcholine  chloride  is 
given  by  the  anesthesiologist  and  the  patient  is 
briefly  hyperventilated.  The  electrical  stimulus  is  ad- 
ministered, and  ventilation  is  continued  until  the  pa- 
tient begins  breathing  spontaneously.  The  patient  is 
allowed  to  fully  recover  in  the  holding  area  and  is  dis- 
charged. The  patient  presented  in  this  report  arrived 
at  8 AM  and  was  discharged  by  11  AM  — fully  awake, 
alert  and  oriented,  and  “ready  to  go  out  to  lunch  with 
my  friends.” 


Conclusion 

Electroconvulsive  therapy  remains  a valuable  tool  in 
the  treatment  of  certain  severe  psychiatric  disorders. 
Despite  the  sensationalism  of  the  past  decade,  ECT 
is  the  treatment  of  choice  in  depression  which  has 
been  unresponsive  to  other  therapies  or  in  patients 
who  are  overtly  suicidal.  In  addition,  ECT  has  proven 
particularly  valuable  in  the  elderly  population,  who 
have  a greater  risk  of  serious  complications  from  the 
side  effects  associated  with  pharmacotherapy.  (J 
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Ethical  and  Legal  Dilemmas  in  Medicine: 
An  Introduction  for  Medical  Students 


M.  DeWayne  Andrews,  MD 


The  University  of  Oklahoma  College  of  Medicine  intro- 
duced a new  approach  in  1989  to  teaching  medical  stu- 
dents about  ethical  and  legal  issues  and  dilemmas  facing 
medicine.  This  article  briefly  describes  tbe  structure  and 
content  of  tbe  new  experience.  This  is  followed  by  the 
author's  closing  remarks  for  the  last  session  of  the  mini- 
course, an  Epilogue. 

In  the  past  decade,  society’s  concern  with  the  issues 
and  problems  facing  medicine  has  grown  im- 
mensely. More  government  regulation,  more  over- 
sight of  physician  practice,  more  involvement  of  the 
courts  in  medical  dilemmas,  more  public  awareness 
of  the  agonizing  decisions  surrounding  the  termina- 
tion of  life  or  life  support  — such  has  been  the  envi- 
ronment in  which  physicians  have  practiced.  Because 
medical  students  are  focused  necessarily  on  learning 
the  science  and  skills  of  medicine,  their  appreciation 
of  these  issues  is  often  delayed.  In  1989,  the  Univer- 
sity of  Oklahoma  College  of  Medicine  embarked  on 
a new  program  to  introduce  students  to  such  issues. 
A curriculum  change  was  made  for  third-year  stu- 
dents in  which,  among  other  changes,the  first  two 
weeks  of  December  were  committed  to  bring  the  class 
back  together  from  their  various  clinical  rotations  on 
the  two  campuses  for  two  intensive  weeks  of  exposure 
to  a broad  range  of  contemporary  issues  facing  physi- 
cians. 

A faculty  committee  worked  through  the  fall  of 
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1989  to  organize  the  content  and  structure  of  this 
two-week  “mini-course,”  as  it  came  to  be  known.  Stu- 
dents in  Oklahoma  City  and  Tulsa  participated  at 
their  respective  campuses,  and  the  program  order  al- 
ternated between  the  two  campuses  utilizing  re- 
sources to  their  best  advantage.  Didactic  and  semi- 
nar sessions  were  used  to  lay  the  groundwork  and 
frame  issues,  but  small  group  workshops  and  discus- 
sion groups  constituted  much  of  the  course. 

Individuals  from  law,  clergy,  social  services,  the 
Oklahoma  State  Board  of  Medical  Licensure  and 
Supervision,  and  other  areas  were  involved  in  the 
planning  and  implementation  of  the  mini-course  to 
broaden  the  scope  of  experience  and  expertise  avail- 
able. Topics  covered  are  identified  below.  At  the  last 
session,  this  author  was  asked  to  make  closing  re- 
marks to  the  medicial  students  for  the  faculty,  an 
Epilogue.  This  Epilogue  is  being  shared  with  a 
broader  audience  at  the  request  of  Edward  N.  Brandt, 
Jr.,  MD,  PhD,  executive  dean  of  the  College  of 
Medicine. 

Epilogue 

O Captain!  my  Captain!  our  fearful  trip  is  done. 

The  ship  has  wea  ther’d  every  rack,  the  prize  we  sought 
is  won 

So  begins  the  clarion  call  from  one  of  Walt  Whitman’s 
poems, ^ made  famous  once  again  because  of  the  re- 
cent movie  Dead  Poets  Society  with  Robin  Williams. 
What  a wonderful  movie  it  was  to  those  of  us  who  find 
pleasure  in  the  lessons  and  insights  of  poetry  and  lit- 
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erature.  Do  you  remember  that  marvelous  scene 
when  Williams,  the  iconoclastic  teacher,  holds  his 
class  of  young  men  spellbound,  urging  them  to  soak 
up  life’s  experiences,  to  “suck  the  marrow  out  of  life”? 

During  the  past  two  weeks,  you  have  been  exposed 
to  a body  of  information  which  historically  has  been 
largely  neglected  in  medical  school  education.  Our 
aims  were  to  broaden  your  horizons,  to  provoke  your 
thinking,  and  to  stimulate  interaction  and  discussion 
with  your  colleagues.  We  asked  you  to  immerse  your- 
selves in  “sucking  the  marrow”  out  of  your  medical 
lives  by  exploring  with  us  a range  of  issues  which  face 
the  contemporary  physician.  During  this  time  you 
have  heard  about  and  discussed:  the  near  and  future 
changes  expected  in  medical  practice;  the  psycholog- 
ical journey  of  becoming  a physician  and  the  tasks 
one  has  to  accomplish;  basic  medical  ethics  and  di- 
lemmas that  took  flesh  through  lively  group  discus- 
sions of  cases;  and  the  medical-legal  issues  of  licen- 
sure, informed  consent,  termination  of  life  support 
and  withholding  of  treatment,  “Do  Not  Resuscitate” 
orders,  and  child  abuse.  And  today,  you  have  dealt 
with  the  growing  problem  of  AIDS  and  its  many  im- 
plications, which  will  have  such  a profound  impact 
upon  medicine  in  the  coming  years.  These  are  all  im- 
mediate, relevant  issues  faced  by  physicians,  issues 
which  lie  before  you  as  you  join  our  ranks. 

Yes,  your  ship  has  weathered  every  rack.  Only 
time  will  tell  if  the  prize  we  sought  has  been  won. 
One  may  quarrel  with  some  of  the  approaches  taken 
or  the  allotment  of  time,  but  think  with  me  for  a mo- 
ment of  these  personal  and  professional  issues  and 
this  two-week  experience  in  the  light  of  these  moving 
words  by  Tennyson: 

I am  a part  of  all  that  I have  met; 

Yet  all  experience  is  an  arch  wherethrough 
Gleams  that  untraveled  world  whose  margin  fades 
Forever  and  forever  when  I move. 

How  dull  it  is  to  pause,  to  make  an  end, 

To  rust  unburnished,  not  to  shine  in  use! 

As  though  to  breathe  were  life! 

• • • • 

Come,  my  friends, 

‘Tis  not  too  late  to  seek  a newer  world 

• • • • 

Though  much  is  taken,  much  abides,  and  though 
We  are  not  now  that  strength  which  in  old  days 
Moved  earth  and  heaven,  that  which  we  are,  we  are  — 

One  equal  temper  of  heroic  hearts. 

Made  weak  by  time  and  fate,  but  strong  in  will 
To  strive,  to  seek,  to  find,  and  not  to  yield.^ 

We  have  reminded  you  that  your  responsibilities 
as  physicians  go  far  beyond  the  mere  understanding 


of  disease  and  administering  of  treatment.  You  will 
become  involved  with  the  most  intimate,  personal  de- 
cisions that  some  of  your  patients  and  families  will 
ever  make.  Moreoever,  you  are  a part  of  the  larger  so- 
ciety in  which  we  live.  Indeed,  you  are  a very  impor- 
tant part  of  that  society.  You  have  been  given  special 
knowledge  and  privileges.  With  these  privileges 
comes  an  obligation  for  you  to  take  an  active  role  in 
the  ongoing  discussions  within  society  and  within 
our  professional  organizations  about  the  profound 
life  issues  we  face.  Subject  matter  in  this  mini-course 
should  have  heightened  your  awareness  and  sensitized 
your  thinking  on  these  issues. 

As  I have  thought  over  the  past  several  days  what 
I might  say  to  you  in  closing  today,  my  thoughts  were 
drawn  back  almost  20  years,  to  some  experiences  and 
words  which  have  never  left  me.  I was  then  an  intern 
on  the  Medical  Service  at  the  Johns  Hopkins  Hospi- 
tal in  Baltimore.  It  was  my  extraordinary  good  for- 


Your  responsibilities  as 
physicians  go  far  beyond  the 
mere  understanding  of 
disease  and  administering 
of  treatment. 


tune  to  come  under  the  spell  of  one  of  Hopkins’  great- 
est teachers.  Dr  Philip  Tumulty.  He  was  one  of  those 
rare  individuals  who  inspired  all  others  in  his  pres- 
ence to  emulate  him.  He  was  a master  diagnostician, 
his  breadth  of  knowledge  awesome,  his  understand- 
ing of  human  nature  profound.  And  he  was  a gentle 
and  good  man  who  knew  how  to  go  to  the  heart  of  his 
patients  and  his  students.  Dr  Tumulty  was  asked  to 
give  some  remarks  to  the  medical  students  at  Hop- 
kins. His  audience  quickly  widened,  for  many  sought 
to  hear  the  wisdom  of  this  consummate  clinician.  I 
want  to  offer  you  encouragement  by  sharing  with  you 
some  of  his  concluding  remarks  from  that  address.  I 
can  think  of  no  better  benediction  for  this  mini- 
course. 

“This,  as  I see  it,  is  the  vocation  to  which  you  have 
been  called.  Understand  what  it  is,  and  what  it  re- 
quires of  you  with  gleaming  clarity.  Immerse  yourself 
in  learning  its  technics  and  skills.  Discipline  yourself 
to  accept  and  meet  the  burdensome  demands  that  it 
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will  continually  make  upon  you.  From  now  on,  you 
are  engaged  in  the  service  of  the  sick.  With  the  knowl- 
edge you  are  acquiring  as  a scientist,  with  your  clin- 
ical art  developed  through  experience,  with  the 
warmth  of  your  own  spirit  and  the  strength  of  your 
own  character,  with  the  laying  on  of  your  hands  and 
in  response  to  your  words,  you  can  make  the  sick  bet- 
ter, and  fill  the  dying  with  peace.  These  are  great 
powers.  Always  deserve  them.”^  (J 
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News 


May  10th  inauguration 

Billy  D.  Dotter  assumes  presidency  during  Oklahoma  City  meeting 


Dr  Dotter 


Billy  Dale  Dotter,  MD,  Okeene 
general  practitioner,  became 
the  86th  president  of  the  Okla- 
homa State  Medical  Associa- 
tion (OSMA)  early  this  month. 

He  assumed  the  office  on 
May  10  during  the  Annual 
Meeting  of  the  OSMA  House  of 
Delegates,  held  this  year  at  the 
Sheraton  Century  Center  in 
Oklahoma  City.  He  succeeds  Dr  Perry  A.  Lambird,  an 
Oklahoma  City  pathologist. 

Bom  in  Wa tonga  to  Roscoe  H.  and  Gladys  Bing- 
ham Dotter,  Dr  Dotter  attended  schools  in  Buffalo 
and  Alva.  A debater,  band  member,  and  National 
Honor  Society  member,  he  graduated  in  1943. 

He  operated  Dotter’s  Cafe  in  Alva  from  1946  to 
1955,  beginning  his  pre-med  classes  at  Northwestern 
Oklahoma  State  University  in  1953.  Dotter  was 
selected  for  Who’s  Who  Among  College  Students  in 
1955  and  entered  the  University  of  Oklahoma  School 
of  Medicine  the  same  year. 

In  his  junior  year  he  was  president  of  his  class  and 
the  following  year  was  named  Student  Council  pres- 
ident. Dr  Dotter  graduated  in  1959  and  began  a rotat- 
ing internship  at  Mercy  Hospital  in  Oklahoma  City. 
He  completed  an  additional  year  in  surgery  at  the 
same  hospital. 

Dr  Dotter  moved  to  Okeene  in  1961  to  join  Dr  C.H. 
Williams  in  the  Okeene  Clinic,  where  he  continues 
his  practice  today.  His  thirty  years  in  the  community 
include  ten  years  of  service  on  the  school  hoard,  dur- 
ing which  a new  high  school  was  constructed. 

The  betterment  of  medicine  in  Oklahoma  and  the 
nation  also  has  occupied  much  of  Dr  Dotter’s  time.  He 
has  worked  on  the  Advisory  Board  to  the  Regional 
Medical  Program,  and  in  1970  he  testified  in  the  US 
House  Interstate  & Foreign  Commerce  Commission 
subcommittee  on  public  health  and  welfare  for  that 
program. 

In  the  years  that  followed.  Dr  Dotter  served  on  the 
OU  Medical  School  Preceptorship  Committee  and 


the  Medical  School  Admissions  Board.  He  is  also  a 
member  and  past  chairman  of  the  Physician  Man- 
power Training  Commission,  which  places  physicians 
in  rural  practices  in  Oklahoma  and  sets  up  residency 
programs  to  encourage  Oklahoma’s  medical  students 
to  remain  in  the  state  to  complete  their  training. 

Dr  Dotter  has  just  completed  two  terms  on  the 
Foundation  of  Northwestern  State  University.  He 
also  has  served  on  the  OSMA  Legislative  Committee 
and  is  currently  on  the  Board  of  Directors  of  the 
Physicians  Liability  Insurance  Company  (PLICO). 
He  has  been  a delegate  to  OSMA  for  the  past  twenty- 
five  years. 

In  May  1989,  the  University  of  Oklahoma  Alumni 
Association  of  the  College  of  Medicine  selected  Dr 
Dotter  as  a joint  winner  of  that  year’s  Physician  of 
the  Year  — Private  Practice  Award.  He  also  was 
elected  vice  president  of  the  OSMA.  The  following 
year  he  was  named  president-elect,  as  well  as  an  al- 
ternate delegate  to  the  American  Medical  Associa- 
tion. 

Married  in  1946,  Dr  Dotter  and  his  wife,  Alice, 
have  five  children.  (J 


PLICO  expands  its  1991  schedule 
of  seminars^  includes  Bahamas 

The  list  of  1991  Loss  Prevention  Seminars  sponsored 
by  the  Physicians  Liability  Insurance  Company 
(PLICO)  and  the  Oklahoma  State  Medical  Associa- 
tion (OSMA)  has  been  expanded. 

The  following  seminars  were  not  included  in  the 
list  appearing  in  the  February  Journal: 


April  27 
Saturday 
3:00-6:00  PM 


Baptist  Medical  Center 
Oklahoma  State  Radiological  Society 
Oklahoma  City 


May  20 
Monday 
6:30-9:30  PM 


Valley  View  Regional  Hospital 
430  N.  Monta  Vista 

Ada  {continued) 


I Okla  State  Med  /Assoc,  Vol  84,  May  1991 


225 


CARDIOVASCULAR  AND  THORACIC  SURGERY  ASSOCIATES 

The  Cardiac  Surgeons  of  Oklahoma  City,  Inc. 


Professional  Staff 

William  D.  Hawley,  MD  R.  Darryl  Fisher,  MD 

James  M.  Hartsuck,  MD  Marvin  D.  Peyton,  MD 

Scott  K.  Lucas,  MD 


Diplomates  of 
American  Board  of  Surgery 
American  Board  of  Thoracic  and 
Cardiovascular  Surgery 


Specializing  in 
Cardiac,  Vascular 
and  Thoracic  Surgery 


Office  Hours  8:30  a.m.  to  5:00  p.m. 
Monday  through  Friday 
With  24  Hour  Consultation  and  Referral 


1-800-522-6755 


(405)  946-0900 


OFFICES 


3433  N.W.  56TH,  SUITE  660 
1044  S.W.  44TH,  SUITE  520 


OKC,  OK  73112 
OKC,  OK  73109 
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Family  medicine  department 

OUHSC  residents  among  50  to  win  volunteer  activities  awards 


Three  family  medicine  resident  physicians  at  the 
University  of  Oklahoma  Health  Sciences  Center  in 
Oklahoma  City  have  received  1990  American  Medi- 
cal Association/Burroughs  Wellcome  Company 


PLICO  Seminars 


(continued) 


June  3 
Monday 
6:30-9:30  pm 

June  10 
Monday 
6:30-9:30  PM 

June  17 
Monday 
6:30-9:30  pm 

June  24 
Monday 
6:30-9:30  PM 

June  26 
Wednesday 
8-11  AM 

July  3 & 4 

July  15 
Monday 
6:30-9:30  PM 

July  29 
Monday 
6:30-9:30  PM 

September  16 
Monday 
6:30-9:30  pm 

September  29 
PViday 
1-5  PM 


Muskogee  Holiday  Inn 
800  S.  32nd 
Muskogee 

Ardmore  Holiday  Inn 
2705  W.  Broadway 
Ardmore 

McAlester  Holiday  Inn 
US  Hwy  89  Bypass  South 
McAlester 

Clinton  Regional  Hospital 
100  North  30th 
Clinton 

Tulsa  Medical  School 
Residents  Section 
2808  S.  Sheridan 
Tulsa 

OSMA  Summer  Tour 
The  Bahamas 

Bartlesville  Phillips  Hotel 
821  Johnstone 
Bartlesville 

Grady  Memorial  Hospital 
2220  Iowa  Avenue 
Chickasha 

Stillwater  Holiday  Inn 
2515  W.  6th 
Stillwater 

Fountainhead  Lodge 

Oklahoma  Society  of  Internal  Medicine 

Checotah 


All  physicians,  physician’s  associates  (PAs),  and 
registered  nurses  insured  by  PLICO  are  required  to 
attend  a Loss  Prevention  Seminar  during  their  first 
year  of  coverage  and  every  third  year  thereafter. 
Those  who  last  attended  a seminar  in  1988  must  at- 
tend another  in  1991  if  they  wish  to  maintain  their 
coverage. 

For  registration  information  and/or  a complete 
list  of  1991  seminars,  call  Debbie  Thurmond  at  the 
OSMA  office,  1-800-522-9452  or  (405)  843-9571.  (J) 


awards.  The  award,  presented  to  only  50  resident 
physicians  in  the  United  States,  recognizes  resident 
physicians  who  have  demonstrated  a commitment  to 
their  civic  or  medical  communities  through  volun- 
teer activities.  The  objective  of  the  program  is  to  en- 
courage involvement  and  to  develop  leadership  po- 
tential within  organized  medicine. 

Honorees  receive  a stipend  of  $2,000  to  assist  with 
travel  and  accommodation  expenses  for  two  meet- 
ings. 

The  three  OU  family  medicine  honorees  are  Dr 
Carl  P.  Griffin,  Dr  Tomas  P.  Owens,  Jr.,  and  Dr  Ami 
Siems. 

Griffin  is  a resident  of  Oklahoma  City.  He  re- 
ceived his  associate’s  degree  from  Michigan  Chris- 
tian College,  a bachelor’s  degree  in  biology  at  Okla- 
homa Christian  College  and  his  medical  degree  from 
the  OU  College  of  Medicine.  Griffin  participates  in 
several  voluntary  activities  in  the  area. 

He  works  twice  monthly  at  a clinic  which  helps 
educate  women  regarding  gynecologic  and  contracep- 
tive concerns.  He  recently  worked  with  third-grade 
classes  at  an  elementary  school,  discussing  the  dan- 
gers of  alcohol  and  drugs. 

Griffin,  upon  completing  his  residency  training  in 
July,  will  practice  medicine  at  the  Baptist  Care 
Clinic  in  Oklahoma  City.  “My  first  goal,”  he  said,  “is 
to  educate  and  challenge  patients  to  take  an  active 
role  in  their  healthcare.” 

Owens,  a native  of  Panama  who  received  both  his 
undergraduate  and  medical  training  there,  has  been 
active  in  volunteer  work  at  SouthEast  Area  Health 
Center  in  Oklahoma  City,  where  he  has  provided 
“comprehensive”  medical  care  to  those  without  health 
insurance.  Fluent  in  Spanish,  Owens  is  working  on 
a program  designed  to  produce  Spanish-language  pa- 
tient education  leaflets  tailored  to  specific  Hispanic 
groups. 

“For  me,  this  award  represents  the  ongoing  work 
of  the  OU  Department  of  Family  Medicine  in  pro- 
moting a community  medicine  approach  to  the  resi- 
dency training,”  he  said.  “The  OU  family  medicine 
program,  I believe,  is  one  of  the  best  in  the  nation, 
and  community  medicine  is  just  one  of  the  areas  in 
which  we  train.  I am  very  thankful  for  the  program 
and  feel  fortunate  that  my  background  in  Spanish 
has  helped  the  department’s  efforts  in  some  way.” 

After  completing  his  residency  program  in  July, 
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OUHSC  Residents  (continued) 


In  Memoriam 

1990 


I 


Paul  E.  Kaldahl,  MD 
Homer  Vincent  Archer,  MD 
Sterling  Thomas  Crawford,  MD 
Ray  Maxwell  Wadsworth,  MD 
John  Howard  Baker,  Jr,  MD 
David  Sprouse  Dycus,  MD 
Paul  Olden  Shackleford,  MD 
David  Shapiro,  MD 
Doyle  L.  Patton,  MD 
Edward  McLain  Thorp,  MD 
Murlin  Knight  Braly,  MD 
Claude  Elbert  Lively,  MD 
Robert  Eldon  Dillman,  MD 
Howard  Louis  Puckett,  MD 
Raymond  Emison  Daily,  MD 
Thomas  E.  Slimp,  MD 
Bert  E.  Mulvey,  MD 
Carson  Leroy  Oglesbee,  MD 
George  Leroy  Goodman,  MD 
Everette  Ellis  Cooke,  MD 
Stephen  Seth  Fitter,  MD 
Francis  Elmo  Smith,  MD 
George  Richard  Russell,  MD 
Gregg  Laurence  Williams,  MD 


May  4 
May  8 
June  2 
June  11 
June  13 
June  28 
July  27 
August  11 
August  12 
August  16 
August  18 
August  19 
August  29 
September  1 
September  3 
September  4 
October  12 
October  23 
October  26 
November  19 
December  1 
December  20 
December  24 
December  29 


1991 

Milton  Louis  Berg,  MD 
Frank  Eugene  Darrow,  MD 
Forrest  William  Olson,  MD 
Clarence  Pierce  Taylor,  Jr.,  MD 
Linus  A.  Munding,  MD 
Robert  Love  Loftin,  MD 
William  Orville  Davis,  MD 
Malcom  E.  Phelps,  MD 
Robert  Phillip  Messinger,  MD 


January  7 
January  8 
January  30 
March  3 
March  14 
March  15 
March  23 
March  26 
April  10 


OSMA  Physician 
Recovery  Program 
(405)  360-4535 


Owens,  who  lives  in  Norman,  plans  to  participate  in 
a combined  fellowship  on  geriatrics  and  clinical  deci- 
sion making  at  the  Mayo  Clinic. 

“I  hope  to  be  able  to  promote  and  to  be  a leader 
for  the  development  and  growth  of  family  medicine 
as  a specialty  in  both  my  native  Panama  and  in  the 
United  States,”  he  said.  “I  believe  excellence  in 
academics  is  a key  to  this  process  in  order  to  achieve 
credibility  and  respect.” 

He  added,  “The  quintessence  of  medicine,  in  my 
view,  is  still  care  — loving,  compassionate  and  holis- 
tic care.” 

Siems  is  a native  of  Colorado.  She  received  a 
bachelor’s  degree  in  biology  from  Southern  Nazarene 
University  in  Bethany,  her  master’s  in  biochemistry 
at  OU,  and  her  medicine  degree  from  the  OU  College 
of  Medicine.  One  year  ago,  Siems  established  a clinic 
at  the  Jesus  House  homeless  shelter  in  Yukon,  and 
serves  as  medical  director. 

Siems,  who  lives  in  Yukon,  will  practice  at  the 
Baptist  Care  Clinic  in  Yukon  upon  completion  of  her 
family  practice  residency  in  July.  She  continues  to 
see  patients  at  the  shelter  every  other  Monday  night, 
as  she  has  for  the  past  year.  (J) 


Restructuring  process 

College  of  Medicine  upgrading 
its  course  evaluation  system 

The  University  of  Oklahoma  College  of  Medicine  is 
upgrading  its  course  evaluation  system  in  an  effort 
to  unify  departments  and  obtain  better  information 
about  its  curriculum.  The  college  also  is  planning  to 
develop  a comprehensive  computer  data  base,  which 
would  include  information  about  all  medical  courses 
taught,  including  course  outlines  and  content  sum- 
mary. The  data  base,  when  completed,  will  make  it 
easy  for  faculty  to  inquire  which  courses  cover  par- 
ticular topics,  enabling  them  to  determine  what  sub- 
jects their  students  already  have  studied,  said  Dr 
Philip  McHale,  chair  of  the  task  force  and  assistant 
dean  for  educational  programs. 

The  restructuring  process,  which  should  be  com- 
pleted by  fall,  is  one  of  the  projects  being  undertaken 
to  reform  medical  education,  under  the  Oklahoma 
Model  of  Medical  Education  for  the  Twenty  First  Cen- 
tury program  (OMME-21). 

Course  evaluations,  distributed  at  the  end  of  each 
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Course  Evaluation  (■continued) 

semester,  allow  students  to  rate  both  the  course  and 
the  instructor. 

A medical  education  committee  is  designing  a 
form  that  will  include  two  groups  of  questions  for  stu- 
dents. One  group  will  consist  of  8 to  10  standardized 
questions  such  as;  Did  this  course  duplicate  material 
taught  in  other  courses?  Were  the  course  objectives 
clearly  explained?  Did  exams  reflect  important  as- 
pects of  the  course?  The  other  group  would  consist  of 
10  to  15  questions  selected  by  the  course  coordinator. 
Coordinators  will  be  able  to  look  over  a menu  of  300 
to  350  questions  in  a computer  data  base  and  pick  10 
to  15  questions  from  the  list.  “Then,  the  computer 
will  generate  the  evaluation  form  and  add  those  ques- 
tions to  the  standardized  block  of  8 to  10  questions,” 
said  Dr  McHale.  The  form  would  be  distributed  by  the 
College  of  Medicine  Dean’s  Office  instead  of  by  indi- 
vidual departments,  as  is  now  the  case. 

Additionally,  departmental  faculty  will  be  en- 
couraged to  sit  in  on  the  lectures  of  their  colleagues 
and  evaluate  these  lectures,  he  said,  something  that 
hasn’t  been  done  before  in  a systematic  fashion. 


With  more  accurate  information,  the  medical  edu- 
cation committee  will  be  better  able  to  monitor  and 
evaluate  the  curriculum,  implementing  changes  if 
needed,  said  McHale. 

The  computerized  data  base  containing  informa- 
tion about  course  content  will  be  a “far  more  complex 
and  far-reaching  task,”  said  Dr  McHale,  but  initial 
components  should  be  in  place  by  the  fall  semester. 
The  data  base  will  feature  either  a “key  word”  ap- 
proach — with  each  lecture  being  described  by  four 
to  six  words  to  convey  major  points  — or  it  will  incor- 
porate course  outlines  describing  each  hour  of  lec- 
ture. 

“One  of  the  things  we’re  required  to  do  as  part  of 
our  accreditation  process  is  to  document,  very  clearly, 
what  topics  and  issues  we  cover  in  our  curriculum, 
and  where  specific  issues  are  covered,”  Dr  McHale 
said.  “We  don’t  have  a very  good  way  of  doing  that 
now,  so  these  changes  will  have  an  enormous  impact 
on  how  accreditation  groups  evaluate  us.  We  finally 
will  have  a collection  of  information  that  will  allow 
us  to  tell  them  where  and  how  we  cover  specific  top- 
ics, and  in  a very  efficient  manner.”  (J) 


ASSOCIATES  IN  CARDIOVASCULAR  AND  THORACIC  SURGERY 

James  E.  Cheatham,  Jr.,  M.D.*  Paul  J.  Kanaly,  M.D.* 

Kyle  W.  Toal,  M.D. 

3433  N.W.  56th  #540 
Oklahoma  City,  OK  73112 
(405)  945-4455 

Diplomates  of  the  American  Board  of  Thoracic  Surgery 
* Fellows  of  the  American  College  of  Surgeons 
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Special  events  open  new  library  at  OU  Health  Sciences  Center 


Three  days  of  activities,  including  an  appearance  by 
Oklahoma  Governor  David  Walters,  marked  the  for- 
mal dedication  of  the  University  of  Oklahoma  Health 
Sciences  Center  Library  in  April.  The  facility  is 
named  the  Robert  M.  Bird  Health  Sciences  Library 
in  memory  of  a former  dean  of  the  OU  College  of 
Medicine  who  was  instrumental  in  obtaining  fund- 
ing to  build  the  library. 

Bird  was  dean  of  the  College  of  Medicine  from 
1970  to  1974. 

Events  in  Oklahoma  City  began  Wednesday, 
April  3,  with  a special  appearance  by  Dr  Donald 
Lindberg,  director  of  the  National  Library  of 
Medicine  at  the  National  Institutes  of  Health. 
Lindberg  was  the  featured  speaker  at  Medical  Grand 
Rounds  at  the  OU  Health  Sciences  Center.  His  topic 
was  “The  Changing  Role  of  Medical  Libraries.” 

On  Friday,  April  5,  a reception  and  dinner  was 
held  at  the  Oklahoma  City  Golf  and  Country  Club  for 
members  and  associate  members  of  the  Robert  M. 
Bird  Society.  The  society  was  founded  by  a group  of 
OU  Health  Sciences  Center  alumni  under  the  leader- 


ship of  Dr  Patrick  A.  McGee  to  raise  funds  for  library 
educational  materials. 

On  Saturday,  April  6,  Dr  Edward  Holmes,  distin- 
guished professor  of  medicine  and  chief  of  the 
Metabolism,  Endocrinology  and  Genetics  Division  of 
the  Department  of  Medicine  at  Duke  University 
School  of  Medicine  in  Durham,  NC,  spoke  on  “Mak- 
ing Sense  from  Anti-Sense,”  a topic  concerning  gene- 
tic engineering  as  it  relates  to  human  disease.  Follow- 
ing the  lecture,  faculty  members  donned  academic  re- 
galia to  participate  in  a processional  to  the  library 
building  at  1000  Stanton  L.  Young  Blvd. 

The  formal  library  dedication  ceremony  was  held 
in  the  library’s  main  floor  lobby.  OU  Health  Sciences 
Center  Provost  Cla3d;on  Rich  presided.  Governor 
David  Walters;  Sarah  Hogan,  chairman  of  the  OU 
Board  of  Regents;  and  Dr  William  Hughes,  chairman 
of  the  OU  Health  Sciences  Center  Library  Naming 
Committee,  also  addressed  the  gathering. 

Dr  Richard  L.  Van  Horn,  OU  president,  conducted 
the  formal  dedication  of  the  library. 


OKLAHOMA  CARDIOVASCULAR  SURGEONS 

Allen  E.  Greer,  M.D.*’*’  John  S.  Chaffin,  M-D.*"*" 

David  W.  Vanhooser,  M.D.* 

^Diplomates  American  Board  of  Thoracic  and  Cardiovascular  Surgery 
*Diplomates  American  Board  of  Surgery 


Office  Hours:  9:00  a.m.  to  5:00  p.m. 

Monday  thru  Friday 


3400  N.W.  Expressway,  Suite  800 
Oklahoma  City,  Oklahoma  73112 


(405)  945-4278 


1 -800-522-6525 
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From  the  OSDH 


Oklahoma  State  Department  of  Health 

Use  of  seatbelts  approved  and  encouraged  for  pregnant  women 


Data  collected  from  the  Oklahoma 
^ ^ A State  Department  of  Health  ( OSDH ) 

^ ^ Pregnancy  Risk  Assessment  System 

■ P I survey  indicates  that  87%  of  Okla- 
homa  mothers  surveyed  bring  their 
infants  home  from  the  hospital  in  a 
car  seat.  However,  data  released  in  a recent  American 
College  of  Obstetricians  and  Gynecologists  (ACOG) 
Technical  Bulletin  indicates  that  during  the  term  of 
pregnancy,  the  likelihood  of  seatbelt  use  among 
women  decreases  because  of  concern  that  the  re- 
straint itself  may  increase  the  chance  of  fetal  injury 
or  death. 

Recommendations  by  ACOG  indicate  there  is  no 
evidence  that  safety  restraints  increase  the  change  of 
fetal  injury,  regardless  of  the  severity  of  the  collision. 
The  bulletin  cites  a California  study  which  concludes 
that  even  though  the  pressure  of  the  restraint  may 


squeeze  the  fetus  for  a short  period  of  time,  the 
danger  of  fetal  death  is  minimal.  The  study  indicates 
the  leading  cause  of  fetal  death  in  motor  accidents  is 
the  death  of  the  mother. 

Other  misconceptions  to  which  ACOG  attributes 
the  lack  of  seatbelt  use  among  pregnant  women  is  the 
fear  of  being  trapped  inside  the  automobile,  or  think- 
ing that  seatbelts  are  not  needed  for  driving  short  dis- 
tances. 

The  Oklahoma  State  Department  of  Health  urges 
physicians  to  encourage  their  patients  to  always  pro- 
tect themselves  and  their  children  with  appropriate 
safety  restraints  when  traveling  by  automobile. 
OSDH  has  an  occupant  protection  program  which  in- 
cludes a car  seat  loaner  program  through  many 
county  health  departments.  For  more  information  on 
this  program,  contact  the  Health  Education  and  In- 
formation Service,  405/271-5601. 


OSDH  reminds  doctors  that  x-ray 

The  Radiation  Protection  Division  of  the  Oklahoma 
State  Department  of  Health  is  having  a “Registra- 
tion Round-Up.”  State  law  requires  that  any  person 
or  facility  with  an  x-ray  machine  be  registered  with 
the  Radiation  Protection  Division.  This  is  usually 
done  by  the  service  company  when  the  equipment  is 
installed,  but  it  is  not  the  responsibility  of  the  instal- 
ler to  notify  the  state  health  department.  For  exam- 
ple, when  older  units  are  moved  or  sold,  the  installer 
may  not  notify  the  agency;  this  puts  the  owner  of  the 


machines  must  be  registered 

equipment  in  violation  of  agency  radiation  regula- 
tions. 

There  is  no  cost  to  register,  and  you  will  get  a 
“physical  exam”  on  your  unit  about  once  each  two  to 
three  years.  Your  facility  may  already  be  registered 
with  the  department,  but  if  you  are  not  sure,  fill  out 
the  information  below  and  mail  it  to  the  Oklahoma 
State  Department  of  Health,  Radiation  Protection 
Division,  1000  NE  10th  Street,  Oklahoma  City,  OK 
73117-0202. 


Name  of  owner  or  facility: 
Mailing  Address: 


Street  Address  (if  different  from  mailing  address: 


Phone  Number:  ( ) 
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In  a Lighter  Vein 


Graduation  Day 

William  P.  Truels,  MD 


I was  cleaning  out  my  closet  when  I came  across  an 
old  graduation  picture.  It  showed  me  standing 
proudly  between  my  two  parents.  On  the  back  side 
my  mother  had  written,  “University  of  Illinois  Med- 
ical School,  Graduation  Day,  June  1, 1973.”  I thought 
back  to  that  beautiful  spring  day  — the  ceremony 
was  held  outdoors  next  to  Lake  Michigan,  complete 
with  wind  and  waves.  It  was  a day  of  mixed  emotions. 
I remember  my  father  saying,  “Congratulations,  Bill! 
You’re  a physician  now!” 

But  I didn’t  feel  any  different.  I had  always  fig- 
ured that  when  I graduated  from  medical  school  some 
mystical  presence  would  descend  upon  me,  and  I 
would  know  once  and  for  all  that  I was  finally  a physi- 
cian. I must  confess  I even  imagined  I would  be  a 
wiser  person,  that  I would  finally  understand  the 
ways  of  the  world,  perhaps  even  the  mystery  of  life 
and  death. 

No,  this  was  more  like  a birthday.  I didn’t  feel  any 
older,  but  people  would  always  be  congratulating  me 
for  being  older  and  wiser.  I wondered  if  this  was  how 
ministers  felt  on  the  day  they  were  ordained  — maybe 
a little  disappointed  that  the  spirit  of  God  didn’t 
imbue  them  with  all-knowing  wisdom  at  the  moment 
of  ordination  — or  maybe  He  did  and  they  just  didn’t 
always  realize  it. 

As  I looked  across  the  waters  of  Lake  Michigan, 
I thought  about  my  first  patient  interview  three  years 
before.  My  professor.  Dr  Mary  Salkin,  sensed  my  un- 
easiness. 

“Just  go  in  there.  Dr  Truewater,  and  interview 
your  patient,”  she  said. 

“But  I’m  not  a doctor,”  I responded.  “I’m  just  a sec- 
ond-year medical  student.” 

“Dr  Truewater,”  Mary  answered  firmly,  “just  go  in 
there  and  pretend  you’re  a doctor.  You’ll  get  used  to 
it.  Besides,  part  of  being  a doctor  is  playing  the  role. 
After  a while,  you  won’t  even  realize  you’re  pretend- 
ing.” 

I slipped  on  my  white  coat,  wrapped  my  stetho- 
scope around  my  neck,  stuck  a flashlight  and  some 
tongue  blades  into  my  shirt  pocket,  and  marched  into 
the  examining  room. 

In  my  most  professional  tone  of  voice,  I said. 


Direct  correspondence  to  William  P.  Truels.  MD,  3400  Northwest  Expressway,  Suite  820, 
Oklahoma  City,  OK  73112. 


“Hello,  Mr  Jackson.  I’m  Dr  Bill  Truewater.  How  can 
I help  you?” 

“Pleased  to  meet  you.  Dr  Truewater,”  he  said  with 
a wink,  realizing  that  I looked  much  too  young  to  be 
a real  doctor.  “I’m  Jerry  Jackson,  and  I’ve  been  hav- 
ing some  problems  with  my  blood  pressure.” 

To  my  surprise,  everything  went  well.  Subsequent 
patients  continued  to  be  supportive  of  my  pretensions 
to  be  a physician,  and  after  several  weeks,  I was  play- 
ing the  role  of  physician  very  well. 

By  the  time  I became  a senior  in  medical  school, 
my  confidence  was  at  an  all-time  high.  I had  all  the 
answers  to  all  the  questions.  I even  looked  down  at 
first-year  medical  students  for  being  naive  and  unin- 
tiated.  I was  on  top  of  the  world. 

Then  something  funny  began  to  happen.  As 
graduation  approached,  I knew  I would  soon  be  facing 
the  world  on  my  own.  There  would  be  no  attending 
physician  to  supervise  my  actions.  If  something  went 
wrong,  I would  be  totally  and  completely  responsible. 
There  was  just  a hint  of  self-doubt  as  I prepared  to 
face  the  unknown.  Maybe  all  this  pretending  was 
nothing  more  than  a facade  I had  created  — perhaps 
I really  wasn’t  a physician  after  all.  I tossed  a pebble 
and  watched  it  skip  across  the  lake. 

Just  then,  my  first  clinical  professor.  Dr  Mary 
Salkin,  happened  to  notice  me,  diploma  in  hand,  and 
stopped  for  a chat. 

“Something  wrong.  Bill?”  she  asked,  as  I looked 
over  the  churning  waves  of  Lake  Michigan. 

“I  suppose  I could  boil  it  down  to  one  question, 
Mary,”  I responded.  “You  remember  my  first  day  of 
clinicals,  when  you  told  me  that  if  I pretended  to  be 
a physician  long  enough,  one  day  I would  eventually 
become  a physician.” 

“I’d  like  to  know  when  you  stop  pretending  to  be 
a physician  and  actually  become  one,”  I blurted  out. 
“And  don’t  tell  me  that  holding  this  medical  school 
diploma  in  my  hand  grants  me  the  key  to  the  king- 
dom.” 

Dr  Salkin  seemed  surprised  at  my  seriousness  on 
such  a festive  graduation  day. 

“I’m  sorry  to  disappoint  you.  Bill,”  Mary  replied 
after  a moment’s  reflection.  “There’s  no  ‘key  to  the 
kingdom’  as  you  put  it.  Graduation  day  is  nothing 
more  than  the  end  of  the  beginning. 

“And  being  a physician,”  she  continued,  “is 
nothing  more  than  a continuation  of  your  role- 
playing.  Oh,  to  be  sure,  you’ll  get  better  at  it.  You  may 
some  day  be  the  wisest  physician  in  the  country.  But 
you’ll  never  have  all  the  answers.  There  will  always 
be  some  pretending.” 
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“That’s  not  very  encouraging,”  I replied. 

“In  a way  it  is,  Bill,”  Mary  countered.  “That’s  why 
a good  physician  will  always  have  some  humility.  As 
an  instructor,  I can  tell  you  that  the  most  dangerous 
physician  is  the  one  who  thinks  he  knows  it  all,  for 
he  is  least  prepared  to  deal  with  the  unexpected.  As 
physicians,  we’ll  never  have  all  the  answers  or  solve 
all  the  problems.  That  keeps  us  humble,  and  that 
humility  keeps  us  closer  to  our  patients.” 

Just  then  my  parents  spotted  me  with  my  new  di- 
ploma. 

“Would  you  do  me  a big  favor,  Mary?”  I asked  as 
my  parents  approached. 

“Sure,”  Mary  replied. 


Reaction  Time 


Oklahoma  City  reader  supplies 
more  information  on  "Boomer" 

To  the  Editor:  Having  been  involved  as  the  underwri- 
ter of  the  life  size  statue  “Boomer”  located  in  Enid, 
I was  very  pleased  to  see  the  statue  grace  the  cover 
of  your  March  1991  issue.  As  you  probably  know, 
“Boomer”  is  the  official  symbol  of  both  the  State  of 
Oklahoma  and  the  State  of  Kansas  commemorating 
the  land  run  of  1893  which  opened  the  Cherokee 
Strip. 

I was  disappointed  that  your  cover  credit  did  not 
acknowledge  the  artist  who  sculpted  “Boomer.”  He  is 
Harold  Holden  of  Kremlin,  Oklahoma.  It  would  do 
Mr  Holden  justice  if  in  a subsequent  issue  you  would 
acknowledge  his  ability  and  art. 

— John  Parrish 

Oklahoma  City 

Editor’s  Note:  Our  belated  thanks  to  both  Mr  Holden 
and  Mr  Parrish  for  their  handsome  addition  to  Okla- 
homa’s proud  heritage. 


“Would  you  take  a picture  of  me  standing  with  my 
parents?”  I asked,  as  I posed  in  the  center  between 
Mom  and  Dad. 

“Any  special  reason?”  Mary  asked. 

“I’d  like  to  remember  myself  on  graduation  day, 
and  the  two  people  who  made  it  all  possible,”  I 
beamed,  “now  that  I’ve  finally  become  a physician.” 

As  I stared  at  the  dusty,  old,  black-and-white 
photograph,  I had  only  one  regret  — that  I hadn’t  in- 
cluded Dr  Mary  Salkin  in  my  picture.  (J 

The  Author 

William  P.  Truels,  MD,  an  Oklahoma  City  surgeon,  is  assistant 
editor  of  the  Oklahoma  County  Medical  Society’s  Bulletin. 


Book  Shop- 

Prevention  and  Control  of  Nosocomial  Infec- 
tions. Edited  by  Richard  P.  Wenzel.  Baltimore  & Lon- 
don: Williams  & Wilkins,  1988.  Pp  641,  illus.  Price 
not  given. 

This  is  a very  comprehensive  and  useful  book.  It 
is  edited  by  Richard  P.  Wenzel,  MD,  formerly  a 
member  of  the  faculty  at  the  University  of  Virginia 
and  now  at  the  University  of  Iowa.  He  is  assisted  by 
37  collaborators.  Wenzel  is  a well-known  worker  in 
the  field  of  hospital-associated  infections.  This  book 
covers  just  about  everything  related  to  nosocomial  in- 
fections. As  pointed  out  in  the  preface,  hospital  infec- 
tion control  has  made  important  strides  in  the  last 
few  years.  At  least  5%  of  patients  entering  United 
States  hospitals  will  develop  a nosocomial  infection, 
and  hospital-acquired  infections  represent  a leading 
cause  of  death.  Such  infections  add  significantly  to 
the  expected  length  of  stay  for  patients  and  thus  con- 
stitute a direct  economic  burden  of  five  to  ten  billion 
dollars. 

The  book  opens  with  a chapter  on  the  historical 
aspects  of  control  of  infections  in  hospitals  from  1750 
to  1950  by  LaForce.  This  is  followed  by  excellent  chap- 
ters on  the  global  impact  of  hospital-acquired  infec- 
tions by  William  Schaffner  and  one  on  the  cost  of 
nosocomial  infections  and  benefits  of  infection  con- 
trol programs  by  Richard  E.  Dixon.  A unique  con- 
tribution is  that  entitled  “Current  Legal  Issues”  by 
Harris  C.  Nottebart,  Jr.,  a lawyer  and  physician.  The 
book  discusses  many  other  aspects  of  hospital- 
acquired  infections  including  ethical  issues,  organi- 
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Book  Shop  (continued^ 

zation  for  infection  control,  identification  and  man- 
agement of  epidemics,  the  role  of  the  infection  control 
committee,  the  immunization  and  care  of  hospital 
employees,  selection  of  antibiotics  for  the  hospital 
formulary,  and  others.  These  chapters  are  followed  by 
chapters  on  the  more  “traditional”  aspects  of  infec- 
tions such  as  skin  cleansing,  hospital-acquired  pneu- 
monia, urinary  tract  infections,  surgical  infections, 
and  others.  The  final  chapter,  entitled  “Using  the  Lit- 
erature,” by  the  head  reference  librarian  at  the  Uni- 
versity of  Virginia  Medical  Center,  tells  us  how  to  use 
the  medical  literature  in  the  approach  to  control  of 
hospital-associated  infections.  The  chapter  on  disin- 
fection and  sterilization  provides  a large  amount  of 
information  that  is  often  difficult  to  obtain  from 
other  sources. 

This  book  can  be  highly  recommended  for  all  con- 
cerned with  the  problem  of  nosocomial  infections 
which  in  effect  involves  all  health  care  workers.  It 
should  be  present  in  every  hospital  library. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 

Tropical  and  Geographical  Medicine.  Edited  by 
Kenneth  S.  Warren  and  Adel  A.E  Mahmoud.  New 
York:  McGraw-Hill,  1988,  pp  1174,  illus,  $75.00. 

“The  developing  areas  of  the  world  have  a burden 
of  illness  that  differs  drastically  from  that  of  the  rest 
of  this  globe.  The  major  health  problems  of  the  de- 
veloping countries  are  generally  related  to  warm  cli- 
mates, overcrowding,  rural  areas,  poverty,  and  child- 
hood. This  markedly  different  spectrum  of  diseases 
requires  a textbook  devoted  specifically  to  the  major 
infectious  and  nutritional  problems  of  one-half  of  the 
globe’s  land  area  and  three-quarters  of  the  globe’s 
population.  Many  of  the  health  problems  of  the  de- 
veloping world  were  prevalent  in  temperate  climates 
just  a relatively  short  time  ago,  but  were  largely 
ameliorated  by  industrial  development  and  medical 
technology.  While  it  was  expected  that  similar 
changes  would  take  place  throughout  the  world,  de- 
velopment has  not  occurred  as  rapidly  as  had  been 
hoped.”  These  comments  contained  in  the  preface 
point  out  the  reasons  for  this  book  in  the  opinion  of 
the  editors. 

This  large  tome  is  divided  into  eight  major  sec- 
tions. The  first,  entitled  “Clinical  and  Biological  Con- 
siderations in  the  Approach  to  Tropical  Medicine,” 
provides  information  concerning  important  syn- 


dromes such  as  fevers,  acute  diarrhea,  anemia,  eosin- 
ophilia,  and  malabsorption  syndromes.  Other  sec- 
tions include  chapters  on  genetics,  parasitism,  nutri- 
tion, biochemistry,  and  immunology.  The  remainder 
of  the  book  is  divided  into  major  sections  concerning 
such  disorders  as  protozoan,  metazoan,  viral,  chlamy- 
dial, bacterial,  spirochetal,  rickettsial,  fungal,  and 
nutritional  diseases.  A final  section  is  entitled  “Epi- 
demiology and  Health  Care.”  As  might  be  expected, 
there  is  some  unevenness  in  this  multi-authored 
book  and  some  duplication. 

Throughout  the  book  there  is  a stress  on  advances 
in  relevant  biomedical  research.  There  are  155  con- 
tributors. 

This  book  provides  a wide  coverage  of  tropical 
medicine  with  particular  orientation  to  biomedical 
research  being  carried  out  in  these  disorders. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 

Navajo  Atlas.  By  James  M.  Goodman.  Norman:  The 
University  of  Oklahoma  Press,  1988.  Pp  100  with  48 
maps  and  numerous  illustrations  and  charts.  Price 
not  given. 

The  Navajo  nation  is  well  served  by  the  volume, 
one  of  the  Civilization  of  the  American  Indian  series. 
The  atlas  interprets  Navajo  history,  land,  terrain,  and 
lifestyle  by  use  of  maps,  charts,  and  essays.  Maps  and 
text  are  divided  into  seven  sections:  Navajo  country; 
the  physical  environment;  Navajo  history;  popula- 
tion; livelihood;  resources  and  services;  and  the  dis- 
puted Navajo-Hopi  lands.  Each  section  is  illustrated 
by  several  maps  with  accompanying  essays.  In  addi- 
tion to  political  and  topographic  coverage,  a host  of 
geopolitical  topics  are  encompassed.  Examples  in- 
clude climate,  Navajo  migration,  mineral  resources, 
and  education. 

The  maps  are  logical,  legible,  and  informative. 
They  are  enhanced  by  the  essay  text,  which  itself  is 
concise  and  factually  opinionated.  The  essays,  of 
themselves,  are  a short  history/geography  of  the 
Navajo.  The  text  can  be  read  and  enjoyed,  as  it  is  coor- 
dinated with  the  accompanying  maps.  Criticisms  are 
few:  Several  of  the  maps,  particularly  those  depicting 
elevation  and  land  form,  would  have  benefitted  from 
color  reproduction. 

This  atlas  is  a valuable  resource  and  can  be  rec- 
ommended to  any  interested  in  the  history  and  the 
present  of  the  American  Southwest. 

— William  P.  Tunell,  MD 
Oklahoma  City 
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Rock  of  Chickamauga:  The  Life  of  General 
George  H.  Thomas.  By  Freeman  Cleaves.  Nor- 
man: University  of  Oklahoma  Press,  1988,  paper- 
pack,  pp  328,  index,  bibliography,  illus,  $11.95. 

George  Henry  Thomas  was  bom  on  July  31,  1816, 
on  the  family  homestead  in  Southampton,  Virginia. 
He  attended  and  was  graduated  from  West  Point  and 
then  fought  Indians  in  Florida  and  served  in  the  Mex- 
ican War.  When  the  Civil  War  broke  out,  he  chose  to 
remain  with  the  Union.  For  this  decision  his  family 
(and  the  South)  regarded  him  as  a traitor.  His  por- 
trait in  the  family  home  hung  with  its  face  perma- 
nently to  the  wall.  Moreover,  his  military  superiors 
regarded  him  with  a certain  degree  of  mistrust  be- 
cause of  his  Southern  background. 

Thomas,  during  the  Civil  War,  was  assigned  to  the 
Western  theater.  He  was  prominent  in  the  battles  of 
Mill  Springs,  Shiloh,  Perryville,  Murfreesboro,  Chat- 
tanooga, and  Nashville.  At  Chickamauga  the  Union 
forces  under  General  Rosecrans  were  completely 
routed  by  the  Confederates.  By  his  steadfast  action 
Thomas  saved  a portion  of  the  Union  line  and  pre- 
vented annihilation  of  the  Northern  army.  For  this  ac- 
tion he  won  the  sobriquet  “Rock  of  Chickamauga.” 
Thomas  was  regarded  not  only  as  a most  able  tacti- 
cian but  also  as  one  of  the  four  most  effective  generals 
on  the  Union  side. 

This  book,  which  was  originally  published  by  the 
University  of  Oklahoma  Press  in  1948,  is  a superb 
biography  of  Thomas.  Cleaves  does  full  justice  to  his 
several  talents.  The  University  of  Oklahoma  press 
has  performed  an  important  service  in  republishing 
in  paperback  this  classic  military  biography. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 

Deaths 

William  Orville  Davis^  MD 
1916  - 1991 

Mangum  native  William  O.  Davis,  MD,  died  March 
23,  1991,  in  Oklahoma  City.  A retired  general  prac- 
titioner, Dr  Davis  graduated  from  the  University  of 
Oklahoma  School  of  Medicine  in  1943.  In  1946  he  re- 
turned to  Cushing,  where  he  had  been  raised,  to  es- 
tablish his  medical  practice.  He  retired  in  1982  and 
moved  to  Oklahoma  City  in  1984.  Dr  Davis  was  a 
World  War  II  veteran,  having  served  two  and  a half 
years  as  a captain  in  the  US  Army  Medical  Corps. 


Robert  Love  Loftin^  MD 
1913  - 1991 

Robert  L.  Loftin,  MD,  an  affiliate  member  of  the 
Oklahoma  State  Medical  Association  living  in 
Saginaw,  Mich,  died  March  15,  1991.  Bom  in  McCur- 
tain  County,  Dr  Loftin  earned  his  medical  degree  at 
Baylor  College  of  Medicine,  Houston,  Tex,  in  1938. 
Following  public  health  positions  in  Kentucky  and 
Michigan,  he  moved  to  Broken  Bow,  where  he  had  a 
private  practice  from  1951  to  1967.  In  1967  he  ac- 
cepted a position  in  Saginaw  as  Commissioner  of 
Health. 


Robert  Phillip  Messinger^  MD 
1912  - 1991 

Robert  P.  Messinger,  MD,  an  OSMA  Life  Member  and 
native  of  Vinita,  died  April  10,  1991.  Dr  Messinger 
was  raised  in  Holdenville  and  graduated  from  the 
University  of  Oklahoma  School  of  Medicine  in  1938. 
During  World  War  II  he  served  as  a captain  in  the  US 
Army  Medical  Corps.  After  the  war  he  established 
his  internal  medicine  practice  in  Oklahoma  City, 
where  he  had  completed  his  internship  and  resi- 
dency. Dr  Messinger  was  also  a faculty  member  at 
the  University  of  Oklahoma  Medical  Center. 


Linus  A.  Munding,  MD 
1906  - 1991 

OSMA  Life  Member  Linus  A.  Munding,  MD,  a re- 
tired family  practitioner,  died  in  Tulsa  March  14, 
1991.  Dr  Munding  was  a 1932  graduate  of  St.  Louis 
University  School  of  Medicine.  Both  his  internship 
and  his  residency  were  completed  in  Tulsa,  where  he 
subsequently  established  his  medical  practice.  He 
served  on  active  duty  with  the  US  Army  Air  Force  for 
36  months  during  World  War  11. 


Malcom  E.  Phelps^  MD 
1905  - 1991 

Malcom  E.  Phelps,  MD,  an  OSMA  Life  Member  and 
former  vice-president  of  the  American  Medical  As- 
sociation, died  March  26, 1991,  in  his  hometown  of  El 
Reno.  Dr  Phelps  was  a 1929  graduate  of  the  Univer- 
sity of  Iowa  College  of  Medicine  and  established  his 
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private  medical  practice  in  El  Reno  in  1931.  He 
helped  found  the  American  Academy  of  General  Prac- 
tice in  1947  and  later  served  terms  as  its  vice-presi- 
dent, president,  and  treasurer.  In  1966  he  was  ap- 
pointed field  director  of  Project  Vietnam,  a joint  effort 
of  the  US  State  Department  and  the  AM  A to  provide 
volunteer  doctors  to  care  for  sick  and  wounded  Viet- 
namese civilians.  Dr  Phelps  was  featured  as  a Leader 
in  Medicine  in  the  March  1984  Journal. 


Clarence  Pierce  Taylor,  Jr.,  MD 
1923  - 1991 


Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word.  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total  Ads  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid  Mail  ad  with  payment  to;  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


Practice  where  others  want  to  vacation!  F.P.  to  join  active  full 

range  3-man  family  practice  in  Salida  CO  near  skiing,  golfing, 
fishing,  hunting.  Write  T.  Sandell,  M.D.,  111  Shavano,  Salida,  CO 
81201. 


La  Junta,  Colorado:  Seeking  director,  full-time  and  part-time 

emergency  physicians  for  low  volume  emergency  department.  Ex- 
cellent compensation,  paid  malpractice  insurance  with  unlimited 
tail  coverage,  and  optional  benefit  program.  Primary  care  experi- 
ence and  ACLS  certification  required.  Contact:  Emergency  Con- 
sultants, Inc.,  2240  South  Airport  Road,  Room  54,  Traverse  City, 
MI  49684;  1-800-253-1795  or  in  Michigan  1-800-632-3496. 


Ada  obstetrician-gynecologist  Clarence  R Taylor,  Jr., 
MD,  died  March  3,  1991.  Dr  Taylor  was  bom  in 
Girard,  Kans,  and  graduated  from  the  University  of 
Oklahoma  School  of  Medicine  in  1947.  He  served  on 
active  duty  with  the  US  Navy  during  the  Korean  con- 
flict. In  1978  he  was  elected  to  the  OSMA  Board  of 
Trustees.  (J 


Other 


FOR  SALE:  Large  G.E.  Office  X-Ray  with  Fluoroscope  and 

Image  Amplifier  with  2 tubes  — 200  M.A.  each,  with  cassettes  and 
developing  tanks.  Examining  room  equipment  and  furniture.  All 
in  excellent  condition.  (405)  235-5534. 


FOR  SALE:  Ritter  electric  operating  table  very  good  condi- 
tion. May  be  used  also  for  proctoscopic  procedures  as  well  as  GYN 
and  GU  procedures.  Price  $1500.00.  Call  405-321-2224  or  405-321- 
6175. 


HELP  PATIENTS  AVOID  PRESCRIPTION  CONFUSION! 

CENTRAL  OKLAHOMA 

USE 

IDENTI-MED® 

AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS 

AN  AID  TO  BEHER  PATIENT  MANAGEMENT 

J.  Michael  Kelly,  MD,  FACS 

Rx  labels  you  can  see  and  /ee/.t^  Designed  for  the  "special  patient" 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

(blindness,  illiteracy,  age,  etc.)  or  the  patient  on  multiple  Rx, 

Surgery  of  the  Hand  & Congenital  Deformities; 

such  as  cardiac,  dialysis,  or  diabetes. 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

Request  Identi-Med*  on  the  Rx. 

3301  NW  63rd,  Oklahoma  City,  OK  73116 

Identi-Med,®  Inc. 

1-800-752-9404  (24  hours) 

(405)  842-9732 

1-405-765-0669 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 

Shashi  Husain,  M.D. 

Announces  the  opening  of 


Tulsa  Neurology  and  Headache  Clinic,  Inc. 


Hillcrest  Physician's  Building  South 
1145  South  Utica  Avenue 
Suite  520 

Tulsa,  Oklahoma  74104 
Telephone:  (918)587-5534 
Office  Hours:  8:30  a.m.  to  5:00  p.m. 


Dr.  Husain  has  been  in  practice  since  1982. 
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YOCON' 

YOHIMBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  It  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon^  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warnim:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  '2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^'^ 

Dosage  and  Administration;  Experimental  dosage  reported  In  treatment  of 
erectile  impotence. ' 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  ’A  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  ^plied;  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  I ^ 

53159-001-10. 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed  ..  p . 176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal..  The  Journal  of  Urology  128; 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES  PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


A group  of  laboratories 
affiliated  to  better  serve 
the  medical  profession. 


SOUTHERN  OKLAHOMA 
PATHOLOGY  ASSOCIATES,  INC. 

Ada,  Oklahoma 


MEDICAL  ARTS  LABORATORY 

Oklahoma  City,  Oklahoma 


FAIRVIEW  PATHOLOGY 
CONSULTANTS.  INC. 

Ponca  City,  Oklahoma 


PATHOLOGY  ASSOCIATES 
OF  LAWTON 

Lawton,  Oklahoma 


SOUTHEASTERN  MEDICAL 
LABORATORIES,  INC. 

McAlester,  Oklahoma 


MIDWEST  CITY 
PATHOLOGY,  INC. 

Midwest  City,  Oklahoma 


PATHOLOGY,  INC 

Stillwater,  Oklahoma 


Medical  Arts  Laboratory 
Associated  Regional 
and 

University  Pathologists,  Inc. 

For  Information  Call 
(405)  239-7111  or 
1 (800)  REF-LABl 
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The  Hand  Center 


For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


HOUSHANG  SERADGE,  MD,  FICS 


THE  HAND  CENTER  • 1044  S.  W.  44th  St  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)  631-4263 


SOUTHERN  PLAINS  MEDICAL  CENTER,  RC. 

4 ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 


SOUTHERN  PLAINS 

MEDICAL  CENTER  / Chickasha 

2222  Iowa  — 224-8111 

FAMILY  PRACTICE 
J W McDoniel,  M D 
J O Wood,  Jr,  M D 

INTERNAL  MEDICINE 
WS  Harrison,  M.D 
D L Stehr,  M D, 

Don  R Hess,  M D 
R.L  Jenkins,  M D 
L V Deck,  M.D 
R C.  Talley,  M D. 

CARDIOLOGY 
Joe  T Bledsoe,  M D 

GASTROENTEROLOGY 
C.K,  Su,  M,D. 

PEDIATRICS 
R E Herndon,  M D 
E Ron  Orr,  M.D, 

J E.  Freed,  M.D 
Pilar  Escobar,  M D 
Donald  F Haslam,  M.D 


OBSTETRICS  AND 

GYNECOLOGY 
Nancy  W Dever,  M.D 
Alan  J.  Weedn,  M.D 
David  Rumph,  M.D 

NEUROLOGY  (Part-time) 
Andrew  Gin,  M.D 

GENERAL  & 

VASCULAR  SURGERY 
Linda  M.  Johnson,  M.D 
Virginia  L.  Harr,  M.D 
Myra  Campbell,  PA. 

THORACIC  & 

VASCULAR  SURGERY 
Paul  B Loh,  M D. 

OPHTHALMOLOGY 
John  R Gearhart,  M D. 

ANESTHESIOLOGY 
T.  Gowlikar,  M.D 
Gideon  Lau,  M D. 

M M Vaidya,  M.D 

ACUTE  CARE  & 

OCCUPATIONAL  MEDICINE 
C.R.  Gibson,  M D 
Edwin  Horne,  Jr , M.D 


UROLOGY 
K.T  Varma,  M D. 

ORTHOPEDIC  SURGERY 
J E.  Winslow,  M.D 
Timer!  Murari,  M D 
Bill  OhI,  PA 

CLINICAL  PSYCHOLOGY 
J,M  Ross,  Ph  D 

RADIOLOGY 
TJ,  Williams,  M D 

SPEECH  PATHOLOGY 
Colette  Ellis.  M.  Ed,,  C.C.C 

DERMATOLOGY 
Linda  A Reinhardt,  M D 

ALLERGY 

R E,  Herndon,  M.D 
W.S,  Harrison,  M D 

PHYSICAL  MEDICINE 

& REHABILITATION 
Kumudini  Vaidya,  M D. 

NEUROSURGERY  (Part-time) 
R E Woosley  M D. 


PASTIC  & RECONSTRUCTIVE 
SURGERY  (Part-time) 

E C.  Duus,  M D, 

ONCOLOGY  (Part-time) 

R.G.  Ganick,  M D 
L M Bowen,  M.D 


FAMILY  PRACTICE 
Christopher  M Herndon,  M.D. 
Jeff  Jones,  M D 


DERMATOLOGY  (Part-time) 
Mark  Roytman,  M.D, 


SOUTHERN  PAINS 
AMBUATORY  SURGERY  CENTER 
2222  Iowa  — Chickasha,  OK 
MEDICARE  Approved 


ADMINISTRATION 
Daniel  N.  Vaughan 
David  L.  Ward 


SOUTHERN  PAINS 
MEDICAL  CENTER  / Duncan 
2515  West  Elk  — 252-6080 


ALLERGY  (Part-time) 
R E,  Herndon,  M.D. 
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Featuring  articles  on: 

• Who  can  be  a donor? 

• Legal  aspects  of 
transplantation 

• Concept  of  brain  death 

• Personal  perspectives  of 
the  donor  family 

• Personal  viewpoint  of 
the  transplant  patient 

• The  clergy’s  role  in 
transplantation 

“A  must-read!” 

Transplanting  the  Human  Heart  is  a thought-provoking  book,  featuring  the 
history  of  heart  transplantation  at  Baptist  Medical  Center.  Anyone  interested 
in  organ  donation  and  the  gift  of  life  will  treasure  this  insight.  Included  are 
personal  stories  of  triumph,  sharing,  and  the  social,  legal  and  theological 
issues  surrounding  transplantation. 


Yes,  I want  to  order copy(s)  ot'  Transplanting  the  Human  Heart. 

Enclosed  is  my  check  for ($10  for  each  copy). 

Name: 


Address: 


City/State/Zip:_ 


Please  make  checks  payable  to  the  Oklahoma  Transplantation  Institute,  and 

send  them,  along  with  this  order  card,  to; 

Oklahoma  Transplantation  Institute 
Baptist  Medical  Center  of  Oklahoma 
3300  NW  Expressway 

Oklahoma  City,  OK  73112  or  CSlll  (405)  949-3349 
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Orthopedic  & Arthritis  Center 


McBRlDE  CLINIC,  Inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
^Stephen  Tkach,  MD,  FACS 
Joseph  F.  Messenbaugh  III,  MD,  FACS 
Patrick  Evans,  MD,  FACS 
*Edwin  E.  Rice,  MD,  FACS 
* Warren  G.  Low,  MD,  FACS 
^Thomas  C.  Howard,  MD,  FACS 
■^David  L.  Holden,  MD,  FACS 
*Brock  E.  Schnebel,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
^Richard  J.  Hess,  MD,  FACP 
“^Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 
*Larry  G.  Willis,  MD 
^Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Jack  W Parrish,  MD,  FAAFP 
Robert  R.  Dugan,  MD 

MANAGEMENT  SERVICES 

"■Specialty  Board  Diplomate  James  A.  Hyde,  Administrator 


OKITAHOMA 


msm 

CMC 


Specializing  in  the  diagnosis  and  treatment 
of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

MAILING  ADDRESS:  RO.  Box  26827,  Oklahoma  City,  OK  73126 


MAIN  OFFICE 
750  Northeast  l3th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
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with  the  manuscript’s  title  and  author.  The  Journal  does 
not  assume  responsibility  for  the  statements  or  opinions  of 
any  contributor. 

Style 

All  manuscripts  should  adhere  to  the  style  adopted  by  the 
American  Medical  Association  as  illustrated  in  JAMA  and 
detailed  in  the  AMA’s  Manual  of  Style.  An  abstract  of  150 
words  or  less  should  accompany  each  paper  and  should  state 
(1)  the  exact  question  considered,  (2)  the  key  points  of 
methodology  and  success  of  execution,  (3)  the  key  findings, 
and  (4)  the  conclusion(s)  directly  supported  by  these  find- 
ings. Footnotes,  bibliographies,  and  legends  for  illustrations 
should  be  typewritten,  double-spaced,  on  separate  sheets. 
References  are  to  be  listed  in  the  order  of  their  appearance 
in  the  article. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
magazine. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript 
Press,  222  East  Eufaula,  Norman,  Oklahoma  73069,  prior 
to  publication  of  their  articles.  Other  requests  for  reprints 
must  be  made  to  the  Transcript  Press  within  30  days  after 
publication. 

News 

Readers  are  encouraged  to  submit  news  items  of  interest 
to  Oklahoma  physicians.  Where  dates  of  meetings,  etc,  are 
important,  please  remember  that  each  issue  closes  on  the 
first  day  of  the  preceding  month  and  reaches  subscribers  in 
the  latter  half  of  the  month  of  publication. 


Associates  in  Cardiovascular 

and  Thoracic  Surgery  229 

C.L.  Prates  & Company,  Inc IBC 

Cardiac  Surgeons  of  Oklahoma  City,  Inc 226 

Central  Oklahoma  Ambulatory  Surgical 

Center,  Inc 236 

Eli  Lilly  and  Company  (Humulin)  206 

G.D.  Searle  & Co.  (Calan  SR) IFC 

Hand  Center,  The  238 

Husain,  Shashi,  MD 236 

Identi-Med 236 

Medical  Arts  Laboratory  237 

Medical  Plaza  Imaging 242 

Oklahoma  Allergy  Clinic 240 

Oklahoma  Beef  Industry  Council  203 

Oklahoma  Cardiovascular  Surgeons 230 

Oklahoma  City  Clinic  BC 

Oklahoma  Hand  Surgery  Center,  Inc 242 

Oklahoma  Transplantation  Institute  239 

Orthopedic  & Arthritis  Center  240 

Orthopedic  Associates,  Inc 241 

Palisades  Pharmaceuticals  ( Yocon) 237 

PLICO  Health 208 

Professional  Office  Management 204 

Radiology  Associates,  Inc 242 

Reed  & Camrick  (Phazyme  Drops)  207 

Shawnee  Medical  Center  Clinic,  Inc 241 

Southern  Plains  Medical  Center,  PC 238 

US  Air  Force 212 


246 


/ Okla  State  Med  Assoc,  Vol  84,  May  1991 


Auxiliary 


OSMA  Auxiliary 

1991-92  Officers 


Susan  Paddack 

(Gary) 

Ada 

President 


Judy  Critchfield 

(Carl) 

Muskogee 

President-Elect 


Karen  Mask 

(Dennis) 

Edmond 

Eirst  Vice-President 


Karen  Ghormley 

(Wayne) 

Blackwell 

Second  Vice-President 


Sally  Cox 

(J.  Gregory) 
Oklahoma  City 
Recording  Secretary 


Nancy  Burton 

(Vaud  A.  Jr.) 
Ardmore 
Treasurer 


Tulsa 

Treasurer-Elect 


Regional  Vice-Presidents 


Ginny  Morris 

Tally  Schwartz 

Linda  Campbell 

(WilliamT.) 

(Michael) 

(John) 

Woodward 

Yukon 

Tulsa 

Region  1 

Region  II 

Region  III 

Jeanette  Glasgow 

Mary  Black 

Janie  Axton 

Oohn) 

(William) 

(Jon) 

Altus 

Shawnee 

Oklahoma  City 

Region  IV 

Region  V 

Region  VI 

I Okla  State  Med  Assoc,  Vol  84,  May  1991 


- The  Last  Word 


■ Oklahoma  City  writer  Richard  Green,  author 

of  twelve  Leaders  in  Medicine  articles  for  the  Jour- 
nal, has  been  awarded  the  1991  lABC  Black  Gold 
Award  of  Excellence  for  feature  story  writing.  Green 
received  the  award  for  his  June  1990  story  on  Dr  Jess 
D.  Herrmann.  The  award  was  presented  in  April  by 
the  International  Association  of  Business  Com- 
municators/Central Oklahoma  chapter.  Green  scored 
a 10  (“excellent”)  on  every  item  on  the  evaluation 
sheet,  and  the  judge  concluded  with  the  comment, 
“Excellent  writing  job!  . . . detail  to  story  telling  is 
excellent.  This  piece  really  draws  the  reader  into  the 
story  immediately.” 

■ Robert  W.  Block,  MD,  Tulsa  pediatrician,  has 

received  one  of  several  Friends  of  Children  awards 
from  the  Oklahoma  Institute  for  Child  Advocacy.  The 
institute’s  1991  Professional  Individual  Award  was 
given  to  Dr  Block  in  recognition  of  his  many  years  of 
work  with  victims  of  child  abuse  and  neglect.  Dr  Block 
is  the  new  Chief  Child  Abuse  Medical  Examiner  for 
the  State  of  Oklahoma. 

■ Beaver’s  Bend  State  Park  near  Broken  Bow 
will  be  the  site  of  the  Oklahoma  Physicians  Third  An- 
nual Fall  Seminar.  Scheduled  for  October  16-20,  the 
seminar  coincides  with  a state  teachers  meeting  and 
should  catch  the  peak  of  Oklahoma’s  fall  foliage  sea- 
son. The  scientific  program  will  be  mixed  with  ample 
time  for  relaxing  and  developing  closer  associations 
with  other  physicians  and  their  spouses.  Accommoda- 
tions are  available  on  a first  come,  first  served  basis 
and  reservations  are  now  being  accepted.  For  full  de- 
tails and  information,  contact  Contemporary  Medi- 
cal Educators,  do  Irwin  H.  Brown,  MD,  Doctor’s  Med- 
ical Plaza  South,  3435  NW  56th  Street,  #206,  Okla- 
homa City,  OK  73112. 

■ Lewis  S.  Frank,  MD,  Oklahoma  City,  recently 

became  the  first  recipient  of  a newly  established 
Journal  award  for  the  best  cover  photograph  used 
during  the  previous  year.  His  photo,  “Reflections,” 
featuring  the  Roman  Templietta  in  the  Philbrook 
Museum’s  Italian  Tiered  Garden  in  Tulsa,  appeared 
on  the  Journal’s  February  1990  cover.  The  award,  a 
framed  copy  of  the  winning  cover,  was  presented  at 
the  Annual  Meeting  of  the  OSMA  House  of  Delegates 
in  Oklahoma  City. 


■ Physicians  are  invited  and  encouraged  to 

submit  copies  of  their  favorite  photographs  for  possi- 
ble use  on  the  Journal’s  cover.  Submissions  will  be 
kept  on  file  and  cannot  be  returned.  Vertical  formats 
are  preferred,  and  subject  matter  should  deal  either 
with  medicine  or  with  Oklahoma.  Both  slides  and 
photos  are  acceptable,  and  either  black-and-white  or 
color  can  be  used.  Photos  should  be  at  least  5"  x 7" 
with  good  color  saturation  and  contrast,  and  sharply 
focused.  The  quality  and  nature  of  the  publication 
should  be  kept  in  mind  when  selecting  submissions. 
All  submissions  should  be  clearly  labeled  with  the 
photographer’s  name  and  address  and  a brief  identifi- 
cation of  the  subject.  A signature  suitable  for  repro- 
duction should  accompany  the  submission.  Mail  to 
Susan  Records,  Managing  Editor,  OSMA  Journal, 
601  NW  Expressway,  Oklahoma  City,  OK  73118. 

■ Physicians  can  plan  now  to  be  in  Copper 

Mountain,  Colorado,  in  December.  The  Oklahoma 
Physicians  Nineteenth  Annual  Winter  Seminar  will 
be  held  there  December  26  through  January  2 at  the 
Foxpine  Inn.  The  seminar  will  feature  presentations 
from  both  the  faculty  of  the  University  of  Oklahoma 
College  of  Medicine  and  the  registrants.  The  program 
committee  considers  submitted  topics  and  the  results 
of  past  and  present  surveys  in  developing  an  18-hour 
scientific  program.  Group  discount  lodging  will  be 
available  on  a limited  basis.  Registrations  are  now 
being  accepted  by  Contemporary  Medical  Educators, 
do  Irwin  H.  Brown,  MD,  Doctor’s  Medical  Plaza 
South,  3435  NW  56th  Street,  #206,  Oklahoma  City, 
OK  73112. 

■ The  1990  Charlotte  S.  Leebron  Award  for  the 

“most  worthy”  scientific  paper  published  in  the  Jour- 
nal last  year  has  been  awarded  to  six  state  physi- 
cians. Piers  R.  Blackett,  MD;  Thomas  Lera,  Jr.,  MD; 
Adolfo  Gamica,  MD;  G.  Bradley  Schaefer,  MD;  David 
Domek,  MD;  and  Michael  Parker,  MD,  received  the 
award  for  their  paper  “Diabetic  Ketoacidosis  at  the 
Children’s  Hospital  of  Oklahoma:  A Review  on  Pre- 
sentation and  Management,”  which  was  published  in 
the  December  1990  Journal.  Presentation  was  May 
10  during  the  Annual  Meeting  of  the  OSMA  House 
of  Delegates.  (J 
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ron! 

Vho  needs  it? 

'weryone . . . especially  women. 

\nd  beef  is  a particularly  rich  source 
if  dietary  iron  — a special  kind 
ailed  “Heme”  Iron. 

in  fact,  nearly  60%  of  beefs  iron  is 
feme  Iron  — a type  that’s  more 
sable  by  the  body  than  iron  found 
1 other  foods. 

I 

Iron,  protein,  zinc,  B vitamins... beef 
'las  it  all. 

md  today’s  beef  is  leaner  — cutting 
alories  and  cholesterol. 


The  skinniest  six.  Less  fat! 
Lean  three-ounce  servings  are 
less  than  180  calories.*  ^ 


Check  out  the  skinniest  six  below 


EYE  OF  ROUND  . 

143  calories 
59  mg  cholesterol 
1.5  gms  sat.  fat 


7- 
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bday’s  leaner  beef,  loaded  with 
ssential  nutrients,  really  measures 
p to  today’s  health-conscious  diets. 


>eef  belongs! 


Oklahoma  Beef  Industry  Council 

312  N.E.  28th  • Oklahoma  City,  OK  73105  • 405/521-4022 


WHEN  IT  COMES  TO  IRON 
BEEF  REALLY  MEASURES  UP! 


For  your  insulin-mixing 
or  NPH-using  patients 


Humulin  ^9^0 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use  — 
for  patients  who 
find  mixing  difficult 


^lOmL  fll-718 
“Ws  oer  mL  J 

Wifl/rt 

. ..'-'■■'sif?  .'osuZ/n 
s-JSDension 
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Specify 

Humulin 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  injection 
(recombinant  DMA  origin) 


Humulin  has 
just  the  right  mix 

Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular,  NPH,  Lente®,  etc),  species 
(beef,  pork,  beeCpork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage 
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Critical 


Environment 
to  the  Patient 


Unique  to  Oklahoma,  St.  Anthony  Hospital’s 
Cardiac  Intervention  Unit  (CIU)  assures  physicians 
that  their  cardiovascular  patients  will  receive 
expert  attention  from  nurses  experienced  in  all 
phases  of  cardiac  treatment  during  transport. 

CIU  nurses  transport  patients  with  special  drugs 
infusing  and  they  also  monitor,  adjust  or  initiate 
drug  therapy,  including  tPA.  The  CIU  enables  your 
hospital  to  keep  the  registered  nurses  where  they 
are  most  needed  and  ensures  that  ambulances  are 
in  town  for  the  next  emergency. 

If  you  already  refer  to  a cardiologist  on  staff  at 
St.  Anthony  Hospital,  you  can  call  the  cardiologist 
to  dispatch  the  CIU  or,  you  can  request  the  CIU 
directly  by  calling  our  toll  free  number 
1-800-999-7248,  or  in  the  Oklahoma  City  area, 
272-7248. 


The  Cardiac  Intervention 
Unit  features: 

* Licensed  as  an  ambulance  provider, 
Specialty  Care  Level  ambulance  by  the 
Oklahoma  State  Department  of  Health  in 
accordance  with  Oklahoma  statutes. 

* RNs  operate  under  cardiology  depart- 
ment approved  standing  orders.  They 
are  authorized  to  assess  and  treat 
according  to  our  standing  orders  and 
physician  backup  will  be  available  at  all 
times  via  the  CIU  cellular  phone  to  St. 
Anthony  Hospital’s  emergency  room. 

* Nurses  are  code  blue  certified, 
intubation  certified  and  have  success- 
fully completed  an  extensive  training 
and  testing  program. 

* Transport  within  a two-hour  radius  of 
St.  Anthony  Hospital. 

* St  Anthony  Hospital 
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Editorial 


The  Readers  Speak 

The  returns  from  the  recent  OSMA  membership 
questionnaire  on  the  readership  of  the  Journal 
have  been  compiled  and  are  reported  in  this  issue. 

Nearly  one-fourth  of  some  4,000  subscribers 
answered  the  readership  survey,  and  this  numerous 
response  gives  firm  credence  to  the  survey  results. 
Journal  readership  is  extremely  high.  The  maga- 
zine is  distributed  as  a benefit  of  OSMA  membership, 
but  it  is  read  in  percentages  like  an  individual  pur- 
chase. The  reader  exposure  achieved  must  be  pleas- 
ing to  Journal  advertisers. 

About  a tenth  of  the  survey  respondents  took  the 
time  and  trouble  to  append  wide-ranging  comments. 
Compliments  and  brickbats  were  present  in  roughly 
equal  numbers,  but  the  big  majority  of  comments 
were  constructive  and  thoughtful  suggestions  for  pos- 
sible improvements,  and  these  are  sincerely  appre- 
ciated by  the  editors. 

The  editorials.  President’s  Page,  and  the  scientific 
articles  received  the  highest  readership  tally,  and  the 
scientific  articles  elicited  the  most  comments.  The 
most  expressed  reader  wish  is  for  more  scientific  ar- 
ticles. This  request  seems  to  confirm  the  traditional 
view  around  OSMA  headquarters  that  the  principal 
mission  of  the  Journal  is  to  provide  a forum  for 
Oklahoma  physicians  and  scientists  to  publish  scien- 
tific articles  that  are  interesting  to  OSMA  members. 
Commentary  on  Medicare  problems,  medical 
economics,  and  legislation  is  also  avidly  read,  but  the 
survey  confirms  that  scientific  articles  are  — and 
should  remain  — the  core  content  of  the  Journal. 

Cuirent  medical  literature  presents  a considera- 
ble mass  of  reading  material  to  the  physician,  and 


the  reliability  and  cogency  of  scientific  articles  re- 
quire critical  editing  and  a peer  review  process.  To- 
ward that  goal,  the  OSMA  Board  of  Trustees  recently 
authorized  the  addition  of  four  associate  editors  to 
the  staff  of  the  Journal.  These  additional  editors 
will  make  feasible  the  peer  review  of  essentially  all 
future  scientific  articles  that  are  to  be  printed.  In 
today’s  medical  journalism  climate,  the  publication 
of  scientific  material  in  a peer-reviewed  journal  is 
definitely  preferred  by  many  authors,  and  some  good 
articles  will  not  be  submitted  to  a non-reviewed  pub- 
lication. Also,  the  sense  of  reliability  that  the  reader 
perceives  is  significantly  increased  in  peer-reviewed 
journals. 

The  editors  believe  that  consistent  peer  review 
will  encourage  the  submission  of  good  quality  scien- 
tific articles,  and  we  hope  a larger  body  of  submis- 
sions will  ensue. 

The  Editorial  Board  is  pleased  to  announce  that 
four  distinguished  Oklahoma  medical  scientists  have 
accepted  positions  as  associate  editors,  and  that 
henceforth  their  reviews  and  advice  will  be  available 
to  the  editorial  process.  We  are  honored  to  have  their 
expertise  dedicated  to  the  service  of  the  Journal. 

When  the  cure  for  the  common  cold  is  discovered, 
we  hope  you  will  first  read  about  it  in  these  pages. 
In  the  interim,  you  will  find  many  excellent  medical 
articles  in  the  peer-reviewed  Journal  of  the  Okla- 
homa State  Medical  Association. 
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PHYSICIANS,  THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN  THE 
ARMY  RESERVE 
WE  THINK 
YOU'LL  LIKE. 


One,  time.  We  know  how  tough 
it  is  for  a busy  physician  to  make 
weekend  time  commitments.  So  we 
can  offer  the  kind  of  flexible  time 
scheduling  that  allows  a physician  to 
share  sixteen  hours  a month  with  his 
or  her  country.  We  can  arrange  a 
schedule  to  suit  your  requirements. 

Two,  the  opportunity  to  explore 
other  phases  of  medicine,  to  add  a 
different  kind  of  knowledge  — the 
challenge  of  military  health  care.  Its  a 
flexibility  that  could  prove  to  be  both 
stimulating  and  rewarding,  with  the 
opportunity  to  participate  in  a variety 
of  programs  that  can  put  you  in  con- 
tact  with  medical  leaders  from  all 
over  the  country. 

See  how  flexible  we  can  be;  call 
our  Army  Medical  Personnel 
Counselor: 

Major  Leo  Bell,  Jr. 

(214)  767-1640 

BE  ALL  YOU  CAN  BE. 

ARMY  RESERVE 


PRESIDENT'S  PAGE 


(recently  attended  a meeting 
of  our  OSMA  Council  on  Men- 
tal and  Public  Health  as  an  ob- 
server of  their  function  and  to 
familiarize  myself  with  their 
goals  and  the  personalities  in- 
volved. I came  away  most  im- 
pressed! A splendid  group  with 
much  enthusiasm,  wit,  and 
spontaneity.  An  enjoyable  and 
informative  meeting. 

However,  one  of  the  reports  presented  caught  me 
unaware.  The  paper  was  titled  “Health  Care  Consen- 
sus Recommendations”  by  the  Oklahoma  Academy 
for  State  Goals,  1991  Health  Care  Goals: 

1.  All  Oklahoma  children  should  be  afforded  im- 
munizations at  the  earliest  time  in  their  lives  consis- 
tent with  the  highest  standards  of  health  and  preven- 
tive medicine. 

2.  All  of  Oklahoma’s  unborn  and  newborn  chil- 
dren, and  their  mothers,  must  have  universal  access 
to  quality  prenatal  and  perinatal  services. 

3.  Oklahoma  should  introduce  proven  family  life 
and  health  educational  components  into  public 
school  curriculum  on  a statewide  and  uniform  basis; 
and  also  re-establish  responsive  and  relevant  school- 
based  health  clinics,  or  alternative  services,  in  public 
schools. 

4.  The  Academy  should  establish  a neutral  forum 
wherein  the  medical,  insurance,  and  legal  profes- 
sions can  periodically  meet  to  discuss  and  debate  rec- 
ommendations that  may  be  implemented  to  achieve 
meaningful  tort  reform. 

5.  Oklahoma  should  thoroughly  re-evaluate  cur- 
rent statutes  in  order  that  they  become  more  flexible, 
responsive  and  beneficial  to  the  general  public. 

6.  Oklahoma  should  move  in  the  direction  of  uni- 
versal fluoridation  of  public  water  supplies. 

7.  State  government  should  become  significantly 
involved  in  health  promotion  and  disease  prevention 
activities  statewide.  Such  campaigns  would  be 


oriented  toward  changing  health  behaviors  and 
motivating  individual  responsibility  for  health. 

8.  Oklahoma  should  become  a model  state  for  the 
majority  of  states  of  similar  populations,  population 
densities  and  rural/urban  distributions;  and  should 
become  a regional  and  national  leader  in  delivering 
timely  and  available  services. 

One  would  have  difficulty  finding  fault  with  the 
above  prioritized  list  of  goals.  The  Board  of  Directors 
contains  recognized  leaders  from  all  walks  of  life 
from  across  our  state.  A remarkable  group. 

More  remarkable  and  a bit  puzzling  is  the  ab- 
sence of  physicians.  I am  not  at  all  sure  what  this 
means.  Perhaps  the  subjective  input  of  practicing 
physicians  would  be  distracting  and  prevent  objective 
appraisal  of  our  health  needs. 

Edmund  Burke  wrote:  “Beware  of  the  delusive 
plausibility  of  moral  politicians  in  all  the  nakedness 
and  solitude  of  metaphysical  abstraction.”  When  one 
has  been  repeatedly  bludgeoned  it  prompts  a defen- 
sive reflex.  Such  a posture  in  this  instance  seems  un- 
warranted and  divisive. 

The  above  could  be  rephrased  “Be  aware  of  the  . . . 
plausibility  of  moral  people,  etc.”  and  at  present  I 
suggest  the  latter  seems  more  appropriate.  Whatever 
the  reasons  for  the  lack  of  physician  involvement,  I 
am  not  put  off  by  it;  just  curious  and  interested 
enough  to  send  in  for  a membership. 

It  is  one  thing  to  plan  a campaign  in  a quiet,  re- 
mote “think  tank,”  quite  another  to  carry  it  out.  Be- 
fore the  objectives  are  achieved  it  will  require  a blend- 
ing of  experienced  and  seasoned  physicians  and 
nurses  with  bright  and  energetic  young  professionals 
with  lots  of  gusto! 

The  Oklahoma  Academy  for  State  Goals.  Look 
into  it  and  form  your  own  opinions.  We  need  powerful 
allies,  as  do  they. 
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THE  THINGS  THAT  MAKE  PLICO  HEALTH 


DIFFERENT 

ARE  THE  THINGS  THAT  MAKE  PLICO  HEALTH 

BETTER 


Why  PLICO  Health? 

Continued 

Coverage 


Coverage  continues  for  retiring  physicians  who  maintain  their 
membership  in  the  Oklahoma  State  Medical  Association.  Coverage 
also  continues  for  retiring  employees,  provided  they  have  been 
employed  by  the  same  eligible  employer  for  7 years  and  do  not  seek 
other  full  time  employment.  On  the  death  of  an  insured  employee, 
the  spouse  and  other  dependents  may  continue  the  same  coverage 
for  the  same  premium  as  long  as  the  premium  is  paid  and  the 
spouse  and  dependents  maintain  eligibility. 

To  find  out  more  about  the  advantages  of  PLICO  Health,  give  us  a 
call.  One  of  our  experienced  insurance  specialists  will  be  happy  to 
provide  you  with  details. 


ffel 


HEALTH 


The  Physicians  Liability  Insurance  Company 

P.O.  Box  26727  • Oklahoma  City,  OK  73126  • 405/524-0801 
1-800/522-9219 
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Treatment  of  Spider  Bites  by 
High  Voltage  Direct  Current 

Carl  D.  Osborn,  MD 


Between  September  7,  1988,  and  January  15,  1991,  147 
cases  of  confirmed  (19)  and  suspected  spider  bites  have 
been  treated  by  high  voltage  direct  curent  (HVDC) 
shocks.  Venom  damage  to  tissue  was  arrested  at  the  time 
of  treatment.  Pain  and  systemic  symptoms  usually  im- 
proved within  15  minutes.  Lesion  excision  or  grafts  have 
not  been  necessary  in  any  of  the  127  cases  with  com- 
pleted followup. 

The  first  21  cases  were  previously  reported^  and 
good  results  have  been  confirmed  in  an  additional 
126  cases.  Return  visits  or  report  by  phone  or  letter 
occurred  in  127  cases  (86%).  Two  cases  developed  cell- 
ulitis that  responded  to  a change  of  antibiotic.  One 
patient  who  did  not  take  the  prescribed  antibiotics 
developed  an  abcess  but  responded  to  incision  and 
drainage  and  subsequent  antibiotics.  All  the  other 
cases  exhibited  or  reported  improvement.  No  patient 
showed  any  progression  of  venom  damage  such  as  a 
new  or  larger  bleb,  or  the  enlargement  or  darkening 
of  the  area  of  tissue  discoloration.  All  cases  were  ob- 
served a minimum  of  15  minutes  after  treatment.  Re- 
duction of  pain  and  systemic  symptoms  usually  oc- 
curred within  that  time. 

The  diagnosis  of  spider  bite  envenomation  in  87% 
of  these  cases  was  made  on  the  clinical  appearance 
of  the  lesion,  since  the  vector  was  not  seen  and  the 
specific  time  of  injury  was  not  known.  In  the  typical 
case,  in  the  first  few  hours  there  is  erythema,  usually 
with  some  itching  or  discomfort.  Since  the  bites  fre- 
quently occur  during  sleep  or  in  the  dark  they  may 


Direct  correspondence  to  Carl  D,  Osborn,  MD,  1201-H  East  5th  Street,  Ada,  OK  74820. 


initially  be  confused  with  mosquito  or  other  insect 
bites.  With  magnification,  two  small  punctures  can 
sometimes  be  seen.  In  older  lesions  there  is  increas- 
ing tissue  damage  progressing  to  a bleb  containing 
dark  serum,  and  associated  skin  discoloration  indi- 
cating beginning  necrosis,  usually  within  one  to  two 
days.  Tissue  destruction  may  continue  over  two  to  sev- 
eral weeks  and  may  finally  result  in  slough  and  tis- 
sue loss.  Healing  is  very  slow  and  local  symptoms 
may  persist  for  months.  As  long  as  there  is  any  evi- 
dence of  venom  activity,  such  as  pain,  fever,  or  inflam- 
mation, HVDC  therapy  may  be  beneficial.  Minor 
local  discomfort  is  the  only  side  effect  observed  in  any 
case  to  date. 

Case  79.  47 Y WM  — Bite  (Recluse)  occurred  on 

the  right  flank  7/15/90.  First  medical  attention  given 
elsewhere  included  antibiotics.  When  seen  7/16/90 
the  area  of  reaction  measured  16  cm  x 20  cm.  The 
patient  reported  using  an  “inhaler”  all  night  “to  help 
breathing.”  Ten  minutes  after  multiple  HVDC 
shocks  the  patient  had  less  pain,  and  breathing  im- 
proved enough  to  return  to  work.  Four  days  later  he 
was  discharged  with  a 4 mm  dry  crust  and  no  inflam- 
mation at  the  site  of  the  bite. 

Case  125.  38Y  WM  first  noticed  a bite  at  2100H, 

and  fifteen  hours  later  the  lesion  on  the  right 
forearm,  lateral  side,  measured  9 cm  x 4 cm.  The  en- 
tire arm  and  shoulder  hurt,  and  he  had  been 
nauseated  for  IV2  hours.  Ten  minutes  after  multiple 
HVDC  shocks  he  was  free  of  pain  and  nausea.  Doxy- 
cycline  100  mg  BID  was  prescribed,  and  five  days 
later  there  had  been  no  recurrence  of  pain  or  nausea. 
He  was  discharged  with  the  lesion  measuring  2 cm 
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Figure  1A.  Case  41 : Nine  days  after  incident,  patient  presented  with 
venomous  bite  on  right  cheek. 


X 6.6  cm  with  instructions  to  report  any  problems. 

Case  41.  66Y  WFe  was  first  seen  nine  days  after 

an  injury  on  the  right  cheek,  reporting;  “I  thought  it 
was  a mosquito  bite  that  had  gradually  gotten  worse” 
(Fig  1).  There  was  a raised  2 cm  x 2 cm  hyperemic 
area  with  a central  black  crusted  area  1 cm  x 1.5  cm. 
Two  shocks  of  40-50  KV  seconds  each  were  adminis- 
tered through  the  bite  with  one  contact  inside  the 
cheek.  External  shocks  were  then  done  across  the  bite 
X-fashion  with  two  40-50  KV  second  shocks  each  way. 
The  referring  physician  had  prescribed  Cefadroxil 
500  mg  BID,  and  this  was  continued,  and  methyl- 


Figure  IB.  Three  months  later,  remaining  scar  could  be  masked  with 
cosmetics. 


prednisolone  4 mg  in  decreasing  daily  dosage  was 
added.  Tetanus  toxoid  0.5  cc  was  given.  On  return 
after  five  days,  the  lesion  measured  1 cm  x 1 cm,  and 
was  dark  and  dry  with  no  pain  or  swelling.  An  ear- 
ache that  was  previously  present  but  not  reported, 
had  stopped.  Over  the  next  four  weeks  healing  occur- 
red with  superficial  scarring.  The  final  scar  can  be 
masked  with  cosmetics. 

The  patients’  ages  ranged  from  15  months  to  89 
years,  and  many  body  areas  were  bitten.  The  interval 
between  injury  and  therapy  varied  from  less  than  2 
hours  to  5 weeks  (Table).  Several  cases  had  multiple 


Spider  Bites 

Patient  Age 

Sex 

Under  10 

11- 

30 

31 

-50 

51 

-65 

66  & 

Over 

Totals 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

Duration  of  Lesion 

Under  48  H 

3 

6 

1 1 

16 

13 

19 

3 

6 

4 

5 

34 

52 

49H-5D 

1 

1 

10 

10 

6 

9 

2 

3 

1 

1 

20 

24 

6 to  14D 

0 

0 

0 

2 

1 

3 

0 

2 

0 

2 

1 

9 

1 5D  or  more 

1 

0 

0 

2 

1 

0 

1 

2 

0 

0 

3 

4 

Totals 

5 

7 

21 

30 

21 

31 

6 

13 

5 

8 

58 

89 

Lesion  Location 

Head  & neck 

1 

1 

2 

0 

2 

5 

0 

2 

1 

1 

6 

9 

Trunk 

2 

4 

5 

5 

3 

4 

1 

3 

1 

0 

12 

16 

Upper  ex. 

1 

1 

7 

4 

6 

7 

0 

5 

0 

2 

14 

19 

Lower  ex. 

1 

1 

7 

21 

10 

15 

5 

3 

3 

5 

26 

45 

Completed 

Follow-up 

4 

7 

16 

30 

16 

26 

5 

12 

5 

6 

46 

81 

Identified  Vector 

0 

3 

1 

2 

5 

5 

1 

0 

1 

1 

8 

1 1 
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bites  when  first  seen  and  each  bite  was  individually 
treated.  Five  patients  were  seen  on  successive  occa- 
sions with  new  bites.  Improvement  was  seen  by  the 
author  or  reported  by  the  patient  in  every  case  with 
adequate  follow-up,  although  some  required  medica- 
tion change.  The  progression  of  venom  damage  was 
stopped  with  the  first  treatment.  In  a few  cases  repeat 
treatments  were  done  with  good  effect  to  relieve  re- 
sidual itching  or  discomfort.  Early  treatment  obvi- 
ously gives  best  results,  but  late  treatment  may  be 
beneficial  and  is  not  harmful  other  than  the  momen- 
tary discomfort  of  the  shocks.  Doxycycline,  ampicillin 
or  amoxicillin,  or  cephadroxil  usually  controls  infec- 
tion well.  Fifty-seven  of  the  last  67  cases  were  man- 
aged without  steroids  with  good  results. 

In  this  series  the  vector  was  identified  as  the 
brown  fiddleback  spider  (Loxosceles  reclusa)  in  16 
cases.  Two  other  unidentified  brown  spiders  also 
caused  symptomatic  bites  that  responded  im- 
mediately to  treatment.  One  black  spider  (not  Lac- 
trodectus  mactans)  also  caused  a symptomatic  bite 
that  responded  well.  While  specific  vector  identifica- 
tion is  desirable,  delay  of  treatment  for  this  purpose 
is  unnecessary. 

HVDC  therapy  is  recommended  in  all  cases  of  con- 
firmed or  suspected  venomous  spider  bites,  with  ap- 
propriate supportive  therapy.  The  practice  of  lesion 
excision  and  medication  injection  into  a bite  should 
be  abandoned  in  order  to  avoid  the  tissue  loss  and 
scarring  from  these  procedures. 

Method 

The  effect  of  electricity  on  biological  venoms  pub- 
lished in  Outdoor  Life  by  L.  Mueller,^  based  on  the 
work  of  Ronald  Guderian,  MD,  and  associates®  gener- 


ated interest  in  this  method.  Further  information 
was  obtained  from  J & K Industries,'*  whose  recom- 
mendations for  the  number  and  duration  of  treat- 
ments for  different  types  of  bites  served  as  the  foun- 
dation of  the  specific  technique  described  here.  The 
electric  impulse  is  delivered  to  the  lesion  with  a 
hand-held  electronic  device  (Stun  Gun)  powered  by  a 
small  9V  alkaline  or  rechargeable  battery  (Fig  2). 

In  order  to  standardize  dose,  each  impulse  is  given 
in  Volt-Seconds  with  40-50  KV  seconds  at  4.5  milli- 
ampere  or  less  per  shock  recommended.  Since  differ- 
ent makes  and  models  of  Stun  Guns  vary  in  voltage 
output,  the  duration  of  each  shock  varies  with  the 
model  used  — 25  KV  - two  seconds,  50  KV  - one  sec- 
ond. One  electric  contact  is  placed  on  the  bite,  and  an 
extension  wire  from  the  other  contact  is  placed 
against  the  skin  to  direct  the  current  through  the  le- 
sion (Fig  3).  Two  shocks  of  40-50  KV  seconds  are  then 
administered  with  a 5-to-lO  second  pause  between 
shocks.  Shocks  of  40-50  KV  seconds  are  then  given 
across  the  bite  from  margin  to  margin  of  the  inflamed 
area  in  an  x-shaped  pattern;  usually  four  or  more  for 
a large  area  are  needed  (Fig  4).  After  observation  for 
15  minutes,  the  patient  is  released  with  instructions 
to  return  or  report  in  3 to  7 days.  Tetanus  booster  is 
given  if  protection  is  not  current,  and  an  antibiotic 
is  prescribed. 

ALTERNATING  CURRENT  (AC)  IS  ABSO- 
LUTELY CONTRAINDICATED. 

Discussion 

The  results  previously  reported  in  detail  on  21 
cases'have  been  confirmed  in  the  total  series  of  147 
cases  of  spider  bite.  In  all  cases,  where  follow-up  ob- 
servation or  report  occurred,  the  first  series  of  shocks 


Figure  2.  Stun  Cun,  powered  by  9V  alkaline 
or  rechargeable  battery,  and  extension  wire. 


Figure  3.  Using  extension  wire,  current  is  ad-  Figure  4.  Using  extension  wire,  current  is  ad- 
ministered through  lesion.  ministered  across  the  inflamed  area. 
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arrested  the  progression  of  venom  damage.  Steroids 
are  no  longer  routinely  prescribed  by  the  author. 
None  of  the  followed  cases  required  surgery  or  skin 
graft  subsequent  to  treatment  by  HVDC,  and  no  ad- 
verse effects  were  observed  or  reported.  The  author 
believes  that  injection  of  any  material  into  a bite  or 
excision  of  the  bite  results  in  increased  tissue  loss 
and  scarring.  Prophylactic  antibiotics  are  necessary 
since  these  spider  bites  are  “dirty.” 

According  to  C.  Kroegel  and  K.H.  Meyer  zum 
Buschenfelde,®  HVDC  alters  venom  and  modifies  or 
stops  its  action.  The  results  in  this  series  support  that 
conclusion. 

Conclusion 

HVDC  is  an  effective  therapy  for  venomous  spider 
bites,  and  limits  venom  damage  and  reduces  pain. 


Specific  identification  of  the  vector  has  not  been 
necessary  for  good  results.  The  benefits  of  treatment 
outweigh  the  discomfort  of  shocks  for  short  duration. 
The  author  hopes  the  utility  of  this  method  will  be 
confirmed  by  other  physicians.  (J) 
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Geriatric  Abdominal  Surgery 
Under  Local  Anesthetic:  A Ccise  Report 

E.  L.  Calhoon,  MD 


Abdominal  surgery  in  a fragile  elderly  patient  is  often 
a dilemma,  especially  in  the  rural  hospital  setting  where 
complex  anesthesiology  services  are  not  available.  We 
have  done  thyroidectomies  and  umbilical  and  inguinal 
hernias  under  local  anesthesia,  and  report  the  following 
case  where  the  technique  was  extended  to  a critically 
ill  geriatric  patient  with  a strangulated  hernia. 

A 92-year-old  white  female  presented  in  the  emer- 
gency room  at  Beaver  County  Memorial  Hospital 
with  nausea  and  vomiting,  but  very  little  pain.  The 
precursory  examination  revealed  a very  ill  elderly 
white  female  with  a typanitic  and  distended  abdo- 
men. The  abdominal  x-ray  revealed  the  signs  of  a 
small  bowel  obstruction.  The  patient  had  been 
examined  48  hours  earlier  by  another  physician  who 
had  diagnosed  viral  enteritis  and  sent  her  home.  The 
hemogram  showed  44  hematocrit,  14  hemoglobin, 
and  12,400  white  count  with  a marked  shift  to  the 
left.  Further  examination  of  the  abdomen  revealed  a 
mass  in  the  right  subinguinal  region,  with  the  phys- 
ical findings  of  a strangulated  femoral  hernia.  As  is 
often  the  case  in  the  elderly,  this  was  not  terribly  ten- 
der or  painful. 

The  patient  was  thought  to  be  dehydrated,  and  a 
very  ill,  fragile,  elderly  woman  who  would  be  a poor 
surgical  risk.  As  the  mass  would  almost  certainly 
contain  small  bowel  and  it  would  probably  be  gran- 
grenous  and  necrotic,  we  decided  to  rehydrate,  and 
give  antibiotics.  The  patient  was  a very  infirm  female 
with  no  family  and  no  personal  support  system,  and 
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her  resources  were  quite  limited.  The  surgery  was 
performed  the  next  morning  following  rehydration, 
preanesthetic  medication,  and,  as  our  anesthetist 
was  absent  and  unavailable,  local  anesthesia  was 
used. 

The  entire  abdomen  and  right  femoral  area  was 
prepped  and  draped  for  surgery.  A subinguinal  inci- 
sion was  made.  A strangulated  femoral  hernia, 
greatly  swollen,  can  be  a difficult  operation  under 
local  anesthetic.  One  percent  (1%)  lidocaine  with 
adrenaline  was  used  sparingly  with  added  1%  lido- 
caine. The  vital  structures  adjacent  to  the  area  were 
carefully  identified  to  prevent  encroachment  on  the 
femoral  artery  and  vein.  The  omentum  and  bowel 
were  identified  and,  after  excision  of  the  bands  hold- 
ing this  engorgement,  the  entire  edematous  struc- 
ture was  replaced  within  the  abdomen  without  enter- 
ing the  hernia  sac.  The  femoral  area  was  then  repaired 
and  attention  was  directed  to  the  lower  abdomen. 

A lower  midline  incision  was  made  using  1%  lido- 
caine with  adrenaline  and  1%  lidocaine.  On  entering 
the  abdomen  a gangrenous  portion  of  the  ileum  was 
found.  The  patient  was  given  one  to  two  milligrams 
of  intravenous  midazolam  by  the  registered  nurse  as 
no  anesthetist  was  available.  When  given  IV  midazo- 
lam, the  patients  must  be  instructed  to  breathe,  as 
they  will  sometimes  forget  to  breathe  after  taking 
this  medication.  With  the  assistance  of  the  surgical 
nurse,  the  necrotic  bowel  was  resected  and  reanas- 
tomosed with  5-0  chromic  and  4-0  interrupted  silk 
surgical  suture.  The  mesentery  was  repaired  and  the 
bowel  carefully  returned  into  the  abdomen.  We  were 
able  by  careful  manipulation  and  IV  midazolam  to 
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get  enough  relaxation  to  achieve  a very  satisfactory 
closure.  The  patient  was  treated  with  gastric  and  du- 
denal  suction  for  four  days. 

It  has  always  been  this  author’s  belief  that  mild 
dehydration  is  preferable  to  overhydration.  The  pa- 
tient’s urinary  output,  lungs,  and  heart  were  care- 
fully monitored,  to  guard  against  any  congestive  fail- 
ure. 

Patency  of  the  bowel  resumed  on  the  fourth  post- 
operative day,  and  the  tube  was  clamped  and  hot  tea 
was  given  orally.  The  patient  did  quite  well.  The  gas- 
tric tube  was  removed  on  the  fifth  day.  Electrolyte 
balance  was  achieved  and  the  patient  was  discharged 
to  the  nursing  home  on  the  tenth  postoperative  day. 
She  had  been  up  and  about.  Her  bowel  had  been  mov- 
ing. She  was  alert  and  oriented.  Her  electrolytes  and 
hemogram  were  acceptable  at  the  time  of  discharge. 
She  is  now  doing  extremely  well  in  the  nursing  home. 

Comment  in  Summary 

This  author  has  done  considerable  surgery  under 
local  anesthesia,  when  clinical  conditions  indicated. 


This  case  report  outlines  a clinical  dilemma  that 
epitomizes  a good  use  of  local  anesthesia  and 
midazolam  in  a high-risk  patient.  Local  anesthesia 
and  surgical  skill  remain  good  modalities  for  treat- 
ment when  other  more  sophisticated  care  is  not  avail- 
able, and  may  indeed  be  superior  to  deep  surgical 
anesthesia  in  the  elderly. 

Of  personal  interest  is  the  fact  that  during  this  pa- 
tient’s recuperation  she  and  this  author  had  many  de- 
lightful conversations  concerning  the  early  day 
friendship  between  her  and  the  author’s  parents, 
both  of  whom  are  now  deceased.  They  were  good 
friends  and  neighbors.  In  a day  when  much  is  written 
about  the  need  for  rural  care,  I can  attest  to  the 
gratification  of  having  returned  to  my  hometown  to 
practice  general  surgery  and  general  practice.  QD 

The  Author 
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A Department  Comes  of  Age 

William  O.  Smith,  MD 


Some  highlights  of  the  history  of  the  University  of  Okla- 
homa Health  Sciences  Center  Department  of  Medicine 
since  1952  are  cited. 

Some  reflections  on  the  “growth  and  development” 
of  the  Oklahoma  University  Health  Sciences 
Center  Department  of  Medicine  may  be  of  some  in- 
terest both  to  physicians  who  trained  here  in  by-gone 
days  and  those  of  more  recent  vintage.  As  one  as- 
sociated with  the  department  for  36  years,  perhaps 
I can  highlight  some  major  events  in  its  history. 

In  1952  Dr  Stewart  Wolf  became  the  first  full-time 
clinical  department  head  at  this  college  of  medicine 
at  a beginning  salary  of  $12,000.  The  full-time  fac- 
ulty in  medicine  at  that  time  consisted  of  R.  H. 
Bayley,  MD,  professor,  and  Drs  John  Head  and 
Harold  G.  Muchmore,  instructors.  Dr  Wolf  quickly  re- 
cruited Drs  Robert  M.  Bird,  Robert  A.  Schneider,  and 
John  R Colmore.  The  following  year  Dr  William 
Schottstaedt  and  Dr  James  F.  Hammarsten  joined  the 
faculty.  Dr  Hammarsten  became  chief.  Medical  Ser- 
vice, at  the  VA  Hospital  and  the  amalgamation  of  the 
teaching  programs  between  the  VA  and  University 
Hospital  began. 

Some  will  remember  that  the  accreditation  of  the 
University  of  Oklahoma  School  of  Medicine  had  been 
in  jeopardy  for  a time  (1936-1949)  before  Dean  Mark 
R.  Everett  (“The  Old  Dean”)  took  on  the  task  of  build- 
ing full-time  clinical  departments,  beginning  with 
Dr  Wolfs  recruitment.  Dr  Wolf  faced  a formidable 
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task  in  building  a first  class  department  almost  from 
scratch  and  with  a very  small  budget.  However,  pos- 
sessed with  a pioneer  spirit  and  a vision  of  excel- 
lence, Wolf  and  his  Cornell  team  that  included  the 
first  two  chief  residents  rapidly  established  a state- 
of-the-art  teaching  program  in  medicine. 

A major  problem  many  medical  schools  faced 
when  full-time  departments  were  developed  was  the 
“town-gown”  phenomenon.  The  fact  that  this  prob- 
lem was  minimal  for  our  department  can  be  attri- 
buted to  Dean  Everett’s  generosity  of  spirit,  the  es- 
teem held  for  him  by  practicing  physicians,  and  the 
close  working  relationship  established  between  Dr 
Wolf  and  the  local  practicing  internists,  led  by  people 
such  as  Dr  W.  W.  Rucks,  Jr.,  and  Dr  Bert  F.  Keltz.  In 
fact.  Wolf  sought  heavy  participation  in  the  teaching 
programs  by  the  clinical  faculty  with  excellent  re- 
sponse, which  has  continued  through  the  years. 

Incorporation  of  the  Medical  Service  of  the  VA 
Hospital  into  the  university  teaching  program  pre- 
sented problems  initially.  The  then  hospital  director 
and  chief  of  staff  were  not  amenable  to  the  necessary 
program  changes  and  Dr  Hammarsten  encountered 
a great  deal  of  resistance  from  them.  This  problem 
was  solved  by  a visit  from  Dr  William  S.  Middleton, 
chief  medical  director,  VA  Central  Office.  Shortly 
after  his  visit  a new  administrative  group  took  over 
the  hospital.  Also,  at  a different  level,  some  house 
staff  at  University  Hospital  resented  amalgamation 
with  house  staff  at  the  VA  Hospital,  considering 
them  as  rather  “second  class  citizens.”  Additional  ap- 
pointments to  the  combined  house  staff  program 
eventually  took  care  of  this  problem.  A single  resi- 
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dency  program  for  the  two  hospitals  was  formalized 
in  1956. 

A major  characteristic  of  the  department  during 
Dr  Wolfs  15-year  tenure  was  the  commitment  to 
what  is  now  called  general  internal  medicine  or  pri- 
mary care  medicine.  Many  of  the  enlarging  faculty 
had  subspecialty  interests  but  strict  subspecialty  sec- 
tions were  not  developed.  Instead,  the  concept  was 
that  the  faculty  all  have  primary  responsibilities  to 
the  general  medicine  program  but  might  develop 
traineeships  in  their  area  of  particular  interest.  For 
example,  all  full-time  faculty  in  medicine  were  ex- 
pected to  attend  regularly  in  the  general  medicine 
clinic.  It  was  not  until  the  late  1960s  that  formal  sub- 
specialty sections  were  developed.  Otherwise  the  fac- 
ulty members  were  allowed  to  develop  their  own 
academic  programs,  the  only  proviso  being  that  they 
were  done  well. 

Initially,  even  neurology  was  developed  as  part  of 
the  Department  of  Medicine.  This  was  quite  appro- 
priate since  Wolf  was  an  accomplished  neurologist 
himself.  He  and  other  faculty  members  teaching  neu- 
rology held  joint  appointments  in  the  Department  of 
Neurology  and  Psychiatry. 

Wolf  and  colleagues  established  one  of  the  first 
Experimental  Therapeutics  Units  in  the  country. 
This  unit  was  housed  in  the  VA  Hospital  and  was  as- 
sociated with  a metabolic  study  bed  unit.  Careful, 
double-blind  controlled  studies  of  drug  effectiveness 
were  performed  here  at  a time  when  many  such 
studies  elsewhere  were  not  well  controlled.  The  late 
Dr  John  Colmore  served  as  director  of  this  unit  for 
many  years. 

Later,  Wolf  developed  his  concepts  of  the  relation- 
ship between  emotion,  central  nervous  system 
function,  and  cardiac  function  and  abnormality  into 
a Neurocardiology  Research  Unit,  again  a pioneering 
development.  Dr  C.  G.  Gunn  was  an  instrumental 
figure  of  this  unit. 

An  astonishing  amount  of  research  was  con- 
ducted by  the  early  small  faculty  of  the  department 
and  without  much  money,  space,  or  “regular  hours” 
time.  One  saw  these  people  in  their  lab  areas  at 
night,  weekends,  and  holidays.  The  quality  of  this  re- 
search program  can  be  largely  attributed  to  Wolfs  in- 
spiration, encouragement,  and  intense  interest  in 
what  everyone  was  doing.  He  encouraged  originality 
in  research,  never  following  the  “beaten  path”  him- 
self. The  Journal  of  Clinical  Investigation  was  not 
Wolfs  bible. 


In  the  year  1963-64,  Dr  Wolf  took  sabbatical  leave 
and  Dr  Bird  chaired  the  department.  Dr  William  S. 
Middleton,  a renowned  medical  educator,  spent  this 
year  with  us  as  visiting  professor.  Many  of  you  will 
remember  when  all  of  us,  from  medical  student  to  ser- 
vice chief,  went  to  the  bedside  with  Dr  Middleton  and 
were  revitalized  in  our  basic  skills  of  history  taking 
and  physical  examination. 


The  reader  will  sense  that  during 
the  growth  of  this  department, 
political  influences  have  played  a 
substantial  role,  and  this  is  true. 


In  his  Ten  Year  Report  (1962),  Dr  Wolf  noted  that 
there  were  29  full-time  faculty  members  in  the  de- 
partment and  stated:  “It  is  not  anticipated  that  the 
Department  of  Medicine  will  grow  much  larger.  ...” 
In  that,  he  was  wrong  because  that  number  has  now 
been  almost  tripled.  He  also  recorded  that  the  state 
budgetary  support  to  the  department  in  1952  was 
$40,740  and  had  increased  to  only  $68,230  ten  years 
later.  The  additional  funds  necessary  for  department 
operation  had  to  be  obtained  by  grants  from  federal 
and  private  agencies. 

The  role  of  Dr  Robert  M.  Bird  in  assisting  Dr  Wolf 
during  the  initial  building  phase  of  this  department 
cannot  be  overemphasized.  In  fact.  Dr  Bird  served 
more  in  the  capacity  of  a cochairman  than  as  a vice 
chairman.  In  order  to  establish  a national  reputation, 
it  was  important  for  Dr  Wolf  to  be  highly  visible  na- 
tionally and  this  required  many  absences  from  the 
local  scene.  Thus,  Dr  Bird  assumed  the  chair  respon- 
sibility on  many  occasions.  Even  when  Dr  Wolf  was 
on  board.  Dr  Bird  performed  many  of  the  day-to-day 
housekeeping  responsibilities,  freeing  Dr  Wolf  to  pur- 
sue masterfully  his  visions  for  academic  enhance- 
ment. 

Another  factor  adding  to  the  success  of  the  Wolf 
era  was  the  close  working  relationships  between  our 
department  and  the  other  clinical  departments  as 
they  developed,  including  patient  care,  education  pro- 
grams, and  research  projects.  Indeed,  a close  relation- 
ship developed  with  basic  science  departments  also, 
and  this  led  to  some  excellent  collaborative  research 
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contributions,  particularly  with  the  departments  of 
pathology,  physiology,  and  microbiology. 

Informality  was  the  name  of  the  game  in  this 
small  department,  with  much  social  interaction 
among  faculty  and  between  faculty  and  house  staff. 
House  staff  and  medical  students  were  allowed  more 
responsibility  in  patient  care  than  in  many  academic 
centers.  As  a result,  graduates  of  this  department  be- 
came known  nationally  as  accomplished  clinicians. 

Stewart  Wolf  was  a gifted  leader  — dynamic,  mag- 
netic, and  charismatic.  This  translated  into  optimum 
performance  of  his  faculty. 

In  1967,  after  15  years.  Dr  Wolf  resigned  as  head 
to  pursue  some  personal  research  interests  in  greater 
depth,  and  Dr  James  F.  Hammarsten  assumed  the 
chair.  I am  most  familiar  with  this  period  of  de- 
partmental history  since  I served  as  vice  chairman 
during  most  of  Hammarsten’s  tenure  and  was  heavily 
involved  with  operational  details. 

The  next  10  years  were  to  he  difficult  ones  for  the 
entire  College  of  Medicine  and  certainly  for  our  de- 
partment. 

In  1969  the  College  of  Medicine  initiated  a new 
curriculum,  an  approach  to  undergraduate  education 
radically  revised  from  that  which  had  existed  for 
many  years.  Our  department  was  called  upon  to  ex- 
pand its  education  programs  in  all  four  years  to  as- 
sume a lion’s  share  of  the  new  elective  program,  a cor- 
nerstone of  the  curriculum  change. 

The  huge  construction  and  programmatic  expan- 
sion of  this  campus  occurred  primarily  during 
this  decade.  Space  and  program  planning  demanded 
a great  deal  of  time  from  a scant  faculty.  At  the  same 
time,  budgetary  constraints  for  operation  of  on-going 
programs  became  critical.  In  addition,  the  depart- 
ment was  called  upon  to  assist  in  developing  the  Mus- 
kogee VA  Hospital  and  the  private  hospitals  in  Tulsa 
into  a teaching  arm  of  the  University,  ie,  the  begin- 
nings of  the  later  formalized  Tulsa  branch.  Further- 
more, various  private  hospitals  in  Oklahoma  City  de- 
sired a closer  teaching  affiliation  with  the  university 
department  and  mechanisms  of  sharing  students  and 
house  staff  with  them  had  to  be  formulated.  The  re- 
lationships between  the  developing  new  adult  hospi- 
tal and  the  remodeling  children’s  hospital  created 
strains  between  departments. 

Also  during  Hammarsten’s  tenure  a new  era,  in- 
deed a revolution,  began  in  full-time  academic 
medicine  — the  professional  practice  plan  (PPP).  For 
the  first  time,  and  largely  as  a result  of  third  party 


payment  expansion,  members  of  the  full-time  faculty 
were  allowed,  even  encouraged,  to  develop  a private 
practice  under  strict  university  guidelines  and  to  ac- 
cept some  of  the  derived  money  as  a supplement  to 
their  salaries.  Although  the  administrative  problems 
of  developing  this  practice  were  tremendous,  the 
blessing  was  that  the  increased  revenue  to  the  col- 
lege, department,  section,  and  individual  helped  to 
bolster  the  poor  state  budgetary  support. 

Naturally,  the  primary  fear  of  some  relative  to  the 
practice  plan  was  its  potential  abuse.  Would  this 
detract  from  faculty  time  toward  academic  pursuits? 
Would  the  teaching  programs  be  adversely  affected 
by  the  private  patient  designation?  I think  time  has 
proved  much  of  this  fear  to  be  unwarranted. 

Another  major  concern  as  the  practice  plan  de- 
veloped was  the  possible  adverse  “town-gown”  im- 
pact. That  there  proved  to  be  little  disruption  of  this 
relationship  can  in  large  measure  be  attributed  to 
the  skill  of  Dr  Robert  M.  Bird  who  was  dean  at  that 
time.  Hammarsten  continued  to  have  a majority  of 
the  clinical  faculty  support  accorded  to  Wolf. 

The  state  legislature  was  quite  nonsupportive 
during  this  critical  period  of  the  College  of  Medicine. 
In  fact,  a number  of  legislators  actually  created  some 
of  the  chaos  themselves.  Nor  were  the  community 
leaders,  the  downtown  “movers  and  shakers,”  of  any 
help  during  the  crisis. 

The  intense  problems  arising  throughout  the  Col- 
lege of  Medicine  during  the  Hammarsten  era  drove 
several  department  chairmen  out  of  the  “kitchen” 
and  into  calmer  climes  elsewhere.  To  his  credit  Ham- 
marsten held  fast,  buoyed  by  his  teaching  programs, 
through  these  crises.  It  was  an  extremely  trying 
period  in  this  center  and  left  many  faculty  bruised 
and  battered  emerging  into  the  good  years.  It  was  dif- 
ficult to  maintain  faculty  morale,  retain  excellent 
faculty  members,  and  recruit  new  faculty,  but  Ham- 
marsten did  this  well  nevertheless. 

I believe  the  Hammarsten  era  is  best  charac- 
terized by  a renewed  emphasis  on  medical  education 
at  all  levels  in  the  department.  The  undergraduate 
programs  were  completely  revised  and  brought  to  a 
high  degee  of  excellence.  The  house  staff  program 
was  tripled  in  size  and  the  quality  of  postgraduate 
education  markedly  enhanced. 

Perhaps  Hammarsten’s  greatest  contribution 
came  not  from  his  administrative  role  but  from  his 
extraordinary  gift  as  a teacher  and  his  personal  ap- 
proach to  life.  He  practiced  in  all  of  his  affairs  what 


I Okla  State  Med  Assoc,  Vol  84,  June  1991 


265 


would  later  be  talked  about  as  humane  medicine.  For 
those  privileged  to  see  this  side  of  Hammarsten,  he 
became  a role  model  for  this  kind  of  behavior. 

Dr  Solomon  Papper  was  appointed  to  the  chair  in 
1977.  Papper  had  been  “on  board”  for  several  years  as 
a VA  Distinguished  Physician.  Papper’s  tenure  was 
characterized  by  an  appreciably  better  budget  for  the 
department,  which  permitted  him  to  recruit  addi- 
tional faculty,  including  several  new  section  heads. 
During  this  period  of  time  the  concept  of  strict,  recog- 
nized subspecialty  sections  was  truly  formalized, 
even  to  include  a Section  of  General  Internal 
Medicine. 

In  contrast  to  his  predecessors,  Papper  was  not 
personally  active  on  the  national  academic  scene. 
Perhaps  his  health  concern  made  him  averse  to 
travel.  On  the  other  hand  he  maintained  contact  with 
important  people  in  academic  internal  medicine 
around  the  country,  an  important  factor  in  his  superb 
ability  to  recruit  outstanding  faculty  members  as  the 
need  arose.  The  faculty  roster  increased  appreciably 
during  his  tenure.  Also,  the  department  developed  a 
sound  financial  structure  during  this  time. 

Sol  Papper  was  personally  an  excellent  teacher 
and,  I believe,  this  was  his  primary  interest.  In  fact 
he  once  told  me  that,  when  his  morning  professorial 
rounds  were  done,  the  rest  of  his  his  day  was  “down- 
hill.” 


Dr  R.  Timothy  Coussons  served  as  acting  head, 
1984-85.  This  was  to  be  a harmonious  period  for 
the  department.  He  was  well  liked  and  respected  by 
all  of  the  faculty.  The  department  prospered  under 
his  skilled  stewardship  and  morale  improved  strik- 
ingly. 

The  present  head.  Dr  Patrick  McKee,  assumed 
the  chair  in  1985.  Thus  far,  it  would  appear  that  he 
is  guiding  the  department  in  two  primary  directions 
— enhancement  of  the  research  program  and  in- 
creased excellence  in  bedside  teaching  of  medical  stu- 
dents and  house  staff.  In  an  era  when  research  funds 
are  very  difficult  to  come  by,  the  research  program 
has,  in  fact,  expanded  rapidly.  Dr  McKee  is  a master 
at  acquiring  non-university  funds  for  research  and 
other  purposes.  Attendance  and  presentation  of  pa- 
pers at  national  meetings  have  again  come  to  the 
forefront  of  department  activities.  Seven  additional 
endowed  chairs  have  been  secured  for  the  depart- 
ment, bringing  the  total  to  nine  of  the  fourteen  en- 
dowed chairs  in  the  college  of  medicine.  The  faculty 
is  now  held  strictly  accountable  for  the  quality  of 


teaching  at  the  bedside  level.  A major  achievement 
has  been  in  the  reduction  of  the  student/faculty  ratio 
from  four  to  two  in  the  Introduction  to  Clinical 
Medicine  course  (history  taking  and  physical  exami- 
nation). Futhermore,  morale  in  the  faculty  is  gener- 
ally at  a high  level  and  the  relationship  of  full-time 
to  volunteer  faculty  appears  to  be  excellent.  The  im- 
pression is  that  Dr  McKee  is  building  upon  the 
strengths  of  the  past  while  moving  rapidly  toward  his 
own  vision  of  increased  recognition  of  academic  excel- 
lence as  viewed  from  a national  perspective. 

Finally,  a word  about  politics  in  an  academic  de- 
partment is  in  order.  The  reader  will  sense  that  dur- 
ing the  growth  of  this  department,  political  influ- 
ences have  played  a substantial  role,  and  this  is  true. 
National,  state,  university,  health  science  center,  and 
department  politics  are  involved.  As  an  example,  a 
former  department  head  was  asked  by  the  then  pro- 
vost to  resign  as  head  not  because  his  academic  per- 
formance was  no  longer  of  high  quality  but  purely 
from  political  motivation.  For  personal  reasons  a 
former  department  head  suggested  the  resignation  of 
a current  section  chief  despite  the  fact  that  he  was 
doing  a superb  job  and,  in  fact,  received  the  Aescula- 
pian  Award  as  the  outstanding  clinical  teacher  in  the 
College  of  Medicine.  Recognition  of  political  realities 
is  necessary  to  understand  the  growth  and  operation 
of  an  academic  unit. 

Severe  demands  are  placed  upon  a department  of 
medicine.  It  must  assume  responsibility  for  a lion’s 
share  of  clinical  education  of  medical  students,  edu- 
cate primary  care  internists  at  a time  when  this  de- 
manding yet  vital  area  of  medicine  is  often  neglected, 
provide  educational  and  research  opportunities  for 
trainees  pursuing  subspecialty  interests,  and  share 
in  the  rapidly  developing  advances  in  diagnosis  and 
treatment.  Finally,  and  of  immense  importance,  we 
must  strive  to  ensure  that  all  people  have  access  to 
the  very  best  of  medical  care.  The  history  of  this  de- 
partment indicates  that  it  is  positioned  to  meet  these 
challenges.  (J 

Acknowledgment 

The  author  wishes  to  express  his  appreciation  to  the  following 
physicians  for  their  review  of  this  manuscript:  Stewart  G.  Wolf, 
James  F.  Hammarsten,  Patrick  A.  McKee,  R.  Timothy  Coussons, 
M.  De Wayne  Andrews,  and  David  C.  Mock. 

The  Author 

William  O.  Smith,  MD,  FACP,  is  professor  emeritus.  Department 
of  Medicine,  University  of  Oklahoma  College  of  Medicine,  in  Okla- 
homa City. 


266 


I Okla  State  Med  Assoc,  Vol  84,  June  1991 


Glaxo  Inc. 
would  like  to  express 
our  appreciation 
for  your  participation 

in  the  Gulf  War. 

thank  and 
salute  you  for  your 
accomplishments  there, 
and  we  join  the  nation 
in  welcoming  you  home. 


Glaxo 

GLAXO  INC. 

ALLEN  & HANBURYS  • GLAXO  PHARMACEUTICALS  • GLAXO  OERMATOLOGY 

RESEARCH  TRIANGLE  PARK,  NC  27709 


CARDIOVASCULAR  AND  THORACIC  SURGERY  ASSOCIATES 

The  Cardiac  Surgeons  of  Oklahoma  City,  Inc. 

Professional  Staff 


William  D.  Hawley,  MD 

James  M.  Hartsuck,  MD 

Scott  K.  Lucas,  MD 

R.  Darryl  Fisher,  MD 

Marvin  D.  Peyton,  MD 

Diplomates  of 

American  Board  of  Surgery 

American  Board  of  Thoracic  and 

Cardiovascular  Surgery 

Specializing  in 

Cardiac,  Vascular 
and  Thoracic  Surgery 

Office  Hours  8:30  a.m.  to  5:00  p.m. 
Monday  through  Friday 
With  24  Hour  Consultation  and  Referral 


1 -800-522-6755 

(405)  946-0900 

OFFICES 

3433  N.W.  56TH,  SUITE  660 

1044  S.W.  44TH,  SUITE  520 

OKC,  OK  73112 

OKC,  OK  73109 

268 


I Okla  State  Med  Assoc,  Vol  84,  June  1991 


News 


National  leader 

Sherry  Strebel  assumes  office  as  AMA  Auxiliary  president 


Sherry  Strebel  of  Oklahoma 
City,  an  auxiliary  leader  at 
county,  state,  and  national 
levels,  moves  into  the  top  na- 
tional post  this  month.  On  June 
26  in  Chicago  she  will  be  in- 
ducted as  president  of  the 
American  Medical  Association 
Auxiliary  (AMAA). 

Mrs  Strebel  has  long  been 
active  in  medical  auxiliary.  She 
is  a past  president  of  both  the 
Oklahoma  County  Medical  Society  Auxiliary  and  the 
Oklahoma  State  Medical  Association  Auxiliary.  She 
has  served  as  AMA  Auxiliary  secretary,  southern  re- 
gion vice-president,  director,  and  member  of  the  Fi- 


nance and  Long-Range  Planning  committees.  She 
also  has  chaired  the  AMA  Auxiliary  Legislation 
Committee  and  served  as  auxiliary  representative  to 
the  AMA  Council  on  Legislation. 

Her  interest  in  politics  led  to  her  participation  in 
the  American  Medical  Political  Action  Committee 
(AMPAC)  campaign  manager’s  school,  and  sub- 
sequently to  a position  as  campaign  coordinator  for 
Oklahoma  gubernatorial  candidate  Bill  Price. 

Mrs  Strebel’s  other  community  activities  include 
serving  as  a trustee  of  Heritage  Hall  School  and  as 
president  of  the  Visiting  Nurses  Association  and  the 
Mercy  Health  Center  Board  of  Advisors.  In  1983  she 
received  the  President’s  Award  of  the  Oklahoma  Af- 
filiate of  the  American  Heart  Association.  She  is  also 
an  elder  at  Covenant  Presbyterian  Church.  (J) 


Sherry  Strebel 
AMAA  President 


"More  meat,  less  broth" 

Readers  have  a lot  to  say  about  the  Journal  in  member  survey 


Final  tabulations  on  the  Journal  portion  of  a gen- 
eral OSMA  membership  questionnaire  have  been 
completed  and  a full  report  of  the  results  is  now  avail- 
able. 

Some  4000  questionnaires  were  sent  out  last  Oc- 
tober to  members  of  the  Oklahoma  State  Medical  As- 
sociation and  well  over  900  were  returned  — a re- 
sponse rate  of  almost  25%. 

Many  respondents  did  not  answer  every  question, 
and  the  lowest  number  of  responses  appeared  among 
the  ratings  of  Journal  departments,  probably  the 
most  time-consuming  part  of  the  survey  to  complete. 

An  open-ended  request  for  “comments  or  sugges- 
tions for  improvement”  elicited  122  responses,  run- 
ning the  gamut  from  favorable  to  unfavorable.  All  are 
transcribed  verbatim  in  the  report. 

In  response  to  the  general  question  “Do  you  read 
the  OSMA  Journal?”  643  (66%)  of  the  repondents 
answered  “Always”  or  “Usually,”  201  (21%)  answered 
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“Sometimes,”  and  108  (12%)  replied  “Rarely”  or 
“Never.” 

The  greatest  number  of  responses  (999)  was  logged 
in  reply  to  the  question  “How  often  do  you  read  the 
Journal’s  scientific  articles?”  Seventy-nine  (8%)  of 
the  999  replied  “Always,”  and  785  (79%)  answered 
“Sometimes”  or  “If  related  to  my  practice.”  One 
hundred  eighteen  (12%)  answered  “Rarely”  or  “Never.” 

Of  968  responses  to  “How  often  do  you  read  the 
Journal’s  socioeconomic,  political,  and  feature  ma- 
terial?” 759  (78%)  replied  “Always”  or  “Sometimes.” 
The  remainder  (185)  replied  “Rarely”  or  “Never.” 

When  asked  to  rate  the  Journal  overall  on  a 
scale  of  1 to  5 (5  being  most  favorable),  698  of  831  re- 
spondents gave  the  Journal  a rating  of  3 or  higher. 
The  average  rating  from  all  respondents  was  3.45. 

In  rating  the  Journal’s  balance  of  articles,  de- 
partments, and  subject  matter  over  a year’s  time,  566 

(continued) 
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Survey  (continued) 

of  689  respondents  gave  ratings  of  3 or  higher.  The 
average  rating  from  all  respondents  was  3.48. 

Based  on  raw  figures  given  in  the  report,  a single 
average  rating  for  each  of  the  Journal’s  various  de- 
partments and  features  has  been  calculated.  They 
are  listed  here  according  to  average  rating  received, 
with  total  responses  for  each  item  noted  in  parenthe- 
ses: 


Editorial 

3.72  (831) 

FYom  the  OSDH 

2.50  (719) 

President’s  Page 

3.50  (788) 

Ann  Mtng  Proceedings 

2.28  (798) 

Deaths 

3.22  (792) 

Off  Duty 

2.22  (698) 

News 

3.18  (784) 

Book  Shop 

2.12  (739) 

Scientific 

3.03  (797) 

The  Last  Word 

2.11  (705) 

Commentary 

3.03  (773) 

Reaction  Time 

2.10  (670) 

Special 

2.99  (742) 

Classifieds 

1.98  (750) 

In  a Lighter  Vein 

2.86  (768) 

Advertisements 

1.94  (759) 

Worth  Repeating 

2.62  (693) 

Auxiliary  Page 

1.78  (630) 

As  can  be  seen,  some  respondents  chose  not  to  rate 
every  item.  Whether  they  rated  only  those  they  liked, 
or  disliked,  or  were  most  familiar  with,  is  conjecture. 

Not  surprisingly,  72%  of  the  respondents  reported 
discarding  their  journals  after  reading.  However,  ap- 
proximately 10%  do  save  their  journals,  another  10% 
clip  from  them,  and  6%  pass  them  on.  A few  put  the 
journals  in  their  waiting  rooms. 

Perhaps  the  most  interesting  part  of  the  report  for 


the  casual  reader  are  the  comments.  They  range  from 
praise  to  condemnation  to  valuable  criticism  and  sug- 
gestion. Examples: 

“Keep  articles  pithy  and  succinct  (always  less 
than  or  equal  to  2 pages!)” 

“Need  to  be  more  practical.  Help  us  where  we’re 
hurting.” 

“The  best  state  journal  in  USA.” 

“Try  for  more  scientific  articles  from  OU  & Tulsa 
medical  schools  as  well  as  individuals.” 

“Publish  bi-monthly.  Use  news  letters  for  current 
information.” 

“Clinical  articles,  standards  of  care  for  our  state.” 

“Appreciate  scientific  articles  of  local  interest. 
How  about  more  of  Okla  medical  history?” 

“This  is  the  only  journal  I read  immediately  and 
fully  ...” 

“Have  an  ‘officer’s  page’  with  each  officer  giving 
an  update  on  their  activities.” 

“Add  section  on  new  drugs.” 

“Save  a tree.” 

“ . . . Upgrade  articles.  More  medical  articles. 
More  ‘meat,’  less  broth.” 

Copies  of  the  complete  report  are  available  on  re- 
quest in  the  Journal  office. 

— Susan  Records 
Managing  Editor 


Low  birth  weight  problems 

OU  study  in  clinical  obstetrics  gets  major  grant  from  NICHD 


The  Matemal-Fetal  Medicine  Unit  in  the  Depart- 
ment of  Obstetrics  and  Gynecology  at  the  University 
of  Oklahoma  Health  Sciences  Center  in  Oklahoma 
City  has  received  a grant  in  the  amount  of  $490,830 
from  the  National  Institute  of  Child  Health  and 
Human  Development  (NICHD)  in  Bethesda,  Md. 

The  award  will  support  the  department’s  partici- 
pation with  the  NICHD  in  an  ongoing  multicenter 
clinical  study  designed  to  investigate  problems  in 
clinical  obstetrics,  particularly  those  problems  re- 
lated to  low  birth  weight  and  preterm  delivery.  The 
national  project  began  April  1 and  runs  through 
March  31,  1996. 

Principal  investigator  in  the  OU  project  is  Gary 
R.  Thumau,  MD,  associate  professor  and  chief  of  the 
maternal-fetal  medicine  unit.  “The  objective  of  the 
national  study  is  to  facilitate  resolution  of  low  birth 
weight  problems  by  establishing  a network  of  centers 


that,  by  vigorous  patient  evaluation  using  common 
protocols,  can  study  the  required  numbers  of  patients 
and  can  provide  answers  more  rapidly  than  indi- 
vidual centers  acting  alone,”  Thumau  said. 

Co-investigators  of  the  OU  project  include  Dr 
John  I.  Pishbume,  Jr.,  chairman  of  the  department 
of  obstetrics  and  gynecology,  and  Drs  J.  Christopher 
Carey,  Gerald  G.  Payne,  Susan  Silavin,  and  Roger 
Sheldon. 

Dr  Edward  N.  Brandt,  Jr.,  executive  dean  of  the 
OU  College  of  Medicine,  said  the  NICHD  grant  is  an 
important  step  for  the  college.  “Without  doubt,  the 
experience  of  Dr  Thumau  and  his  colleagues  qual- 
ifies the  college  for  participation  in  this  important 
project,”  Brandt  said.  “The  project  is  consistent  with 
the  plans  for  the  future  of  the  College  of  Medicine, 
and  indeed,  of  the  OU  Health  Science  Center,  namely 
programs  to  solve  important  health  problems.”  (J) 


270 


I Okla  State  Med  Assoc,  Vol  84,  June  1991 


From  the  OSDH 


Hearing  screening  program  adds  meningitis  as  new  risk  category 


of  the  Child  Find  for  the  P.L. 

0 0 99-457  Early  Intervention  Program, 

^ I the  Newhom  Hearing  Screening  Pro- 

1 B I gram,  Maternal  and  Child  Health 

Services,  Oklahoma  State  Depart- 
ment of  Health  (OSDH),  has  ex- 
panded to  include  early  childhood  bacterial  menin- 
gitis as  part  of  the  risk  registry  for  hearing  impair- 
ment. 

The  post-meningitis  registry,  which  includes  chil- 
dren 0 to  36  months,  began  operation  May  1.  Of  the 
infants  and  toddlers  who  have  had  meningitis,  a sig- 
nificant number  — 10%  to  15%  — develop  hearing 
loss  as  well  as  other  neurologic  sequelae.  The  attend- 
ing physician  will  be  contacted  regarding  the  child’s 
hearing  after  the  illness.  If  the  infant  or  toddler’s 
hearing  has  not  been  evaluated,  hearing  testing  by 
an  audiologist  is  recommended. 

Approximately  10  days  after  the  physician  con- 
tact, information  will  be  mailed  to  the  child’s  family 
about  post-meningitis  hearing  loss.  The  family  will 


be  requested  to  complete  and  return  a short  question- 
naire about  the  child’s  hearing  health.  When  indi- 
cated, this  information  will  be  used  to  assist  the  fam- 
ily in  finding  needed  evaluation  and/or  intervention 
services. 

The  Newborn  Hearing  Screening  Program  main- 
tains an  updated  referral  and  resource  directory 
which  lists  facilities  that  provide  comprehensive  au- 
diologic and/or  otologic  evaluation  and  management 
for  children  identified  as  at  risk  for,  or  suspected  of 
having,  hearing  loss.  The  program  also  maintains  re- 
ferral information  on  early  intervention  programs. 

A toll-free  statewide  telephone  number,  1-800- 
766-2223,  (or  in  the  Oklahoma  City  metropolitan 
area,  271-4471)  has  been  established  to  assist 
families  and  health  care  providers.  Questions  regard- 
ing referrals  or  information  about  the  program 
should  be  directed  to:  Edd  Rhoades,  MD,  director. 
Pediatrics  Division,  or  Jim  Schmaelzle,  MCD,  au- 
diologist and  coordinator.  Newborn  Hearing  Screen- 
ing Program,  at  405/271-4471.  (j) 
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Drs  Hemstreet  and  March  named  George  Lynn  Cross  professors 


G«orge  P.  Hemstreet  III,  MD,  professor  of  urology, 
and  Wayne  F.  March,  MD,  a former  OU  professor  of 
ophthalmology,  have  received  the  top  distinguished 
professorships  at  the  University  of  Oklahoma,  the 
George  Lynn  Cross  Research  Professorship. 

Named  after  former  OU  president  George  Lynn 
Cross,  who  served  from  1943  to  1968,  the  professor- 
ships are  awarded  to  faculty  who  excel  in  research  ac- 
tivities. First  awarded  in  1944,  they  carry  a $6,000 
award  in  the  year  of  selection. 

Dr  Hemstreet,  a professor  in  the  department  of 
urology  at  the  OU  Health  Sciences  Center  in  Okla- 
homa City  since  1982,  directs  the  department’s  mul- 
tifaceted research  program,  which  includes  basic 
science  and  clinical  projects  focusing  on  improved 
diagnosis  and  treatment  of  urologic  diseases.  He  has 
been  instrumental  in  the  development  of  quantita- 
tive fluorescence  image  analysis  (QFIA),  a computer- 
assisted  microscope  technology,  for  clinical  applica- 
tions in  cancer  detection,  diagnosis,  and  risk  assess- 
ment. 


A resident  of  Oklahoma  City,  Dr  Hemstreet  re- 
ceived his  MD  degree  from  the  Hahnemann  Medical 
College  in  Philadelphia  and  his  PhD  in  immunology 
from  Duke  University.  He  trained  in  intern  and  resi- 
dency programs  at  the  OU  Health  Sciences  Center 
and  Duke  University  Medical  Center. 

Dr  Wayne  March,  at  the  time  of  his  selection,  was 
a professor  and  vice  chairman  of  opthalmology,  and 
medical  director  of  the  Oklahoma  Center  for  the  Ad- 
vancement of  Science  and  Technology  (OCAST) 
Center  for  Excellence  in  Laser  Development  and  Ap- 
plications. He  left  the  university  on  March  29  to  ac- 
cept a position  as  chairman  of  the  department  of 
ophthalmology  at  the  University  of  Texas  Medical 
Branch  at  Galveston. 

Dr  March,  who  also  was  director  of  Glaucoma  Ser- 
vices for  the  Dean  A.  McGee  Eye  Institute,  is  noted 
for  his  expertise  in  the  use  of  holmium  lasers  for 
glaucoma  surgery.  Such  lasers  use  no  gases  such  as 
argon  or  carbon  dioxide  to  provide  the  laser  beam. 


ASSOCIATES  IN  CARDIOVASCULAR  AND  THORACIC  SURGERY 

James  E.  Cheatham,  Jr.,  M.D.*  Paul  J.  Kanaly,  M.D.* 

Kyle  W.  Toal,  M.D. 

3433  N.W.  56th  #540 
Oklahoma  City,  OK  73112 
(405)  945-4455 

Diplomates  of  the  American  Board  of  Thoracic  Surgery 
* Fellows  of  the  American  College  of  Surgeons 

24  Hour  Consultation  and  Referral 

Cardiac  Surgery  * Vascular  Surgery  * Thoracic  Surgery 


272 


I Okla  State  Med  /Assoc,  Vol  84,  June  1991 


A Living  Memorial 

Oklahoma  is  an  island  of  tran- 
quility in  a raging  sea  of  medi- 
cal liability  problems  in  the 
United  States.  While  the  num- 
ber of  claims  and  suits  continues 
to  rise  everywhere,  the  MD 
physicians  of  Oklahoma  have 
ready  access  to  a high-quality, 
lifetime  professional  liability 
policy  for  about  one-eighth  the 
premium  cost  to  physicians  in 
high-risk  states. 

Some  US  obstetricians  are  paying  $190,000  for  a 
one-year  “claims-made”  policy  with  no  residual 
coverage  after  the  policy  year.  The  “claims-made”  pol- 
icy is  a “galley-slave  policy,”  as  the  policyholder  is 
chained  to  the  oar  forever,  and  cannot  quit,  retire, 
move,  or  die  without  assuming  the  liability  for  all 
claims  yet  to  be  filed.  In  contrast,  our  Oklahoma 
obstetricians  pay  $29,081  for  a 5 million  dollar  “oc- 
currence” policy  that  covers  all  events  of  the  policy 
year  forever.  When  practice  ceases,  the  events  of  the 
policy  year  are  covered  in  perpetuity,  even  if  the 
claim  is  against  the  estate  of  the  deceased  physician. 
All  PLICO  policyholders  receive  the  benefits  of  this 
low-cost,  high-quality  “occurrence”  coverage. 

This  comparatively  rosy  situation  in  Oklahoma 
originated  more  than  thirty  years  ago  when  the  com- 
mercial companies  insuring  Oklahoma  physicians 
began  the  practice  of  “passing  through”  the  premium 
dollars.  The  commercial  insurers  paid  scant  atten- 
tion to  risk  management,  underwriting,  or  loss  pre- 
vention, and  relied  on  the  “float”  and  investment 
income  for  their  profit  while  paying  a rising  tide  of 
unworthy  claims.  Continually  rising  premiums  re- 
sulted, and  plaintiff’s  attorneys  were  encouraged  to 
file  suits  of  ever  more  doubtful  merit. 

About  thirty  years  ago  the  Oklahoma  State  Med- 
ical Association  Insurance  Committee  began  a sur- 
veillance of  this  process  and  undertook  the  under- 
writing task  of  curbing  the  irregular  MD  practitioner 
in  Oklahoma.  The  committee  initiated  a series  of 
malpractice  prevention  seminars.  This  Insurance 
Committee  work  developed  a cadre  of  dedicated 
physicians  knowledgeable  of  insurance  problems  in 
Oklahoma,  and  began  the  process  of  educating  and 
restraining  the  high-risk  Oklahoma  physician. 

When  commercial  insurer’s  rates  became  un- 


reasonable in  the  late  seventies,  the  Oklahoma  State 
Medical  Association  wisely  chartered  the  Physicians 
Liability  Insurance  Company,  and  that  cadre  of 
physicians  became  the  nucleus  of  the  Board  of  Direc- 
tors of  PLICO  under  the  able  presidency  of  Dr  C. 
Alton  Brown.  Their  experience  was  invaluable  to  the 
company. 

The  directorship  of  a professional  liability  insur- 
ance company  requires  some  specially  learned  skills 
and  quite  a lot  of  time.  In  addition  to  regular  board 
meetings,  the  directors  personally  responded  to 
many  letters,  telephone  calls,  and  informal  queries 
from  colleagues.  Most  commercial  insurers  have  lit- 
tle physician  input  into  their  policy  decisions.  Many 
physician-owned  liability  insurance  companies  have 
indifferent  insurance  actuaries.  But  PLICO  has  the 
benefit  of  C.  L.  Prates  and  Company,  a top-quality 
management  company  that  is  willing  to  hear  and  use 
the  medical  experience  of  the  physicians  on  claim  ad- 
justment, underwriting,  and  loss  prevention.  This 
has  resulted  in  an  insurance  product  that  is  tailor- 
made  for  the  physicians  of  Oklahoma  and  the  particu- 
lar liability  situation  now  present. 

Oklahoma’s  premier  position  in  medical  liability 
problems  is  founded  on  the  strong  support  given  to 
PLICO  by  Oklahoma  physicians  and  to  the  intelli- 
gent leadership  of  PLICO  by  the  directors  and  by 
Dr  Brown. 

From  the  earliest  days  of  the  OSMA  Insurance 
Committee’s  involvement  with  malpractice  prob- 
lems, Dr  Brown  gave  his  time,  intellect,  and  wisdom 
to  the  improvement  of  the  liability  climate  in  Okla- 
homa. Every  maneuver,  every  stratagem,  and  every 
response  the  OSMA  has  made  in  the  continual  liabil- 
ity battle  has  had  the  benefit  of  Dr  Brown’s  input.  He 
has  been  the  captain  of  the  ship,  the  field  marshal  of 
the  battle,  and  the  president  of  the  board,  and  he  has 
waged  a successful  campaign.  In  an  era  of  recurrent 
malpractice  crises,  Oklahoma  has  the  lowest  medical 
liability  premiums  in  the  nation,  the  best  malprac- 
tice policy  in  the  world,  and  a record  of  successful  de- 
fense comparable  to  the  best  anywhere.  The  singular 
person  in  Oklahoma  medicine  who  stands  out  as  the 
leader  in  the  defense  of  Oklahoma  physicians  is  Dr 
C.  Alton  Brown. 

Dr  Brown  died  April  29, 1991;  the  best  liability  in- 
surance company  is  one  of  his  living  memorials. 

(J 


C.  Alton  Brown,  MD 
PLICO  President 
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In  a Lighter  Vein 


The  Fly 

William  P.  Truels,  MD 


You  wouldn’t  think  that  a harmless  little  housefly 
could  cause  much  trouble  at  a hospital  the  size  of 
Holy  Christian.  But  such  is  not  the  case.  Turf  Hopper, 
the  general  surgeon,  was  propping  a patient  for  a 
gallbladder  in  operating  suite  number  one  when,  out 
of  the  comer  of  his  eye,  he  noticed  a fly  in  the  operat- 
ing room.  A futile  attempt  was  made  to  kill  the  little 
bugger,  but,  alas,  he  disappeared  under  one  of  the  in- 
strument tables.  Turf  finished  the  case  without  inci- 
dent but  would  not  let  the  matter  of  the  fly  go  unre- 
solved. 

At  the  Operating  Room  Subcommittee  the  next 
day.  Turf  decided  to  speak  his  mind. 

“I  would  like  to  bring  up  a very  serious  matter 
that  until  this  day  has  never  been  discussed,”  Turf 
began  in  a deep,  somber  tone.  “You  see.  Holy  Chris- 
tian Hospital  has  a fly  in  the  operating  room.” 

The  room  became  so  quiet  you  could  have  heard 
a pin  drop.  On  their  bodies,  flies  carry  millions  of  bac- 
teria, the  very  thing  that  an  operating  room  abhors. 

“I  was  getting  ready  to  start  my  gallbladder  case, 
when  I saw  the  little  monster  out  of  the  comer  of  my 
eye,”  Turf  continued.  “Now,  I want  to  tell  you  I’ve  been 
operating  at  Holy  Christian  for  ten  years,  and  I’ve 
never  before  seen  a fly  in  the  operating  room.” 

“That’s  because  we’ve  never  had  a fly  in  the 
operating  room,”  Jim  Atmoth  replied.  Jim  was  the 
chairman  of  the  operating  room  subcommittee,  and 
was  visibly  upset  at  the  prospects  of  a contaminated 

Direct  correspondence  to  William  P Truels,  MD,  3400  NW  Expressway  #820,  Oklahoma 
City,  OK  73112 


insect  mining  the  sterility  of  Holy  Christian,  which 
boasted  the  cleanest  operating  rooms  in  town. 

“We’ve  got  to  keep  a lid  on  this  thing,”  Sandy 
Monarch,  the  infectious  disease  nurse,  responded. 
“This  isn’t  the  kind  of  thing  we  want  to  get  out  about 
our  hospital.” 

“How  do  you  think  the  little  bugger  got  in?”  Turf 
asked. 

“It  could  have  slipped  in  with  the  patient,”  Jim 
answered. 

“Let’s  be  logical,”  Mo  Quito,  the  urologist  replied. 
Urologists  are  fixated  on  ducts  and  tubes  and  secret 
channels.  “They’re  renovating  the  medical  records 
room  across  from  operating  room  one.  There’s  a ven- 
tilation duct  between  the  two  rooms  and,  while  the 
duct  may  be  closed,  it  needs  to  be  sealed  to  prevent 
dust  and  small  insects  from  getting  through.” 

Needless  to  say,  it  didn’t  take  long  after  the  meet- 
ing ended  for  news  of  the  fly  to  spread  throughout 
Holy  Christian  Hospital.  When  the  Quality  Assur- 
ance Committee  met  two  days  later,  the  fly  had  al- 
ready been  given  a name,  Alvin,  after  the  chipmunk 
that  always  caused  trouble. 

“As  chairman  of  the  Quality  Assurance  Commit- 
tee,” Rolyn  Poly  began,  “I’m  alarmed  that  a simple 
housefly  could  have  so  easily  slipped  past  our  de- 
fenses. We’ve  got  contracts  with  ten  HMOs.  and  the 
last  thing  we  need  is  to  lose  our  Triple  A rating.  This 
could  cost  us  millions  of  dollars.” 

“Alvin  must  be  exterminated  before  things  get 
out  of  hand,”  Dan  Raid,  the  infection  control  coor- 
dinator, replied.  A special  subdivision  of  the  Safety 
Control  Committee  was  formed.  It  was  decided  to 
look  for  Alvin  on  Sunday  morning,  since  the  operat- 
ing rooms  were  empty  that  day;  most  people  were  in 
church,  and  this  would  cause  the  least  commotion. 

It  was  quite  a motley  crew  that  assembled  that 
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morning  to  hunt  down  Alvin  the  fly.  Armed  with  “Mr 
Handy”  flyswatters  were  two  urologists,  a general 
surgeon,  a scrub  tech  working  overtime,  and  an  infec- 
tious disease  coordinator.  Alvin  never  had  a chance. 
He  was  spotted  sitting  on  the  “A”  of  the  Argon  laser 
control  panel,  and  a flyswatter  terminated  his  exis- 
tence. 

By  the  next  week,  Alvin  had  become  a legend, 
much  to  the  embarrassment  of  those  involved.  The 
Peer  Review  Committee  even  reviewed  the  case  and 
determined  that  the  physicians  involved  in  the  case 
had  rendered  their  care  in  an  appropriate  and  timely 
fashion. 

Poor  Alvin  even  underwent  an  autopsy.  You  see. 
Holy  Christian  Hospital  has  a rule  that  anyone  dying 
in  an  operating  room  within  twenty-four  hours  after 
admission  is  a medical  examiner’s  case.  The  final  re- 


port listed  “Cardiac  arrest  secondary  to  massive 
blunt  trauma”  as  the  cause  of  death. 

As  I drove  home  that  night,  I couldn’t  help  think- 
ing about  Alvin  the  fly.  By  the  time  the  incident  was 
over,  four  committees  involving  seventeen  physi- 
cians, three  nurses,  one  infectious  disease  coor- 
dinator, and  one  scrub  tech  had  spent  a total  of  twelve 
hours  to  kill  one  fly.  In  the  process,  they  generated 
thirty-six  pages  of  paperwork  and  instituted  a pro- 
cedural policy  entitled  “The  Treatment  of  Flying  In- 
sects in  the  Operating  Room  Environment.”  The 
total  cost  for  exterminating  Alvin,  including  lab  fees, 
was  $1,050.  Now,  who  ever  said  hospitals  weren’t  ef- 
ficient? (J) 

The  Author 

William  P.  Truels,  MD,  an  Oklahoma  City  surgeon,  is  assistant 
editor  of  the  Oklahoma  County  Medical  Society’s  Bulletin. 


Deaths 


Harry  Edward  Barnes,  MD 
1910  - 1991 

Harry  E.  Barnes,  MD,  retired  general  practitioner, 
died  April  2 in  Muskogee.  Bom  in  Wichita  Falls,  Tex, 
Dr  Barnes  earned  his  medical  degree  at  the  Univer- 
sity of  Oklahoma  in  1935.  He  then  completed  a mas- 
ter’s degree  in  public  health  at  Johns  Hopkins  and  re- 
turned to  Tahlequah,  Okla,  to  become  the  state’s  first 
public  health  physician.  During  World  War  II,  Dr 
Barnes  served  with  the  US  Army  and  was  discharged 
with  the  rank  of  major.  After  the  war  he  established 
a private  practice  in  Oklahoma  City.  He  later  moved 
to  Vinita  and  then  to  Muskogee,  where  he  retired  in 
1972. 

Clifford  Alton  Brown,  MD 
1920  - 1991 

C.  Alton  Brown,  MD,  chairman  and  president  of  the 
Physicians  Liability  Insurance  Company  (PLICO) 
since  its  inception  in  1970,  died  April  29  in  Okla- 
homa City,  his  hometown.  A 1943  graduate  of  the 
University  of  Oklahoma  School  of  Medicine,  Dr 
Brown  established  an  internal  medicine  practice  in 
Oklahoma  City  in  1947.  His  medical  career  was  inter- 
rupted by  18  months’  duty  with  the  US  Army  during 
World  War  II  and  8 months’  service  during  the  Korean 
conflict.  His  numerous  professional  activities  in- 


cluded three  terms  as  president  of  the  Oklahoma 
Diabetes  Association,  one  term  as  president  of  the 
Oklahoma  City  Academy  of  Medicine,  and  a presi- 
dential appointment  to  the  CDC’s  Technical  Advisory 
Committee  for  Diabetes  Translation  and  Community 
Control  Programs.  He  also  had  been  a professor  of 
clinical  medicine  at  the  OU  Health  Sciences  Center 
since  1982. 

Hassell  Eugene  Groves,  MD 
1924  - 1991 

Retired  Oklahoma  City  anesthesiologist  Eugene 
Groves,  MD,  died  April  3.  Bom  in  Carney  in  1924,  he 
was  graduated  from  the  University  of  Oklahoma 
School  of  Medicine  in  1948.  The  following  year  he  en- 
tered active  military  service  with  the  US  Navy;  he  re- 
sumed his  Oklahoma  City  practice  in  1954. 

Alfred  Burke  Hinkle,  MD 
1926  - 1991 

Checotah  native  Alfred  B.  Hinkle,  MD,  a 1951  grad- 
uate of  the  University  of  Oklahoma  School  of 
Medicine,  died  April  2.  He  served  in  the  US  Navy  dur- 
ing World  War  II.  Dr  Hinkle  established  his  private 
general  practice  in  Alva  in  1954. 

(continued) 
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George  Louis  Kaiser^  MD 
1903  - 1991 

OSMA  Life  Member  George  L.  Kaiser,  MD,  died  April 
10  in  Muskogee.  Bom  in  Natches,  Miss,  he  was 
graduated  from  Crittendon  University  School  of 
Medicine,  Omaha,  in  1929.  During  World  War  II  Dr 
Kaiser  served  with  the  45th  Infantry  Division,  Okla- 
homa National  Guard,  for  more  than  five  years.  After 
retiring  from  his  general  practice  in  Muskogee,  Dr 
Kaiser  worked  for  the  Muskogee  County  Health  De- 
partment and  the  VA  Regional  Office. 

James  Goree  Moore,  MD 
1908  - 1991 

Retired  Tulsa  physician  James  G.  Moore,  MD,  died 
April  29.  Dr  Moore  was  bom  in  Yoakum,  Tex,  and 
graduated  from  the  University  of  Texas  Medical 
Branch,  Galveston,  in  1932.  Specializing  in  preven- 
tive medicine,  he  worked  as  a US  Air  Force  physician 
from  1933  to  1961.  He  moved  to  Tulsa  in  1962. 

Joe  Marion  Parker,  MD 
1908  - 1991 

Oklahoma  City  surgeon  Joe  M.  Parker,  MD,  died 
April  3,  1991.  Bom  in  Vienna,  111,  he  earned  his  med- 
ical degree  from  the  Medical  College  of  Washington 
University,  St.  Louis,  in  1938.  He  served  in  the  armed 
forces  from  1942  to  1946,  entering  private  practice  in 
Oklahoma  City  in  1946.  He  was  a clinical  professor 
emeritus  at  the  University  of  Oklahoma  School  of 
Medicine  and  a Life  Member  of  the  OSMA. 

John  Norman  Penrod,  MD 
1930  - 1991 

Okmulgee  native  John  N.  Penrod,  MD,  a Life 
Member  of  the  OSMA,  died  April  19  in  Oklahoma 
City.  Dr  Penrod  attended  the  University  of  Oklahoma 
School  of  Medicine,  earning  his  medical  degree  in 
1956.  He  had  a private  dermatology  practice  in  Law- 
ton  until  his  retirement  in  1988. 

Henry  Clinton  Smith,  MD 
1921  - 1991 

Henry  C.  Smith,  MD,  a native  of  Fletcher  and  a 1945 
graduate  of  the  University  of  Oklahoma  School  of 
Medicine,  died  April  4.  After  a year  as  an  Army  cap- 
tain at  the  VA  Hospital  in  Fayetteville,  Ark,  Dr 
Smith  established  a general  practice  in  Lawton  in 
1948.  Shortly  thereafter  he  moved  to  Walters,  return- 
ing to  Lawton  in  1955.  Dr  Smith  retired  in  1990.  (J 


In  Memoriam 

1990 

Milam  Felix  McKinney,  MD 

April  2 

Robert  Alan  Johnston,  MD 

April  9 

Hervey  Adolph  Foerster,  MD 

April  15 

Paul  E.  Kaldahl,  MD 

May  4 

Homer  Vincent  Archer,  MD 

May  8 

Sterling  Thomas  Crawford,  MD 

June  2 

Ray  Maxwell  Wadsworth,  MD 

June  11 

John  Howard  Baker,  Jr.,  MD 

June  13 

David  Sprouse  Dycus,  MD 

June  28 

Paul  Olden  Shackleford,  MD 

July  27 

David  Shapiro,  MD 

August  11 

Doyle  L.  Patton,  MD 

August  12 

Edward  McLain  Thorp,  MD 

August  16 

Murlin  Knight  Braly,  MD 

August  18 

Claude  Elbert  Lively,  MD 

August  19 

Robert  Eldon  Dillman,  MD 

August  29 

Howard  Louis  Puckett,  MD 

September  1 

Raymond  Emison  Daily,  MD 

September  3 

Thomas  E.  Slimp,  MD 

September  4 

Bert  E.  Mulvey,  MD 

October  12 

Carson  Leroy  Oglesbee,  MD 

October  23 

George  Leroy  Goodman,  MD 

October  26 

Everette  Ellis  Cooke,  MD 

November  19 

Stephen  Seth  Fitter,  MD 

December  1 

Francis  Elmo  Smith,  MD 

December  20 

George  Richard  Russell,  MD 

December  24 

Gregg  Laurence  Williams,  MD 

December  29 

1991 

Milton  Louis  Berg,  MD 

January  7 

Frank  Eugene  Darrow,  MD 

January  8 

Forrest  William  Olson,  MD 

January  30 

Clarence  Pierce  Taylor,  Jr.,  MD 

March  3 

Linus  A.  Munding,  MD 

March  14 

Robert  Love  Loftin,  MD 

March  15 

William  Orville  Davis,  MD 

March  23 

Malcom  E.  Phelps,  MD 

March  26 

Henry  Edward  Barnes,  MD 

April  2 

Alfred  Burke  Hinkle,  MD 

April  2 

Hassell  Eugene  Groves,  MD 

April  3 

Joe  Marion  Parker,  MD 

April  3 

Henry  Clinton  Smith,  MD 

April  4 

George  Louis  Kaiser,  MD 

April  10 

Robert  Phillip  Messinger,  MD 

April  10 

John  Norman  Penrod,  MD 

April  19 

Clifford  Alton  Brown,  MD 

April  29 

James  Goree  Moore,  MD 

April  29 
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Book  Shop 


Hospital  Infections.  Edition  2.  Edited  by  John  V. 
Bennett  and  Philip  S.  Brachman.  Boston:  Little, 
Brown  and  Co.,  1988,  pp  666,  $55.00. 

This  is  the  second  and  revised  edition  of  this  book 
which  deals  with  a very  timely  subject.  It  opens  with 
a foreword  by  Drs  Maxwell  Finland  and  Donald  E. 
Craven  and  another  foreword  by  the  late  William  A. 
Altemeier.  The  book  is  divided  into  two  basic  sec- 
tions. The  first,  “Basic  Considerations  of  Hospital  In- 
fections,” is  made  up  of  23  chapters.  It  defines  the 
overall  problem,  focusing  on  the  general  concepts  of 
control  and  prevention,  and  discusses  areas  of  special 
concern.  Part  II,  “Endemic  and  Epidemic  Hospital  In- 


fections,” provides  comprehensive  discussions  of  spe- 
cific hospital-associated  infection  problems  related  to 
various  organ  systems  and  to  diagnostic  and  thera- 
peutic procedures. 

Similar  to  the  first  edition,  this  edition  em- 
phasizes the  epidemiology  of  infections  and  is  di- 
rected to  individuals  who  are  responsible  for  control- 
ling and  preventing  nosocomial  infections.  The 
editors  have  expanded  the  first  edition  in  several 
ways.  These  include  the  number  of  pages  and  length 
of  the  index.  The  chapter  on  legal  aspects  of  infection 
control  is  detailed,  provides  a useful  description  of 
fundamental  issues  in  medical  malpractice,  and  re- 
views a wide  range  of  legal  precedents.  The  chapter 
on  personnel  health  services  contains  many  useful 
guidelines. 

The  editors  and  contributing  authors  have  im- 
proved this  edition  over  the  original  one.  It  is  a very 
useful  book  and  can  be  recommended  to  all  concerned 
with  the  serious  problem  of  hospital-associated  infec- 
tions. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 

Alexander  Fleming:  The  Man  and  the  Myth. 

By  Gwyn  Macfarlane.  Cambridge,  Mass.:  Harvard 
University  Press,  1984.  Pp  304,  illus,  price  $20.00. 

In  1979  Macfarlane  published  his  excellent  bio- 
graphy Howard  Florey:  The  Making  of  a Great  Scien- 


tist (reviewed  in  J Okla  State  Med  Assoc  74:122-124, 
April,  1981 ).  This  experience  and  the  work  of  the  Ox- 
ford group  on  the  production  and  clinical  trials  of 
penicillin  in  the  early  stages  of  World  War  II  aroused 
and  stimulated  his  interests  in  some  of  the  gaps  and 
puzzles  in  Fleming’s  career.  Macfarlane  thus  set  out 
to  prepare  a biography  in  depth  and  to  separate  man 
and  myth  as  it  relates  to  Fleming. 

Macfarlane  had  occasion  to  meet  Fleming  in  the 
1930s  and  subsequently  went  to  Oxford  in  1941  where 
he  became  very  familiar  with  all  aspects  of  the  peni- 
cillin saga. 

Fleming  was  born  August  6,  1881,  on  a farm  in 
Ayrshire,  Scotland.  Macfarlane  takes  us  through 
Fleming’s  boyhood  in  Scotland,  later  in  London,  his 
experience  as  a medical  student,  and  his  appoint- 
ment with  Almoth  Wright,  the  immunologist,  at 
Saint  Mary’s  Hospital.  In  1921  Fleming  discovered 
lysozyme,  an  agent  with  some  antibacterial  activity. 
Macfarlane  then  walks  us  through  the  epoch-making 
discovery  that  began  on  a September  morning  in 
1928  when  Fleming  noted  a penicillium  mold  grow- 
ing on  a petri  dish.  The  author  describes  all  aspects 
of  the  discovery  of  penicillin,  the  ten-year  lapse  fol- 
lowing it,  the  work  of  the  Oxford  group,  and  the  many 
honors  received  by  Fleming.  He  does  not  avoid  the 
vexation  between  Fleming  and  the  Oxford  group 
(Florey,  Chain,  and  others).  The  Nobel  Prize  was 
shared  by  Fleming,  Florey,  and  Chain. 

Macfarlane  has  prepared  the  definitive  biography 
of  Fleming.  It  is  a valuable  addition  to  the  history  of 
penicillin  and  to  medical  biography.  It  is  highly  rec- 
ommended. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 

An  Insider's  Guide  for  Medical  Authors  and 
Editors.  By  Peter  Morgan  (Professional  Editing  and 
Publishing  Series).  Philadelphia:  ISI  Press,  1987,  pp 
111,  $14.95. 

This  book  is  authored  by  one  of  the  scientific 
editors  of  the  Canadian  Medical  Association  Journal 
and  deals  with  the  publication  process.  It  consists  of 
seven  chapters  which  cover  the  cardinal  aspects  of 
preparing  a manuscript. 

This  small  book  contains  a series  of  essays  deal- 
ing with  the  relationship  between  editor  and  author. 
Dr  Morgan  describes  these  relationships  in  an  enter- 
taining way.  The  story  features  such  characters  as 
Ambrose  Relso,  MD,  the  editor,  and  Dr  Nojarg,  Dr 
Lucid,  and  Dr  Terse.  The  book  examines  issues  not  or- 
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dinarily  examined,  such  as  the  hidden  economic  is- 
sues of  medical  publishing. 

The  small  volume  contains  much  interesting  in- 
formation. The  reader  learns  that  there  are  probably 
20,000  medical  journals  in  existence,  although  only 
3,200  are  listed  in  Index  Medicus.  The  total  number 
increases  each  year.  The  reasons  journals  are  clearly 
important  are  cited  — they  are  important  in  educa- 
tion, they  are  essential  for  research,  and  they  do 
other  things. 

This  is  an  entertaining  and  useful  book.  Its  chief 
drawback  is  its  lack  of  organization  in  places.  All  in- 
volved in  preparation  of  manuscripts  and  in  publica- 
tions will  find  it  of  interest. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 


Doctors^  Patients,  and  Placebos.  By  Howard  M. 
Spiro.  New  Haven:  Yale  University  Press,  1986,  pp 
261,  $27.50. 

The  author  is  a well-known  adult  gastroenterol- 
ogist on  the  faculty  of  the  Yale  University  School  of 
Medicine.  This  book  was  prepared  during  an  aca- 
demic year  when  he  was  a Fellow  at  the  Center  for 
Advanced  Studies  in  Behavorial  Sciences  at  Stan- 
ford, California.  He  states,  “ . . . I became  aware  of 
how  much  of  my  professional  practice  has  been  cir- 
cling around  problems  of  pain,  and  the  idea  of  this 
book  gradually  took  shape.” 

Howard  Spiro  used  the  placebo  as  a “window”  to 
focus  on  the  physician  as  healer  and  the  individual’s 
response  to  disease.  Current  thought  about  the  use 
of  placebos  is  examined  in  detail.  He  discusses  what 
he  believes  are  the  three  elements  that  interact  when 
placebos  are  used  — the  physician’s  role  as  a healer; 
the  many  aspects  of  the  placebo,  including  its  mode 
of  action;  and  the  patient.  In  clinical  practice  today 
the  placebo  is  used  as  both  a treatment  and  a substi- 
tute. 

In  this  monograph  the  placebo  is  used  as  a means 
to  examine  the  practice  of  medicine  and  in  particular 
the  conflict  between  medical  science  and  the  art  of 
clinical  practice.  Throughout,  the  author’s  concern  is 
that  the  communication  between  doctor  and  patient 
is  diminishing  and  in  fact  severely  eroding  as  the 
medical  profession  places  more  emphasis  on  the  sci- 
ence and  technology  of  medicine  and  correspondingly 
less  on  the  relief  of  suffering.  One  can  indeed  con- 
gratulate the  author’s  position  that  medicine  is  con- 
cerned with  much  more  than  molecular  biology,  that 
providing  help  to  the  ill  is  important  whether  or  not 


we  understand  the  pathogenesis  of  the  disease  or  the 
treatment,  and  that  holistic  medicine  describes  some 
“very  spongy  concepts.” 

The  author  provides  a wide  variety  of  examples 
regarding  the  use  of  the  placebo  and  also  accounts  of 
the  history  of  randomized  control  trials.  To  under- 
score the  erosion  of  communication  with  patients  he 
cites  the  changes  in  teaching  exercises  in  many 
academic  institutions  which  have  become  more  a for- 
mal lecture  with  little  attention  to  the  patient. 

Throughout  this  book  the  author  deplores  the  fact 
that  in  his  opinion  doctors,  preoccupied  with  “or- 
ganic” disease,  have  lost  sight  of  the  patient. 

There  are  features  with  which  many  will  not 
agree.  For  example,  I do  not  agree  that  most  physi- 
cians on  finishing  residency  training  are  concerned 
primarily  with  “cure”  and  “neglect  care,”  nor  that 
the  focus  is  principally  on  acute  diseases. 

The  author  concludes  that  perhaps  the  placebo 
can  work  and  thus  improve  patient-physician  re- 
lationships. In  his  final  chapter.  Dr  Spiro  explains 
that  the  role  of  the  placebo  is  admittedly  a minor  one 
and  that  placebos  should  be  prescribed  only  after 
careful  clinical  evaluation.  Throughout  he  reasserts 
the  power  of  the  physician  in  the  act  of  healing. 

The  book  has  references  listed  at  the  bottom  of 
each  page,  a return  to  an  old  format  which  is  useful. 
However,  the  style  used  is  sometimes  confusing. 

Physicians  who  treat  patients  with  illnesses 
rather  than  “cases  of  disease”  will  find  this  book  both 
interesting  and  provocative. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 


The  Development  of  American  Physiology. 
Scientific  Medicine  in  the  Nineteenth  Cen- 
tury. (The  Henry  E.  Sigerist  Series  in  the  History  of 
Medicine.)  By  W.  Bruce  F^e.  Baltimore  and  London: 
The  Johns  Hopkins  University  Press,  1987,  pp  308, 
$35.00. 

This  well-written  volume  reviews  the  develop- 
ment of  physiology  in  this  country  during  the  last 
half  of  the  nineteenth  century.  The  author,  a practic- 
ing physician  and  student  of  medical  history,  uses  fa- 
mous figures  in  physiology  to  outline  the  historical 
development  of  this  discipline.  Thus,  he  describes  in 
detail  the  contributions  of  John  C.  Dalton,  Jr.,  S.  Weir 
Mitchell,  Henry  P.  Bowditch,  and  H.  Newell  Martin. 
By  doing  so  he  describes  also  the  origins  of  the  Amer- 
ican Physiology  Society.  The  description  of  each  is 
well  done  and  they  maintain  the  reader’s  interest. 
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Two  concepts  are  emphasized  in  the  professional 
development  of  physiology  and  the  subsequent  exten- 
sion to  laboratory  and  clinical  medicine.  The  first  con- 
cept features  the  full-time  system  of  medical  school 
faculty  appointments  which  replaced  amateurs  and 
practicing  physicians  with  personnel  trained  in  Euro- 
pean laboratories.  The  other  is  the  “research  ethic,” 
which  emphasizes  the  importance  of  laboratory  in- 
vestigation and  replaces  the  previously  existing  fi- 
nancial reward  system. 

The  chapter  “A  Scientific  Prescription  For  Amer- 
ican Medicine”  provides  an  interesting  description  of 
changing  concepts  in  medical  education  and  in  the 
practice  of  medicine  in  the  United  States. 

Appendices  provide  the  names  of  original  mem- 
bers of  the  American  Physiological  Society  and  their 
institutional  affiliation  at  the  time  of  election  as  well 
as  attendance  at  meetings  of  the  society  from  1887 
through  1899. 

This  is  a well  researched,  enjoyable,  and  informa- 
tive book.  It  provides  an  interesting  overview  of  the 
development  of  this  important  fundamental  disci- 
pline. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 

Detection^  Prevention  and  Management  of 
Urinary  Tract  Infections.  4th  Edition.  By  Calvin 
M.  Kunin.  Philadelphia:  Lea  & Febiger,  1987,  pp  447, 
illus,  $48.50. 

This  book  was  first  published  as  a brief  guide  to 
diagnosis  and  treatment  in  1972.  Dr  Kunin  has  ex- 
panded it  significantly  and  it  now  includes  detailed 
and  current  discussions  of  epidemiology,  pathology, 
microbial  virulence  factors,  host  defense  aspects, 
diagnostic  methods,  and  therapy.  Despite  the  fre- 
quency of  urinary  tract  infections,  there  are  many  un- 
answered questions  and  uncertainty  about  certain 
features  of  the  disorder  and  this  volume  addresses 
many  of  these. 

The  book  continues  to  provide  specific  advice  on 
management  of  common  clinical  problems,  methods 
for  examination  of  the  urine,  useful  summary  of  anti- 
microbial agents,  and  current  references  in  its  eight 
chapters  and  appendix.  It  is  put  together  in  a read- 
able but  well-documented  presentation. 

This  book  continues  to  fulfill  a useful  purpose. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 


Classifieds 

Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word.  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid.  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication 


Physicians  Wanted 


FAMILY  PRACTICE  — Stillwater,  Okla.  Seeking  family  doc- 
tor to  join  two  others  in  a primary  care  practice  (associated  with 
internists  and  pediatricians).  Share  call  three  ways.  Compensa- 
tion and  fringe  benefits  competitive.  For  more  information  call 
405-743-7350. 


FAMILY  PRACTICE:  Midwest  city  of  60,000,  1 hour  from 

metro.  Group  with  6-way  call.  Income  potential  $160,000.  Superb 
clinic  with  state-of-the-art  equipment,  across  from  hospital.  No 
OB.  This  is  a superb  Family  Practice  position.  Contact  Bill 
Sherriff,  10955  Granada,  Suite  203,  Overland  Park,  KS  66211. 
1-800-533-0525. 


GENERAL  PRACTICE,  FAMILY  PRACTICE,  INTERNAL 

MEDICINE;  Foreign  Medical  Graduates  welcome  in  this  group. 
1st  year  salary  $90,000-1-.  2nd  year,  owner  — share  overhead  but 
make  excellent  income  based  on  productivity.  4-way  call.  Lovely 
family  community  with  state-of-the-art  regional  150-bed  hospital. 
Contact  Judi  White,  10955  Granada,  Suite  203,  Overland  Park, 
KS  66211.  1-800-533-0525. 


GI:  Group  practice  in  Midwest  metro  area.  Heavy  consulta- 
tive practice,  new  procedure  room  being  built  in  office.  Excellent 
financial  package.  Serve  only  one  hospital  adjacent  to  office.  Con- 
tact Julie  Sherriff,  10955  Granada,  Suite  203,  Overland  Park,  KS 
66211.  1-800-533-0525. 


INTERNAL  MEDICINE:  Group  with  7-way  call.  Midwest 

city  of  60,000,  1 hour  from  metro.  New  luxury  retirement  villages 
in  area.  Superb  staff,  facility,  and  equipment.  Offices  across  from 
hospital.  Excellent  financial/benefit  package.  Contact  Judi  White, 
10955  Granada,  Suite  203,  Overland  Park,  KS  66211.  1-800-533- 
0525. 


La  Junta,  Colorado:  Seeking  director,  full-time  and  part-time 

emergency  positions  for  low  volume  emergency  department.  Excel- 
lent compensation,  paid  malpractice  insurance  with  unlimited  tail 
coverage,  and  optional  benefit  program.  Primary  care  experience 
and  ACLS  certification  required.  Contact:  Emergency  Consul- 
tants, Inc.,  2240  South  Airport  Road,  Room  54,  Traverse  City,  MI 
49684;  1-800-253-1785  or  in  Michigan  1-800-632-3496. 


NEUROLOGY:  Midwest  city  of  60,000,  1 hour  from  metro. 

Group  with  superb  equipment  including  CT,  MRI,  EEG,  EMG. 
New  Sleep  Lab  being  planned.  Top  income  with  superb  benefit 
package.  This  is  one  of  the  finest  neurology  positions  available  in 
the  United  States.  Contact  Barb  Inselman,  10955  Granada,  Suite 
203,  Overland  Park,  KS  66211.  1-800-533-0525. 


OCCUPATIONAL  MEDICINE  PHYSICIAN  — To  join  Tinker 

AFB  clinic  at  GS-13  level.  Salary  approximately  $55,400  with 
bonus  if  eligible  and  liability  coverage.  MD  or  DO  degree,  Okla- 
homa License,  and  some  prior  experience  relevant  to  preventive 
medicine  required.  Contact  Paul  Harjo,  (405)  739-3802. 


ORTHOPEDIC  SURGERY:  Midwest  city  of  60,000,  1 hour 
from  metro.  Join  3 in  superb  group  located  directly  across  from  the 
hospital.  Excellent  equipment  in-house,  including  CT  & MRI. 
Superb  income/benefit  package.  Contact  Bill  Sherriff,  10955 
Granada,  Suite  203,  Overland  Park,  KS  66211.  1-800-533-0525. 


(continued) 
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Physicians  Wanted  (continued) 


PEDIATRICS:  Midwest  city  of  60,000,  1 hour  from  metro. 

Join  3 in  superb  group.  Busy  practice  — up  to  50  patients  per  day. 
Excellent  income  and  benefit  package.  Contact  Barbara  Inselman, 
10955  Granada,  Suite  203,  Overland  Park,  KS  66211.  1-800-533- 
0525. 


PHYSICIAN  OPPORTUNITY.  A locally  based  group  of 

physicians  is  now  recruiting  physicians  to  staff  a new  facility  to 
be  located  in  Oklahoma  City.  These  medical  staff  positions  will 
offer  a competitive  salary  with  incentives,  including  a 401 K pro- 
gram, paid  malpractice  insurance,  paid  Continuing  Medical  Edu- 
cation, vacation,  and  a portion  of  licensure  and  association  fees. 
Multiple  physician  rotation  allows  for  a three  or  four  day  work 
week.  These  positions  offer  an  excellent  opportunity  for  a physi- 
cian looking  to  establish  a practice  in  Oklahoma  City.  Send  CV  in 
Confidence  to:  Carl  Ennis,  P.O.  Box  26846,  Oklahoma  City,  OK 
73126. 


Practice  where  others  want  to  vacation!  F.P.  to  join 

active  full  range  3-man  family  practice  in  Salida  CO  near  skiing, 
golfing,  fishing,  hunting.  Write  T.  Sandell,  M.D.,  111  Shavano, 
Salida,  CO  81201. 


PULMONARY:  Group  practice  in  Midwest  metro  area. 

Heavy  consultative  practice  with  busy  critical  care  service. 
Academic  affiliation  optional.  Serve  only  one  hospital,  adjacent  to 
office.  Excellent  financial  package.  Contact  Julie  Sherriff,  10955 
Granada,  Suite  203,  Overland  Park,  KS  66211.  1-800-533-0525. 


OSMA  TOLL-FREE  NUMBER 
1-800-522-9452 


Shashi  Husain,  M.D. 
Announces  the  opening  of 
Tulsa  Neurology  and  Headache  Clinic,  Inc 

Hillcrest  Physician's  Building  South 
1145  South  Utica  Avenue 
Suite  520 

Tulsa,  Oklahoma  74104 
Telephone:  (918)587-5534 
Office  Hours:  8:30  a.m.  to  5:00  p.m. 

Dr.  Husain  has  been  in  practice  since  1982. 


Family  Physician: 

Thinking 
about  a 
change? 

o 

o 

o 


Tired  of 
going  it 
aione? 

Then  consider  the  following: 

McLaren  Regional  Medical  Center 
is  sponsoring  select  practice 
opportunities  in  a number  of  quaint 
suburban  communities  located  near 
Flint,  Michigan,  each  offering  quality 
life  situations  for  physician  and 
family. 

Practice  opportunities  provide: 

• attractive  income 
guarantees/salaries 

• comprehensive  benefit 
program 

• paid  malpractice  insurance 

Partnership  arrangements  and  call 
coverage  available. 

For  details  contact: 

Rob  Stenberg 
Senior  Associate 
beRnie  hofpnann  associates,  I'nc. 

1 5565  Northland  Drive 
Suite  800E 
Southfield,  Ml  48075 

(313)  557-9340 
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OSMA  Physician 
Recovery  Program 

(405)  360-4535 


Key  numbers  for 
a more  profitable  practice: 


1-800-762-6468 


Professional  Management  Midwest® 
Exp>ert  advice  for  ease  of  practice. 
William  Curry,  Management  Consultant 
2707  E.  57th  Street 
Tulsa,  Oklahoma  74105 


HELP  PATIENTS  AVOID  PRESCRIPTION  CONFUSION 
USE  IDENTI-MED  RX  LABEL  SYSTEM 
AN  AID  TO  PATIENT  MANAGEMENT 

Rx  labels  you  can  see  and  feel!  Designed  for  the  "special  patient" 
(blindness,  illiteracy,  language,  age,  etc.)  or  the  patient  on  multiple 
Rx,  such  as  cardiac,  dialysis,  or  diabetes. 

Request  Identi-Med  Rx  Labels 
For  free  samples  and  information  call; 

Identi-Med,  Inc.  1-800-752-9404  (24  hours) 
1-405-765-0669 


CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS 

J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Surgery  of  the  Hand  & Congenital  Deformities; 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  7?116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 


Pasteur  Medical  Bldg. 

Room  301  East 
nil  N.  Lee 


Physicians  & Surgeons  Bldg. 

Room  105 
1211  N.  Shartel 


West  Laboratory 

Room  500 
3433  N.W.  56th 

South  Laboratory 

Room  106 
1044  S.W.  44 


South  Med 

103  S.  Community  Medical  Ctr. 
4200  S.  Douglas 

Classen  Laboratory 

Room  101 

1110  N.  Classen  Blvd. 


North  Laboratory 

Suite  3 

13509  N.  Meridian 


Med  Arts  Tulsa 

3233  E.  31st  Street 
Tulsa,  OK  74105 
(918) 747-7506 

OKLAHOMA  TOLL  FREE  1 -800-REF-LAB  1 

ALL  OKLAHOMA  CITY  LOCATIONS  239-7111 


THE 

INDEPENDENTT 
RMHDLD6Y 
INSTITUTE.  INE. 


4 


PATIENT 

CARE 

FACILITIES 


Medical  Arts  Laboratory 

100  Pasteur  Building  1111  N.  Lee 
Oklahoma  City,  OK  73103 


Accredited  by  the  American  Society  of  Cytology 
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The  (hind  Center 

For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


HOUSHANG  SERADGE,  MD,  FICS 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  Qty,  OK  73109  • (405)  631-4263 


SOUTHERN  PLAINS  MEDICAL  CENTER,  PC. 

ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 


SOUTHERN  PLAINS 

MEDICAL  CENTER  / Chickasha 

2222  Iowa  — 224-8111 

FAMILY  PRACTICE 
J W McDoniel.  M D 
J O.  Wood,  Jr,  M.D 

INTERNAL  MEDICINE 
W,S  Harrison,  M D 
D,L,  Stehr,  M D 
Don  R Hess,  M D 
R L Jenkins,  M D, 

L V,  Deck,  M D, 

R.C.  Talley,  M D 

CARDIOLOGY 
Joe  T Bledsoe,  M.D 

GASTROENTEROLOGY 
C K Su,  M D 

PEDIATRICS 
R E Herndon,  M.D 
E Ron  Orr,  M D. 

J E Freed,  M D 
Pilar  Escobar,  M D 
Donald  F Haslam,  M D 


OBSTETRICS  AND 

GYNECOLOGY 
Nancy  W.  Dever,  M D 
Alan  J,  Weedn,  M D 
David  Rumph,  M D. 

NEUROLOGY  (Part-time) 
Andrew  Gin,  M.D. 

GENERAL  & 

VASCULAR  SURGERY 
Linda  M.  Johnson,  M D 
Virginia  L,  Harr,  M.D, 

Myra  Campbell,  PA 

THORACIC  & 

VASCULAR  SURGERY 
Paul  B Loh,  M D 

OPHTHALMOLOGY 
John  R.  Gearhart,  M D 

ANESTHESIOLOGY 
T,  Gowlikar,  M D, 

Gideon  Lau,  M.D. 

M M Vaidya,  M D, 

ACUTE  CARE  & 

OCCUPATIONAL  MEDICINE 
C R Gibson,  M D 
Edwin  Horne,  Jr,  M.D 


UROLOGY 
K.T  Varma,  M D 

ORTHOPEDIC  SURGERY 
J E.  Winslow,  M D 
Timeri  Murari,  M D 
Bill  OhI,  PA. 

CLINICAL  PSYCHOLOGY 
J M Ross,  Ph  D 

RADIOLOGY 
T.J  Williams,  M D 

SPEECH  PATHOLOGY 
Colette  Ellis,  M Ed.,  C.C  C 

DERMATOLOGY 
Linda  A,  Reinhardt,  M D 

ALLERGY 

R E,  Herndon,  M.D. 

W.S,  Harrison,  M D 

PHYSICAL  MEDICINE 

& REHABILITATION 
Kumudini  Vaidya,  M.D 

NEUROSURGERY  (Part-time) 
R E,  Woosley,  M.D, 


PLASTIC  & RECONSTRUCTIVE 
SURGERY  (Part-time) 

E C Duus,  M D 

ONCOLOGY  (Part-time) 

R G Ganick,  M D 
L M Bowen,  M D 


SOUTHERN  PLAINS 
MEDICAL  CENTER  / Duncan 
2515  West  Elk  — 252-6080 

FAMILY  PRACTICE 
Christopher  M Herndon,  M D 
Jeff  Jones,  M D. 

ALLERGY  (Part-time) 

R E Herndon,  M.D 

DERMATOLOGY  (Part-time) 

Mark  Roytman,  M D. 

SOUTHERN  PLAINS 
AMBULATORY  SURGERY  CENTER 
2222  Iowa  — Chickasha,  OK 
MEDICARE  Approved 

ADMINISTRATION 
Daniel  N.  Vaughan 
David  L,  Ward 
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Oklahoma  Transplantation 

Institute 

THE  PREMIER  TRANSPLANTATION  INSTITUTE  IN  OKLAHOMA 

There  are  only  30  regional  Heart  Transplant  Centers  in  America,  and  one 
of  them  is  right  here  in  Oklahoma  City.  The  only  Heart  Transplant  program 
in  Oklahoma  to  earn  government  Medicare  Certification. 


- Nazih  Zuhdi,  MD  - 

DIRECTOR, 

CHIEF  TRANSPLANT  SURGEON 


Heart  Transplantation 
Heart- Lung  Transplantation 
Lung  Transplantation 

Nazih  Zuhdi,  MD,  Chief 
Allen  E.  Greer,  MD 
John  S.  Chaffin,  MD 
David  K.C.  Cooper,  MD 
John  S.  Muchmore,  MD 


Kidney  Transplantation 

Scott  Samara,  MD,  Chief 

B.G.  Smith,  MD 
Paul  Donat,  MD 

Research 

Bettina  Mues 
Ye  Yong 

Yukifusa  Yokoyama 


The  Oklahoma  Transplantation  Institute 
at  Baptist  Medical  Center 

3300  Northwest  Expressway  / Oklahoma  City,  Oklahoma  73112 

(405)  949-3349 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 
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Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

till  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
*Stephen  Tkach,  MD,  FACS 
Joseph  F.  Messenbaugh  III,  MD,  FACS 
*].  Patrick  Evans,  MD,  FACS 
*Edwin  E.  Rice,  MD,  FACS 
■^Warren  G.  Low,  MD,  FACS 
*Thomas  C.  Howard,  MD,  FACS 
David  L.  Holden,  MD,  FACS 
■^Brock  E.  Schnebel,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
*Richard  J.  Hess,  MD,  FACP 
*Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 
*Larry  G.  Willis,  MD 
^Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Jack  W.  Parrish,  MD,  FAAFP 
Robert  R.  Dugan,  MD 

MANAGEMENT  SERVICES 

*Specialty  Board  Diplomate  James  A.  Hyde,  Administrator 


QKL'A'HOMA 


msm 


MAIN  OFFICE 
750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 
(405)  235-0040 


MERCY  OFFICE 
Mercy  Doctors  Tower 
4200  W.  Memorial  Rd.,  Suite  112 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 
3433  N.W.  56th,  Suite  870 
Oklahoma  City,  Oklahoma 
(405)  235-0040 


Specializing  in  the  diagnosis  and  treatment 
of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 


Robert  S.  Ellis,  MDt* 

Lyle  W.  Burroughs,  MDt° 
Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MDf* 
John  R.  Bozalis,  MD,  t* 
John  S.  Irons,  MDt° 
Warren  V.  Filley,  MD,  t* 
James  R.  Claflin,  MDt° 


Senior  Consultants: 
George  S.  Bozalis,  MD 
George  L.  Winn,  MDt 


t Diplomate  American  Board  of  Allergy  and  Immunology 
■ Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


NORMAN  OFFICE 
950  North  Porter,  Suite  101 

Norman,  Oklahoma  Executive  Director; 

(405)  235-0040  Q.  Keith  Montgomery,  MHA 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N.  Saratoga/P.O.  Box  849 
Shawnee,  Oklahoma  74801 
Phone:  (405)  273^5801 


FAX: 

(405)  273^2632 

ALLERGY 

INFECTIOUS  DISEASE 

ORTHOPEDIC  SURGERY 

PATHOLOGY  CONSULTANT 

A.M.  Bell,  M.D. 

William  A.  Chapman,  M.D. 

T.A.  Balan,  M.D.,  F.A.A.O.S. 
R.M.  Kamath,  M.D.,  M.S. 

David  L.  McBride,  M.D. 

GENERAL  SURGERY 

INDUSTRIAL  MEDICINE 

(Orth),  F.A.A.O.S. 

RADIOLOGY 

Frank  H.  Howard,  M.D. 

A.M.  Bell,  M.D. 

S.M.  Waingankar,  M.D., 

CONSULTANTS 

Gary  D.  Myers,  M.D. 

OBSTETRICS, 

M.S.,  (Orth.),  F.A.A.O.S. 

William  Phillips,  M.D. 

Robert  G.  Wilson,  M.D. 

INTERNAL  MEDICINE 

GYNECOLOGY 

OTORHINOLARYNGOLOGY 

Cranfill  K.  Wisdom,  M.D. 

Michael  W.  Butcher,  M.D. 

Richard  E.  Jones,  M.D. 

Shrikant  Rishi,  M.D.,  M.S., 

Merle  L.  Davis,  M.D. 

Larry  D.  Fetzer,  M.D. 

Stephen  E.  Trotter,  M.D. 

F.A.C.S. 

ANCILLARY 

SMCC  Radiology 

Eldon  V.  Gibson,  M.D. 

NEONATOLOGY 

PEDIATRICS 

SMCC  Laboratory 

David  L.  Holland,  Jr.,  M.D. 

R.K.  Mohan,  M.D. 

A.M.  Bell,  M.D. 

Jerry  Brad  Jarrell,  M.D. 

William  A.  Chapman,  M.D. 

ADMINISTRATOR 

D.A.  Mace,  M.D. 

S.P.  Shetty,  M.D. 

OPHTHALMOLOGY 

David  K.  Linn,  M.D.,  Ph.D. 

R.K.  Mohan,  M.D. 

Lee  Michael  Hilka 

ORTHOPEDIC  ASSOCIATES,  INC. 

AND 

AMBULATORY  SURGERY  CENTER 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  731 12-5691 
(405)  947-0911 


David  R.  Brown,  MD 
Ralph  E.  Payne,  Jr,  MD 
J.  Charles  Monnet,  MD 
David  A.  Flesher,  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III.  MD 
Michael  O.  Williams,  MD 
James  M.  Odor,  MD 


Jimmy  H.  Conway,  Jr.,  M.D. 


Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 
Surgery  of  the  Spine 


Total  Joint  Replacement 
Physical  Therapy 
Conservative  Spine  Care 
General  Orthopedic  Services 
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Y 

T E S, 


DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OF  RADIOLOGY 


N C. 


Diagnostic  Radiology,  Mammography 
Ultrasound,  Nuclear  Medicine 
Computed  Tomography 
Magnetic  Resonance  Imaging 
Angiography  and  Interventional  Radiology 


JAMES  T.  BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D.,  F.A.C.R.,  D.A.B.N.M. 
G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALF  E.  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P. 
ROGER  B.  COLLINS,  M.D. 

GARYG.  ROBERTS,  M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 

JAY  A.  HAROLDS,  M.D.,  F.A.C.R.,  D.A.B.N.M. 
CAROL  KAHNERT  YATES  , M.D. 

FRANCIS  “TAD”  CASSIDY,  JR.,  M.D. 

EXECUTIVE  DIRECTOR 
BURT  LOESSBERG,  M.B.A. 


PRACTICE  LOCATIONS 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N.W.  56TH,  SUITE  C-10 
OKLAHOMA  CITY,  OK  73112 
(405)  945-4750 


BAPTIST  MEDICAL  CENTER 
3300  N.W.  EXPRESSWAY 
OKLAHOMA  CITY,  OK  73112 
(405)  949-3202 


DEACONESS  HOSPITAL 
5501  N.  PORTLAND 
OKLAHOMA  CITY,  OK  73112 
(405)  949-6107 


NORTHWEST  MEDICAL  CENTER 
3330  N.W.  56TH  STREET,  SUITE  206 
OKLAHOMA  CITY,  OK  73112 
(405)  945-4740 


MEDICAL  PLAZA  IMAGING 

COMPUTED  TOMOGRAPHY  — MAGNETIC  RESONANCE  IMAGING 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N.W.  56TH,  SUITE  C-10 
OKLAHOMA  CITY,  OK  73112 
(405)  945-4760 
1-800-522-6613 


7 AM  - 11  PM 
MONDAY -SATURDAY 


OKLAHOMA  HANDi= 
SURGERY  CENTER,  INC. 


Carlos  A.  Garcia-Moral,  MD,  FACS 

405/232-3210 

300  Northwest  13th,  Suite  100 


Kenneth  A.  Hieke,  MD 
Oklahoma  City,  OK  73103 
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ALLERGY 


JAMES  A MURRAY,  MD,  INC 


Galen  P Robbins,  MD 
Williams  S Myers,  MD 
Lawrence  M Higgs,  MD 
William  J.  Fors.  MD 


Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 


CARDIOVASCULAR  CLINIC 

W H Oehlerl,  MD  Mel  Clark.  MD 

Charles  F Bethea,  MD  Jerome  L Anderson,  MD 
Fred  E,  Lybrand,  MD  Santosh  T Prabhu,  MD' 

Richard  T Lane.  MD 


CARDIOVASCULAR  DISEASES 


JAMES  A MURRAY.  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diptomate  Amencan  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa.  Oklahoma  74177 


Northwest  Medical  Center 


Suite  602 


Cardiac  catheterization,  aortography  and  coronary  anteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Oklahoma  City,  OK  73112  Telephone  947-3341 

4200  W Memorial,  Suite  704,  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


NORTHWEST  ALLERGY  CLINIC.  INC 

John  L Davis.  M D 
3330  N W 56th 

Oklahoma  City,  Oklahoma  731 12 
405  843-6619 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare.  BC&BS,  Slate  PRO  Accepted 

Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


OKLAHOMA  ALLERGY  CLINIC.  INC. 

Specializing  in  the  Diagnosis  and  Treatment  ot  Allergic  Disease 


Roberts.  Ellis,  MDf 
Lyle  W.  Burroughs,  MDt° 
Charles  D Haunschild,  M0t‘ 
James  H.  Wells,  MDf 


John  R.  Bozalis,  MDf 
John  S.  Irons,  MDt° 
Warren  V.  Filley,  MDf 
James  R.  Clatlin,  MDf 


Senior  Consultants:  George  S.  Bozalis,  MD;  George  L.  Winn,  MDt 


t Diplomale  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Infernal  Medicine 
° Diplomale  American  Board  of  Pediatrics 


Central  Office:  Baptist  Medical  Plaza  N 

750  NE  13lh  St  3433  NW  56th 

Okla  City,  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W.  Memorial 
Suite  112 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 


ANESTHESIOLOGY 


ROBERT  E KAPLAN,  M D, 

— Anesthesiology  — 

Pain  Management 
3500  Slate  Street 

Telephone:  918-333-4550  Bartlesville,  OK  74006  Fax:  918-333-5886 


CARDIOVASCULAR 


RONALD  W.  GILCHRIST,  JR  , MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City,  X-Ray  and  CO2  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


SKIN  & SKIN  CANCER  CENTER,  INC. 

C.  Jack  Young,  MD 

Diplomate  American  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N.W.  56,  Oklahoma  City  (405)  946-5678 


ENDOCRINOLOGY 


M GUDE,  MD,  MRCP  (UK),  FACP 
Diplomate,  American  Boards  of  Internal  Medicine 
and  Endocrinology/Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  - THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC,  OK  73119  PH;  681-1100 
North  Office:  6001  NW  120th  Ct  #6,  OKC,  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


GYNECOLOGIC  ONCOLOGY 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catheterization,  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service),  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 


Gynecologic  Oncology  & Pelvic  Surgery 
JEFFREY  J SMITH.  MD,  FACOG,  FACS 


'G.L.  Honick,  MD.  FACC  943-8428 
■J.L.  Bressie,  MD.  FACC  946-0568 
A.F.  Elliott,  MD,  FACC  943-8421 
A S.  Dahr,  MD,  MS  947-2321 


■J.  Voda,  MD,  FACC  947-1297 
G.L.  Worcester,  MD  943-4134 
•K.J  Kassabian,  MD  272-8397 


'Certified  by  fhe  American  Board  of  Cardiovascular  Disease 
Baptist  Medical  Plaza 

7th  Floor,  3433  N.W.  56th  Oklahoma  City,  Oklahoma  73112 


Certified,  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 

711  Stanton  L,  Young  Blvd,  #706 
Oklahoma  City,  Oklahoma  73104 
271-3200 


Professional  card  listings  are  available 
to  OSMA  members.  They  are  sold  in 
vertical  increments  of  one-half  inch  at 
the  rate  of  $55.00  per  half  inch  per  year. 


I Okla  State  Med  Assoc,  Vol  84,  June  1991 


287 


PEDIATRIC  SURGERY 


Practice  of  Internal  Medicine  and  Nephrology 

TV  VENKATA  RAMAN,  MD,  FACP 
Diplomale  American  Board  of  Inlernal  Medicine  and  Nephrology 


Classen  Professional  Bldg. 
1110  N.  Classen  Blvd,.  #200 
Oklahoma  City,  OK  73106 
(405)  235-8229 


M D Medical  Tower 
8121  National  Ave.,  #401 
Midwest  City,  OK  73110 
(405)  733-9987 


OPHTHALMOLOGY 


John  W Huneke,  MD.  FACS,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada.  Oklahoma  74820 


JAMES  B MILLS.  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON.  MD  232-5543 

Lacrimal  Surgery.  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 1th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY.  MD,  INC 
Diplomate,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N.W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office:  405/272-6802  After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS,  PC, 

Baptist  Medical  Center  - South  Building 
3435  N.W.  56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 

S Fulton  Tompkins,  MD,  DABOS  John  F Thompkins,  MD,  DABOS 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


WM.  P.  TUNELL,  MD*  DAVID  W.  TUGGLE,  MD* 

940  NE  13th  Street,  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
*American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R.  Murali  Krishna,  M.D  , FAPA 
Diplomate,  American  Board  of  Psychiatry 
John  C.  Andrus,  M.D.,  MAPA 
Diplomate,  American  Board  of  Psychiatry 
Shree  S.  Vinekar,  M.D.,  FAACP 
Diplomate,  American  Board  of  Psychiatry  and  Child  Psychiatry 
Twyla  J.  Smith,  M.D.,  Diplomate,  American  Board  of  Psychiatry 
Charles  E.  Smith,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
Cheryl  L.  Feigal,  M.D.,  Diplomate,  American  Board  of  Psychiatry 
V.  Girijanand  Bhat,  M.D.,  MRCPsych  (UK) 
CONSULTANTS 
Robert  J.  Outlaw,  M.D,,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
PovI  Toussieng,  M.D.,  FAPA 

Thurman  E.  Coburn,  Ph  D , Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Donna  D.  Smela,  ACSW,  Clinical  Psychiatric  Social  Worker 
St.  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER,  MD 
Psychiatry 


Suite  318  Classen  Professional  Bldg.  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K.  IMES,  MD 
JOHN  E.  HUFF,  MD 
ELWOOD  F.  WILLIAMS,  MD* 

Diplomates  American  Board  of  Inlernal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 
*Board  Eligible  Pulmonary  Disease 

3330  N.W  56lh  Street.  Suite  212  (405)  947-3335 

Oklahoma  City,  Oklahoma  73112 


KATHERINE  S LITTLE,  MD 
DENNIS  M PARKER,  MD 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH,  JR  , MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified-American  Board  of  Otolaryngology 
4200  West  Memorial  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


3330  N.W.  56th  Street,  Suite  208 

Oklahoma  City,  Oklahoma  73112 


OSMA  News 

Another  OSMA  member  service 


(405)  949-2215 
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Contributions 

Articles  submitted  for  publication,  including  Annual  Meet- 
ing papers,  become  the  sole  property  of  the  Journal  and 
must  not  have  been  published  elsewhere.  The  Editorial 
Board  reserves  the  right  to  edit  any  material  submitted. 
Manuscripts  must  be  typewritten,  double-spaced,  and  sub- 
mitted in  duplicate.  Authors  who  can  do  so  are  encouraged 
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detailed  in  the  AMA’s  Manual  of  Style.  An  abstract  of  150 
words  or  less  should  accompany  each  paper  and  should  state 
(1)  the  exact  question  considered,  (2)  the  key  points  of 
methodology  and  success  of  execution,  (3)  the  key  findings, 
and  (4)  the  conclusion(s)  directly  supported  by  these  find- 
ings. Footnotes,  bibliographies,  and  legends  for  illustrations 
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References  are  to  be  listed  in  the  order  of  their  appearance 
in  the  article. 
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Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
magazine. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript 
Press,  222  East  Eufaula,  Norman,  Oklahoma  73069,  prior 
to  publication  of  their  articles.  Other  requests  for  reprints 
must  be  made  to  the  Transcript  Press  within  30  days  after 
publication. 
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to  Oklahoma  physicians.  Where  dates  of  meetings,  etc,  are 
important,  please  remember  that  each  issue  closes  on  the 
first  day  of  the  preceding  month  and  reaches  subscribers  in 
the  latter  half  of  the  month  of  publication. 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF 

HEALTH  PROFESSIONS 
TOLL  FREE  “STAT” 
1-800-423-USAF 


The  Last  Word 


■ G.  Rainey  Williams,  MD,  chairman  and  profes- 
sor of  surgery  at  the  University  of  Oklahoma  Health 
Sciences  Center  (OUHSC),  is  the  recipient  of  the 
eighth  annual  Stanton  L.  Young  Master  Teacher 
Award.  The  award,  which  includes  a $10,000  prize, 
was  established  in  1983  through  an  endowment  from 
Mr  and  Mrs  Young.  It  is  given  annually  to  a faculty 
member  at  the  OU  College  of  Medicine.  Dr  Williams 
was  given  the  award  April  25  during  a black-tie  gala 
at  the  Oklahoma  City  Golf  and  Country  Club.  The 
banquet  was  hosted  by  OU  President  Richard  L.  Van 
Horn,  OU  Health  Sciences  Center  Provost  Clayton 
Rich,  and  the  OU  Board  of  Regents. 

■ US  Senator  David  L.  Boren  (D-Okla)  is  the  re- 
cipient of  this  year’s  Amicus  Medicinae  (Friend  of 
Medicine)  Award,  presented  annually  by  the  Univer- 
sity of  Oklahoma  College  of  Medicine  Alumni  Associ- 
ation. The  award  was  presented  during  the  associa- 
tion’s annual  dinner,  one  of  several  Alumni  Days 
events  held  May  9-11  at  the  Sheraton  Century  Center 
Hotel  in  Oklahoma  City.  Also  honored  were  Thomas 
E.  Acers,  MD,  Oklahoma  City,  named  Physician  of 
the  Year,  Academic  Medicine,  and  John  A.  McIntyre, 
MD,  Enid,  Physician  of  the  Year,  Private  Practice. 

■ OSMA  members  are  asked  to  remember  the 
Journal  when  looking  through  their  favorite  slides 
and  photographs.  Physicians’  photographs  depicting 
some  aspect  of  either  medicine  or  the  state  of  Okla- 
homa are  being  sought  for  possible  use  on  Journal 
covers.  Vertical  formats,  in  either  color  or  black-and- 
white,  are  preferred.  For  details,  call  the  Journal  of- 
fice, 405-843-9571  or  1-800-522-9453. 

■ According  to  the  latest  edition  of  Physician 

Characteristics  and  Distribution  in  the  US,  America’s 
physician  population  grew  from  260,484  in  1960  to 
600,789  in  1989.  This  represents  an  increase  of  131%, 
while  the  total  US  population  increased  only  36% 
during  the  same  period.  As  a result,  the  physician-to- 
population  ratio  has  improved  from  1:703  to  1:416.  To 
obtain  a copy  of  the  publication,  call  1-800-621-8335. 

■ For  the  sixth  year,  James  B.  Eskridge  III,  MD, 

Oklahoma  City,  is  serving  as  chairman  of  the  Okla- 


homa State  Medical  Association/Oklahoma  Special 
Olympics  Corporate  Association  Giving  Committee. 
During  that  time,  Oklahoma’s  physicians  have  con- 
tributed more  than  $25,000  to  Oklahoma  Special 
Olympics  and  many  have  volunteered  their  time  to 
perform  physical  examinations  on  special  athletes  or 
to  run  local  Special  Olympics  events.  This  year’s 
statewide  competition  was  held  May  15-17  at  Okla- 
homa State  University’s  Lewis  Stadium  in  Stillwater. 
However,  programs  for  these  special  athletes  con- 
tinue throughout  the  year.  Physicians  wishing  to 
make  contributions  or  volunteer  their  assistance 
may  contact  Oklahoma  Special  Olympics,  1860  East 
15th  Street,  Tulsa,  OK  74104,  (918)  747-9535  or 
1-800-722-9004. 

■ OASIS,  Oklahoma’s  statewide  information 
and  referral  service  for  children  with  special  needs, 
has  established  new  toll-free  telephone  number.  The 
service  can  now  be  reached  by  dialing  1-800-42-OASIS. 
Information  about  the  change  is  important  to  parents 
and  professionals  outside  the  Oklahoma  City  area 
who  may  wish  to  continue  receiving  assistance  in 
locating  services  for  children.  Persons  in  Oklahoma 
City  can  still  reach  OASIS  at  271-6302.  Telephone 
calls  and  information  are  free.  Trained  information 
specialists  operate  OASIS  from  8:30  am  to  4:30  pm 
Monday  through  Friday. 

■ Individuals  wishing  to  receive  the  monthly 

Oklahoma  AIDS  Update  from  the  Oklahoma  State 
Department  of  Health  may  contact  the  OSDH,  AIDS 
Division  — 0304,  1000  NW  10th  Street,  Oklahoma 
City,  OK  73117-1299. 

■ Physicians  may  wish  to  note  the  following 

AIDS  hotline  numbers  for  future  reference:  Okla- 
homa AIDS  Information  Line,  1-800-535-AIDS;  In- 
formation for  Health  Care  Professionals,  1-800-548- 
4659;  National  AIDS  Clearinghouse,  1-800-458- 
5231;  National  Indian  AIDS  Hotline,  1-800-283- 
AIDS;  and  National  Spanish  AIDS  Hotline,  1-800- 
344-SIDA.  (J) 
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►day’s  consumer  is  more  health- 
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e word. 
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I o one  ever  said  being  a doctor  was  easy!  Do  you  fre- 
L ^ quently  find  yourself  frustrated  by  government  mles 
and  insurance  company  regulations  that  have  you  working 
harder  and  making  less?  Trying  to  take  care  of  your  patients 
while  handling  the  business  aspects  of  your  practice  is  as 
crazy  as  trying  to  go  the  distance  with  Mike  Tyson. 

If  contract  insurance  plans  and  personnel  problems  have 
you  down  for  the  count  and  you  feel  boxed  into  a corner, 
it’s  time  to  call  the  Professionals  at  Professional  Office 
Management. 

POM  is  the  oldest  and  most  reliable  practice  management 
company  in  Oklahoma.  We  have  the  experienced  staff  and 
resources  necessary  to  keep  your  medical  office  on  its  toes. 


Don’t  throw  in  the  towel!  If  you  want 
to  feel  like  a champ  again,  leave  your  office 
problems  to  the  Professionals. 


I Professional 

Office  Management 
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EDITOR-IN-CHIEF 

Ray  V.  McIntyre,  MD 

EDITOR  EMERITUS 
Mark  R.  Johnson,  MD 

MANAGING  EDITOR 

Susan  F.  Records 


EDITORIAL  BOARD 

Ray  V.  McIntyre,  MD 
Editor-in-Chief 

Harris  D.  Riley,  Jr,  MD 
Editor 

Robert  L.  Scott,  MD 
Editor 


ASSOCIATE  EDITORS 

M.  DeWayne  Andrews,  MD 
Ruth  H.  Oneson,  MD 
David  M.  Selby,  MD 
Clifford  G.  Wlodaver,  MD 


THE  ASSOCIATION 

David  Bickham 
Executive  Director 

M.  Michael  Sulzycki 
Director  of  Communications 


Journal  (ISSN  0030-1876)  (USPS  285-000)  is  the 
official  publication  of  the  Oklahoma  State  Medical 
Association  and  is  published  monthly  under  the  direc- 
tion of  the  OSMA  Board  of  Trustees  at  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Second  class 
postage  paid  at  Oklahoma  City,  OK  73125.  PHDST- 
MASTER:  Send  address  changes  to  Journal,  c/o 
Oklahoma  State  Medical  Association,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118. 

Subscription  to  the  Journal  is  included  in  member- 
ship dues.  All  other  subscriptions  are  $30  per  year. 
Single  issues  are  $3  per  copy,  prepaid,  subject  to  avail- 
ability. 

National  advertising  representative:  State  Medical 
Journal  Advertising  Bureau,  Inc.,  711  South 
Boulevard,  Oak  Park.  IL  60302,  phone  (708)  383- 
8800. 


The  Journal  does  not  assume  responsibility  for  opin- 
ions expressed  by  the  authors.  Products  and  services 
advertised  in  the  Journal  are  neither  endorsed  nor 
guaranteed  by  the  Oklahoma  State  Medical  Associa- 
tion. 

Copyright  © 1991  by  the  Oklahoma  State  Medical 
Association. 


OKLAHOMA  STATE  MEDICAL  ASSOCIATION 


JULY  1991 


VOL.  84,  NO.  7 


Editorial 

Refining  American  Gold  301 

R.V.  McIntyre,  Kingfisher 

President’s  Page  303 

B.D.  Dotter,  Okeene 

Scientific 

Enterococcus:  An  Old  Pathogen  with  New  Tricks  ....  305 


L.A.  Haglund,  D.J.  Flournoy,  M.S.  Gilmore,  M.M.  Huycke; 
Oklahoma  City 


1991  Annual  Meeting  Index  and  Proceedings  . 310 


News 311 

OSMA  delegates  elect  new  officers  . . . Awards  keep 
presenters  busy  at  Annual  Meeting.  . . OKC  doctor  receives 
lung  association  award 


Departments 

From  the  OSDH 314 

In  Memoriam  315 

Worth  Repeating 316 

Reaction  Time 320 

Deaths 321 


Classifieds  321 

Instructions 

for  Authors 398 

Index  to  Advertisers  . . 398 
The  Last  Word 400 


On  The  Cover 


OSMA  joins  the  nation  in  celebrating  our 
independence  and  the  return  of  our  troops 
from  the  Middle  East. 

Photograph  by  Ray  V.  McIntyre,  MD, 
Kingfisher.  Art  direction  by  Graphic  Art 
Center,  Oklahoma  City. 


I Okla  State  Med  Assoc,  Vol  84,  July  1991 


295 


BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 
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Family  therapy 
for  colic 

The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  fact  is  clear; 

Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That’s  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.’ 


Frequency  of  crying  attacks  Amplitude  of  crying  attacks 


1234567fl234567 


Period  of  therapy  (days)  Period  of  therapy  (days) 

Placebo  therapy  Active  therapy 

p values  (active  vs  placebo)  NS  = Not  sigmlicant  •p<  0 05  tp<0  02  tp<0  01 

Double-blind,  randomized,  placebo-controlled  study 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it’s  naturally  flavored- 
something  else  they’ll  appreciate. 


Helps  you  through 
the  colic  phase. 


1.  Kanwaljit  SS,  Jasbir  KS  Simethicone  in  the  management  of  infant  colic. 
Practitioner.  1988:232:508 
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For  your  insulin-mixing 
or  NPH-using  patients 

1 

Humulin  ^930 

makes  life  easier 

! 

Rapid  onset  and  sustained] 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use — 
for  patients  who 
find  mixing  difficult 


;U  MO?  8010-01 
^ 10  ml  HI-718 
“"■Is  per  ml  J 

insulin 
suspension 
■^^an  insulin 

■'•'■’'3.0!  DNA  (XiQiny 


Specify 

HumuKri 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  injection 
(recombinant  DNA  origin) 


Humulin  has 
just  the  right  mix 
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(beef  pork,  beef-pork,  human),  and/or  method  of  ! 
manufacture  (recombinant  DNA  versus  animal-source  | 
insulin)  may  result  in  the  need  for  a change  in  dosage.  ' 
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Editorial 


Refining  American  Gold 

Many  human  beings,  including  physicians,  some- 
times experience  an  overwhelming  fear  of  death,  and 
may  thereby  be  forever  changed.  Growing  toward 
maturity,  our  psyches  are  radically  transformed  by 
those  crises  that  force  us  to  confront  our  own  mortal- 
ity. When  our  emotional  minds  come  to  know  that  our 
own  flesh  is  vulnerable  to  death,  and  in  fact  will  die, 
there  follows  a reevaluation  of  our  emotional  prior- 
ities, a firming  of  our  moral  values,  and  an  en- 
lightened perspective  on  all  subsequent  troubles. 
Ever  after  such  an  emotional  change,  we  see  the 
perils  of  the  world  in  a new,  different  light,  and  our 
goals  are  more  reasonable,  and  more  apt  to  be  timely 
achieved. 

This  common  human  emotional  experience  has 
an  equivalent  in  the  life  of  nations.  Nations  are 
formed  in  fractious  human  strife  that  often  estab- 
lishes a defining  national  character.  And  not  uncom- 
monly, in  the  nation  that  survives  for  a long  time, 
there  occurs  a series  of  recurrent  crises  that  periodi- 
cally renew  and  redefine  the  essential  character  of 
that  nation. 

The  United  States  was  bom  in  a rebellion  against 
the  British  Crown,  and  the  defining  creed  of  our  nas- 
cent nation  was  the  idea  that  the  citizen  was  bora 
free.  Only  elected  officials  govern.  Government  power 
derived  solely  from  the  consent  of  the  governed.  And 
these  tenets  were  extended  and  strengthened  by  the 
Civil  War  citizenship  redefinition  that  emancipated 
the  slaves.  Also,  the  battles  of  World  War  I and  II  dis- 
seminated worldwide  the  knowledge  that  the  Amer- 
ican creed  believes  the  citizen  should  be  free  of  polit- 
ical, police,  or  military  oppression. 

After  World  War  II,  the  national  character  of  the 
United  States  came  under  considerable  trial  during 
the  Cold  War  with  Communism.  The  United  States 
spirit  reached  a nadir  of  self-doubt  with  the  loss  of  the 
Vietnam  War  and  the  near  loss  of  the  entire  genera- 
tion of  young  adults  of  the  sixties  who  somehow  got 
stuck  in  a chronic  adolescent  rebellion.  During  these 
dark  days  of  our  national  life,  it  became  unpopular 
to  be  patriotic.  To  salute  the  flag  was  deprecated  by 
many  opinion  leaders. 

I Okla  State  Med  Assoc,  Vol  84,  July  1991 


But  a battalion  of  United  States  patriots  perse- 
vered in  the  promoting  of  American  values  during 
the  Cold  War,  and  continued  to  maintain  and  improve 
the  core  of  our  military  strength,  and  carried  on  with 
the  economic  development  of  the  United  States. 

Out  of  this  dark  spiritual  depression  emerged  a 
new  and  higher  concept  of  patriotism  that  is  not 
based  on  simple  territoriality  or  the  imposition  of 
armed  might,  but  on  the  concept  that  the  American 
creed  is  the  best  system  yet  developed  to  secure  life, 
liberty,  and  opportunity  for  personal  development  for 
the  individual  citizen.  Even  many  of  our  rebellious 
young  Americans  came  to  realize  that  no  other  na- 
tion can  equal  the  United  States  in  the  opportunities 
afforded  to  the  average  citizen.  The  United  States  re- 
mains the  emigrant’s  utopia  for  personal  opportunity. 

And  then  in  1989,  after  forty  years  of  a Cold  War 
with  few  successes,  the  Communist  empire  crumbled, 
and  socialism  was  starkly  revealed  to  be  intellectu- 
ally bankrupt  and  unable  to  harvest  the  potatoes.  Al- 
most before  the  dust  settled  from  the  socialist  col- 
lapse in  Eastern  Europe,  Saddam  Hussein  invaded 
Kuwait  and  challenged  the  entire  world  that  military 
despotism  would  rule  the  world  again. 

This  rebirth  of  despotism  elicited  a magnificent 
response  from  the  United  States.  Even  though  the 
penumbra  of  Vietnam  shadowed  the  national  politi- 
cal debate,  the  opportunity  to  project  the  essence  of 
the  American  creed  to  a new  quarter  of  the  world  was 
grasped  under  the  aegis  of  the  United  Nations. 
Though  many  regional  difficulties  persist,  and  the 
war  that  was  won  in  a hundred  hours  may  require  a 
hundred  years  to  win  the  peace,  still  we  can  today  see 
that  the  United  States  has  passed  through  yet 
another  defining  crisis  in  national  history.  The  in- 
trinsic value  of  the  creed  of  individual  liberty  has 
been  spread  into  new  areas  of  the  world.  Importantly, 
the  United  States  has  reaffirmed  its  valuation  of  citi- 
zen autonomy,  a democratic  political  process,  and  the 
pursuit  of  justice  in  international  relationships. 

In  this  action,  as  in  every  war  the  United  States 
has  fought,  the  physicians  and  nurses  of  our  society 
have  given  their  skills  to  the  soldiers,  the  enemy  pris- 
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oners,  and  the  injured  civilians  of  the  war  zone.  By 
news  reports,  two  physicians  were  killed  in  action 
and  two  more  lost  their  lives  in  accidents  in  the  war 
zone.  Many  more  medical  personnel  have  sacrificed 
time,  career  opportunities,  and  other  personal  con- 
tributions to  ensure  that  the  armed  forces  received 
the  very  best  medical  care.  Our  society  owes  them  the 
highest  honor. 

By  these  exemplary  deeds,  the  American  concept 
of  life,  liberty,  and  the  pursuit  of  happiness  has  been 
further  refined.  We  now  know  the  United  States  will 


have  renewed  life  as  a democratic  republic.  We  as  its 
citizens  will  have  further  opportunities  to  renovate 
the  governmental  relations  to  its  citizenship  and  to 
the  health  care  system. 

It’s  a grand  old  flag! 
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At  the  time  of  this  writing 
HB  1718  had  just  been 
signed  into  law  by  Governor 
David  Walters.  In  essence  it 
makes  some  3500  additional  in- 
dividuals eligible  for  Medicaid 
benefits. 

The  intent  of  the  proposed 
legislation  was  to  study  the 
need  for  a new  approach  to  im- 
proving access  to  obstetrical  care  by  families  that  are 
not  covered  by  insurance  but  have  incomes  above  the 
requirements  for  Medicaid. 

The  Health  Futures  Steering  Committee  of  the 
Oklahoma  State  Department  of  Health  would  in- 
itiate the  study  charged  with  assessing  existing  state 
and  local  programs  that  provide  prenatal,  delivery, 
and  infant  care  services,  developing  a comprehensive 
strategy  for  provision  of  services  on  a community, 
county,  and  statewide  level,  and  identifying  barriers 
to  delivery. 

The  identified  and  publicized  crisis  in  Tulsa 
prompted  HB  1718  and  other  proposed  remedies,  all 
of  which  would  have  a major  budgetary  impact. 

I have  reviewed  our  accounts,  both  physician  and 
hospital,  and  find  the  uncollectable  percentage  essen- 
tially the  same  as  noted  in  Tulsa,  ie,  33-35%,  and 
would  anticipate  similar  numbers  statewide.  We  are 
gathering  data  now. 


Oklahoma  must  develop  a more  equitable  state- 
wide program  for  delivery  of  obstetrical  and  prenatal 
care  with  attention  to  access,  quality,  dignity,  and 
cost.  The  large  numbers  in  Tulsa  and  contiguous 
counties  dramatized  the  need  for  new  programs  as 
hospitals  and  physicians  could  no  longer  absorb  the 
increasing  load  of  non-reimbursable  care  and  thus 
justifiably  drew  the  attention  of  both  the  legislature 
and  media. 

No  less  important,  though  less  apparent  because 
the  case  load  is  scattered,  is  the  need  statewide.  The 
cumulative  total  is  as  deserving  of  legislative  con- 
cern as  areas  of  higher  visability  and  should  partici- 
pate in  the  formulation  of  programs  and  share 
equally  in  benefits. 

Families  who  live  in  or  near  Oklahoma  City  have 
for  many  years  benefited  somewhat  from  the  proxim- 
ity of  Oklahoma  Memorial  Hospital,  which  also  re- 
duces the  charity  load  on  physicians  and  hospitals. 

Surely  we  can  avoid  patchwork  policies  where  so 
many  families  are  affected  all  over  the  state.  Reduc- 
tion in  travel  and  cost  can  be  achieved  if  care  is  deliv- 
ered at  the  community  level. 
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Enterococcus: 

An  Old  Pathogen  with  New  Tricks 

L.  A.  Haglund,  MD;  D.  J.  Flournoy,  PhD;  M.  S.  Gilmore,  PhD;  and  M.  M.  Huycke,  MD 


Recent  clinical  enterococcal  isolates  from  the  Okla- 
homa City  Department  of  Veterans  Affairs  Medical 
Center  were  screened  for  high-level  aminoglycoside  re- 
sistance, vancomycin  resistance,  p-lactamase  produc- 
tion, and  hemolysin  production.  Twenty-nine  of  53 
i (55%)  enterococcal  isolates  had  high-level  resistance  to 
! gentamicin,  kanamycin,  or  streptomycin;  27  of  these 
isolates  were  from  the  blood  and  16  (59%)  showed  high- 
level  gentamicin  resistance.  Twenty-one  percent  of  259 
enterococcal  isolates  from  blood,  urine,  stool,  and  other 
sources  were  hemolytic.  Of  thirteen  blood  isolates 
tested  for  both  high-level  gentamicin  resistance  and 
, hemolysin  production,  6 (46%)  showed  both  charac- 
' teristics.  Vancomycin-resistant  or  p-lactamase— produc- 
, ing  isolates  were  not  found.  Nineteen  of  21  charts  from 
' patients  with  premortem  enterococcal  blood  isolates 
I were  reviewed,  and  no  correlation  was  found  between 
I appropriate  antibiotic  treatment  for  high-level  gentami- 
cin-resistant or  susceptible  enterococcal  bacteremia 
and  outcome.  Enterococci  with  multiple  high-level 
aminoglycoside  resistance,  but  not  vancomycin  resis- 
tance or  p-lactamase  production,  are  common  at  this  re- 
ferral medical  center.  Clinical  microbiology  laboratories 
in  Oklahoma  should  routinely  screen  enterococcal  iso- 
lates causing  potentially  serious  infections  (eg,  from 
blood  or  cerebral  spinal  fluid)  for  high-level  aminogly- 
coside resistance. 


Direct  correspondence  to  Mark  M.  Huycke,  MD  (lllc\  921  Northeast  13th  Street, 
Oklahoma  City,  OK  73104. 


nterococcus  species  are  gram-positive  faculta- 
tively anaerobic  organisms,  formerly  classified  as 
Group  D streptococci,  found  normally  in  the  human 
gastrointestinal  tract.  They  are  the  third  most  com- 
mon cause  of  hospital-acquired  bacteremia  in  the 
United  States.^  The  mode  of  transmission  of  entero- 
cocci between  patients  in  the  hospital  is  similar  to 
that  for  gram-negative  bacilli  or  methicillin-resis- 
tant  Staphylococcus  aureus'^  Hospital-acquired  en- 
terococcal bacteremia  has  been  associated  with  previ- 
ous cephalosporin  and  aminoglycoside  use,  advanced 
age,  and  debilitation.^  Recent  reports  describe  clini- 
cal infections  due  to  enterococci  with  high-level  resis- 
tance (minimum  inhibitory  concentration  3^  2 g/L)  to 
aminoglycosides,  p-lactamase-mediated  resistance 
to  penicillin  and  ampicillin,  vancomycin  resistance, 
and  hemolysin  production. ‘‘®  Antibiotic  resistance 
correlates  with  lack  of  in  vitro  synergistic  killing 
when  a combination  of  p-lactam  antibiotic  or  van- 
comycin and  aminoglycoside  are  used  in  time-kill 
studies.  It  is  important  to  recognize  because  synergis- 
tic antimicrobial  therapy  is  the  mainstay  of  treat- 
ment for  serious  enterococcal  infection.®'^  Hemolytic 
enterococci  are  more  virulent  than  non-hemolytic 
strains.®  In  order  to  determine  whether  antibiotic- 
resistant  hemolytic  enterococci  are  causes  of  severe 
infection  at  the  Department  of  Veterans  Affairs  Med- 
ical Center  (DVAMC)  in  Oklahoma  City,  we  assessed 
resistance  patterns  and  hemolysin  production  for 
selected  enterococcal  isolates  during  1988-90. 
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Materials  and  Methods 

Microbiology.  High-level  aminoglycoside  resis- 
tance. Enterococci  were  presumptively  identified 
by  growth  on  6.5%  sodium  chloride  and  ability  to  hy- 
drolyze bile  esculin.  Fifty-three  clinical  enterococcal 
isolates  at  the  Oklahoma  City  DVAMC  from  1988-89 
were  screened  for  high-level  aminoglycoside  resis- 
tance using  disc  diffusion  and  agar  dilution  techni- 
ques. Growth  of  enterococcal  strains  on  Mueller- 
Hinton  agar  containing  2 g/L  of  gentamicin,  kanamy- 
cin,  or  streptomycin  was  used  to  define  high-level  re- 
sistance. Disc  diffusion  tests  are  a convenient,  but  as 
yet  unstandardized,  way  to  screen  for  high-level 
aminoglycoside  resistance. ““  Because  commercial 
high  concentration  aminoglycoside  discs  are  not 
available,  we  prepared  them  by  saturating  blank 
discs  with  20  p.L  of  gentamicin  (120  mg/L),  kanamy- 
cin  (120  mg/L),  or  streptomycin  (300  mg/L)  followed 
by  air  drying.  Discs  were  stored  at  4°C  until  needed. 
Dried  discs  dropped  on  a lawn  of  enterococci  grown 
on  Mueller-Hinton  agar  were  incubated  at  35°C  over- 
night and  inhibitory  zones  less  than  10  mm  were  con- 
sidered equivalent  to  high-level  aminoglycoside  re- 
sistance. 

High-level  aminoglycoside  resistance  in  entero- 
cocci has  previously  been  associated  with  a gene  en- 
coding for  an  enzyme  with  both  2''-phosphorylating 
and  6'-acetylating  activity^^  (see  Figure  1).  Sub- 
strates for  the  bifunctional  6 '-aminoglycoside  acetyl- 


transferase-2"-aminoglycoside  phosphotransferase 
(AAC[6']-APH[2"])  enzyme  include  gentamicin, 
kanamycin,  amikacin,  tobramycin,  and  netilmicin.'® 
'Two  DNA  probes  were  developed  for  this  enzyme.  A 
781-base  pair  (bp)  A/«1-Scal  fragment  was  derived 
from  a recombinant  plasmid,  pSF815AC  (kindly  do- 
nated by  J.  J.  Ferretti),  containing  a portion  of  the 
gene  encoding  6'-acetylating  activity  of  AAC(6')- 
APH(2")  which  originated  in  E faecalis.^^  A second 
767-bp  ScoI-A/mI  fragment  was  derived  from  recom- 
binant plasmid  pSF815AP  (kindly  donated  by  J.  J. 
Ferretti),  which  included  the  portion  of  the  structural 
gene  encoding  2"-phosphorylating  activity  of 
AAC(6')-APH(2").'5 

Radiolabeled  probes  were  prepared  by  the  incor- 
poration of  a-^^P-deoxyribonucleotides  using  a ran-i 
dom  primed  DNA  labeling  kit  in  accordance  with  the  | 
manufacturer’s  instructions  (US  Biochemical  Corpo- 
ration, Cleveland,  OH).  DNA  probes  were  employed 
in  whole-colony  blot  hybridization  under  conditions 
of  high  stringency  to  determine  the  presence  of 
homologous  genomic  DNA.'® 

Hemolysin  production.  Hemolytic  activity  was 
determined  after  incubation  for  two  days  on  brain- 
heart  infusion  agar  with  5%  human  blood. 

Vancomycin  susceptibility  and  ^-lactamase  pro- 
duction. Susceptibility  to  vancomycin  was  deter- 
mined by  disc  agar  diffusion,  p-lactamase  activity 
was  determined  using  the  nitrocefin  (Cefinase®,  BBL 


Figure  1.  The  structure  of  kanamycin  B,  a 2-deoxystreptamine  compound.  Kanamycin  A,  gentamicin,  sisomicin,  amikacin,  and  tobramycin  are 
closely  related  compounds.  Enzymatic  modification  of  6'-and  2''-hydroxy  sites  by  the  bifunctional  enzyme  AAC(6')-APH(2")  is  indicated  by  the 
arrows. 
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Table  1.  High-Level  Aminoglycoside  Resistance  in  Enterococcal  Strains  at  the 
Oklahoma  City  DVAMC  by  Disk  Diffusion  Testing 


Number  of  Enterococcal  Isolates  with 
High-Level  Aminoglycoside  Resistance* 


Isolate  Sourcet 

n 

KM 

(%) 

SM 

(%) 

CM  & KM  (%) 

CM.  KM  & SM 

Blood 

27 

17 

(63) 

8 

(30) 

16 

(59) 

7 

(26) 

Urine 

15 

8 

(53) 

2 

(13) 

6 

(40) 

2 

(13) 

Other 

1 1 

5 

(45) 

3 

(27) 

5 

(36) 

2 

(18) 

Total 

53 

30 

(57) 

13 

(52) 

26 

(49) 

1 1 

(21) 

•See  text  for  methods;  2 two  urine  isolates  and  1 other  isolate  were  resistant  to  all  aminoglycosides  by  disk  diffusion  but  failed  to  grow  on  agar  plates  containing  aminoglycosides  at 
2 g/L;  gm=gentamicin;  km^kanamycin;  sm=strepfomycin. 

'^‘Blood  isolates  were  collected  in  1988-89;  urine  and  other  (ie,  wound  abscess,  line,  and  sputum)  isolates  were  collected  during  two  months  of  the  fourth  quarter  of  1 989. 


Microbiology  Systems,  Cockeysville,  MD)  slide  test.^^ 

Case  Studies.  Medical  records  were  reviewed 
for  19  of  21  patients  with  premortem  enterococcal 
bacteremia  occurring  during  1988-89.  Enterococcal 
blood  isolates  were  considered  to  represent  true  bac- 
teremia if  (1)  two  or  more  blood  cultures  yielded  en- 
terococci, or  (2)  if,  when  only  one  blood  culture  was 
positive,  the  clinical  condition  was  consistent  with 
bacteremic  infecton,  and/or  a local  site  of  enterococ- 
cal infection  had  been  confirmed  by  culture.  Patient 
age,  sex,  underlying  illness,  ward  at  time  of  isolation, 
presence  of  polymicrobial  bacteremia,  previous  anti- 
biotic use,  nosocomial  infection  or  not,  presence  of 
central  venous  access  lines,  duration  of  hospitaliza- 
tion, outcome,  number  of  blood  cultures,  days  before 
first  blood  culture,  and  number  of  operations  were 
tabulated.  Enterococcal  blood  isolates  occurring  72 
or  more  hours  after  admission,  without  laboratory 
evidence  of  other  enterococcal  infection  within  that 
time  period,  were  defined  as  hospital-acquired;  all 
other  blood  isolates  were  considered  community- 
acquired. 

Results 

Twenty-nine  of  53  (55%)  clinical  isolates  had  high- 
level  resistance  to  gentamicin,  kanamycin,  or  strep- 
tomycin. Most  isolates  were  multiply  resistant. 
Twenty-six  of  53  (49%)  strains  had  high-level  resis- 
tance to  gentamycin  and  kanamycin  (Table  1).  Over 
half  the  blood  isolates  (59%)  had  high  level  gentamy- 
cin resistance.  Disc  diffusion  testing  and  agar  dilu- 
tion results  agreed  for  94%  (50  of  53)  of  the  isolates. 
No  isolate  produced  p-lactamase,  and  all  were  suscep- 
tible to  vancomycin.  All  26  strains  with  high-level 
gentamicin  and  kanamycin  resistance  hybridized 
with  both  the  AAC(6')  and  APH(2")  probes.  None  of 
the  gentamicin-susceptible  organisms  hybridized 
with  either  probe. 

Hemolysin  production  was  found  in  54  of  259 
(21%)  enterococcal  isolates  from  all  sources  (Table  2). 


Of  13  enterococcal  blood  isolates  for  which  amino- 
glycoside resistance  and  hemolysin  production  were 
tested,  6 (46%)  were  both  gentamicin-resistant  and 
hemolytic. 

Patients  with  enterococcal  bacteremia  were  el- 
derly (mean  age  68  years)  and  suffered  from  severe 
medical  illnesses,  or  had  undergone  multiple  sur- 
geries. Sixteen  of  19  bacteremias  (84%)  were  hospi- 
tal-acquired. The  mean  hospital  stay  was  45  days 
with  12  of  19  (63%)  patients  dying  within  3 months 
of  their  enterococcal  bacteremia.  Ten  of  19  (53%) 
blood  isolates  possessed  high-level  gentamicin  resis- 
tance. No  patient  had  endocarditis.  Surviving  pa- 
tients had  sources  of  bacteremia  (line  sepsis,  common 
bile  duct  obstruction,  decubitus  ulcer,  and  nosoco- 
mial pneumonia)  similar  to  those  who  died.  Ten  pa- 
tients were  in  intensive  care  units  at  the  time  of  their 
enterococcal  bacteremias.  No  obvious  epidemiologi- 
cal links  were  identified  retrospectively  among  hospi- 
tal-acquired bacteremias. 

Nine  of  19  bacteremias  were  polymicrobial,  and 
two  other  bacteremic  patients  had  simultaneous 
polymicrobial  growth  of  bacteria  from  central  line  tip 
cultures.  The  other  organisms  included  methicillin- 
resistant  Staphylococcus  aureus  (n  = 3),  coagulase 
negative  staphylococci  (n  = 3),  Enterobacter  spp 


Table  2.  Hemolysin  Production  In  Enterococcal  Strains 
at  the  Oklahoma  City  DVAMC 


Isolate  Source* 

n 

Number  of  Strains  Positive 
for  Hemolysin  Production  (%) 

Blood 

29 

8 

(27) 

Urine 

117 

18 

(15) 

Stool 

39 

10 

(26) 

Other 

74 

18 

(24) 

Total 

259 

54 

(21) 

•Strains  collected  during  three  consecutive  quarters  of  1 989*90. 
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(n  = 2),  Escherichia  coli,  Pseudomonas  aeruginosa, 
and  diptheroids  (1  each).  Therapy  for  enterococcal 
bacteremia  most  often  included  ampicillin  or  van- 
comycin. No  correlation  was  found  between  appro- 
priate antibiotic  treatment  for  high-level  gentami- 
cin-resistant or  gentamicin-susceptible  enterococcal 
bacteremia  and  outcome. 

Discussion 

Accepted  concepts  about  enterococcal  infection  have 
undergone  remarkable  change  in  recent  years.  As  re- 
cently as  1982  it  could  be  said  “enterococcal  infec- 
tions of  all  types  are  acquired  from  the  patients’  own 
flora,”  and  “with  the  exception  of  endocarditis  and 
rare  cases  of  meningitis,  the  enterococcus  as  a sole 
pathogen  does  not  seem  to  be  a major  cause  of  serious 
infection.”^®  Work  since  then  has  demonstrated  en- 
terococcal bactermia  associated  with  high  mortality, 
especially  in  debilitated  or  elderly  patients.®  Multi- 
ple high-level  aminoglycoside-resistant  enterococcal 
strains  have  become  established  in  many  hospitals 
around  the  world,  and  are  likely  transferred  between 
patients  by  hospital  personnel.®  Because  these  strains 
are  often  resistant  to  all  clinically  useful  aminogly- 
cosides, synergistic  combination  antimicrobial  therapy 
is  not  available  for  serious  infections. 

At  the  Oklahoma  City  DVAMC  approximately 
half  of  the  tested  enterococcal  isolates  had  high-level 
resistance  to  multiple  aminoglycosides.  The  resis- 
tance was  mediated  by  a bifunctional  aminoglycoside- 
modifying enzyme  capable  of  inactivating  gentami- 
cin, tobramycin,  kanamycin,  amikacin,  and  netilmi- 
cin, but  not  streptomycin.  Strains  with  the  gene  coding 
for  this  enzyme  occur  widely,  and  also  have  been 
found  in  hospitals  in  Wisconsin  (Huycke  MM,  Spiegel 
CA,  and  Gilmore  MS,  manuscript  in  preparation)  and 
Tennessee. High-level  aminoglycoside  resistance 
can  often  be  transferred  to  non-resistant  strains  by 
conjugative  resistance  plasmids  that  harbor  the  gene 
coding  for  the  aminoglycoside-modifying  enzyme. 
Spread  of  these  plasmids  likely  explains  the  rapid 
worldwide  appearance  of  this  resistant  phenotype  in 
the  past  few  years. 

The  enterococcal  hemolysin  is  a virulence  factor 
in  both  animal  and  in  vitro  models,®  frequent  in  iso- 
lates causing  clinical  infections,®  and  associated  with 
adverse  outcomes  in  patients  with  bacteremia  (Huycke 
MM,  Spiegel  CA,  and  Gilmore  MS,  manuscript  in 
preparation).  The  hemolysin  gene,  like  those  for 
aminoglycoside-modifying  enzymes,  are  typically  lo- 
cated on  conjugative  plasmids  that  can  transfer  to 


non-hemolytic  strains.®®  Twenty-seven  percent  of 
enterococcal  blood  isolates  at  the  Oklahoma  City 
DVAMC  were  hemolytic.  Of  13  strains  tested  for  both 
high-level  gentamicin  resistance  and  hemolysin  pro- 
duction, 6 (46%)  had  both  phenotypes.  It  should  be 
emphasized  that  sheep  erythrocytes  are  insensitive 
to  lysis  by  the  enterococcal  hemolysin.  Because  sheep 
erythrocytes  are  used  commonly  in  screening  clinical 
isolates  for  hemolysis,  this  phenotype  can  be  easily 
overlooked  by  clinical  microbiology  laboratories. 
Human,  horse,  or  rabbit  erythrocytes  are  recom- 
mended for  5%  blood  agar  plates  if  hemolytic  strains 
are  to  be  identified. 

We  found  no  p-lactamase-producing  or  vancomy- 
cin-resistant enterococcal  isolates  in  our  survey,  fl- 
lactamase— producing  enterococci  have  apparently 
acquired  fl-lactamase  production  from  plasmids 
originating  in  Staphylocccus  aureus.*  Resistance  to 
penicillin  or  ampicillin  is  noted  only  if  specific  fi-lac- 
tamase  tests  are  used  because  inoculum  effects  ren- 
der standard  broth  and  disc  diffusion  tests  insensi- 
tive for  detecting  resistance.  Fortunately,  should  p- 
lactamase— producing  enterococcal  strains  become 
prevalent,  vancomycin  or  (i-lactams  combined  with 
P-lactamase  inhibitors  (eg,  ampicillin  with  clavula- 
nate)  will  be  adequate  therapeutic  choices.  Entero- 
coccal resistance  to  vancomycin  is  very  uncommon  in 
the  United  States.  None  of  the  enterococcal  isolates 
at  the  Oklahoma  City  DVAMC  were  resistant  to  van- 
comycin. However,  some  vancomycin  resistance  is  re- 
portedly transferred  by  plasmids,®^  so  we  might  anti- 
cipate the  prevalence  of  vancomycin-resistant  strains 
to  increase  in  coming  years. 

The  majority  of  enterococcal  infections  are  not 
life-threatening.  Those  that  involve  the  urinary 
tract,  abdomen,  or  skin  do  not  generally  require 
synergistic  antimicrobial  therapy  and  can  be 
adequately  treated  with  a single  antibiotic  (eg,  am- 
picillin, penicillin,  or  vancomycin).  However,  serious 
enterococcal  infections  (eg,  endovascular,  central 
nervous  system,  or  in  the  neutropenic  host),  possibly 
including  any  bacteremia  with  hemolysin-producing 
strains,  requires  treatment  with  combination  anti- 
microbial therapy  that  provides  synergistic  in  vitro 
killing  of  the  strain.  Synergistic  therapy  would  not  be 
possible  for  a strain  with  high-level  aminoglycoside 
resistance.  Although  a correlation  between  appro- 
priate antibiotic  therapy  for  enterococcal  bacteremia 
and  outcome  was  not  found  in  the  small  number  of 
cases  reviewed,  the  proper  application  of  antibiotics 
in  bloodstream  infection  should  remain  an  important 
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goal  for  physicians.  Excellent  guidelines  for  treat- 
ment of  enterococcal  infections  including  bacteremia 
have  been  reviewed  recently.® 

We  recommend  that  clinical  microbiology  labora- 
tories routinely  screen  enterococcal  isolates  causing 
potentially  serious  infection  (ie,  from  blood  or  cere- 
bral spinal  fluid)  for  high-level  resistance  to  gentami- 
cin and  streptomycin.  Although  we  found  no  p-lac- 
tamase-producing  enterococcal  strains  in  our  hospi- 
tal, other  laboratories  may  wish  to  temporarily 
screen  their  isolates  in  order  to  determine  if  such 
strains  are  prevalent  in  their  institutions.  The  neces- 
sity for  routine  determination  of  hemolysin  or  p- 
lactamase  production  in  enterococcal  isolates,  how- 
ever, is  not  clear  at  this  time.  (J 
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AMA  delegates,  PLICO  board  members  named 

OSMA  House  of  Delegates  elects 

President  Billy  D.  Dotter,  MD,  a family  practitioner 
in  Okeene,  heads  the  slate  of  1990-91  officers  for  the 
Oklahoma  State  Medical  Association  (OSMA). 

Also  elected  during  the  association’s  Annual 
Meeting,  held  May  9-11  in  Oklahoma  City,  were 
James  D.  Funnell,  MD,  Oklahoma  City,  president- 
elect; Victor  L.  Robards,  Jr.,  MD,  Tulsa,  vice-president; 
and  Elaine  N.  Davis,  MD,  Enid,  secretary-treasurer. 
Dr  Davis,  the  first  woman  to  hold  the  office  of  OSMA 
secretary-treasurer,  and  Dr  Funnell  are  obstetrician- 
gynecologists;  Dr  Robards  is  a urologist. 

Oklahoma  City  general  surgeon  Larry  L.  Long, 
MD,  will  continue  as  speaker  of  the  House  of  Dele- 
gates, with  Mary  Anne  McCafFree,  MD,  Oklahoma 
City  pediatrician,  serving  as  vice-speaker.  Sara  R. 
DePersio,  MD,  Oklahoma  City  preventive  medicine 
specialist,  and  Jay  A.  Gregory,  MD,  Muskogee  sur- 
geon, were  unanimously  re-elected  to  their  respec- 
tive positions  as  chair  and  vice-chair  of  the  OSMA 
Board  of  Trustees. 

Elected  as  Oklahoma  delegates  to  the  American 
Medical  Association  (AMA)  were  Ed  L.  Calhoon,  MD, 
Beaver  general  practitioner;  William  O.  Coleman, 
MD,  Oklahoma  City  general  surgeon;  Norman  L. 
Dunitz,  MD,  Tulsa  orthopedic  surgeon;  and  Michael 
J.  Haugh,  MD,  Tulsa  neurologist. 

Alternate  delegates  to  the  AMA  are  Gary  F. 
Strebel,  MD,  Oklahoma  City  obstetrician- 
gynecologist;  Edward  J.  Tomsovic,  MD,  Tulsa  pedia- 
trician; and  Drs  DePersio  and  Gregory. 

Serving  on  the  Board  of  Directors  of  the  Physi- 
cians Liability  Insurance  Company  (PLICO)  will  be 
Dr  Coleman;  J.  B.  Eskridge  III,  MD,  Oklahoma  City 
obstetrician-gynecologist;  Eugene  G.  Feild,  MD, 
Tulsa  orthopedic  surgeon;  Joe  S.  Hester,  MD,  Mus- 
kogee obstetrician-gynecologist;  David  M.  Selby,  MD, 
Enid  general  surgeon;  and  Shelby  D.  Barnes,  MD, 
Oklahoma  City  urologist.  Dr  Barnes  will  serve  out 
the  unexpired  term  of  the  late  C.  Alton  Brown,  MD, 
bringing  Barnes  up  for  re-election  in  two  years  rather 
than  the  usual  three. 

The  OSMA  Auxiliary,  holding  its  Annual  Meet- 
ing in  conjunction  with  the  OSMA  meeting,  also  in- 


new  officers  at  OKC  meeting 

stalled  its  1991-92  officers.  Succeeding  Nora  White  as 
president  is  Susan  Paddack  (Gary),  Ada.  President- 
elect is  Judy  Critchfield  (Carl),  Muskogee.  First  vice- 
president  is  Karen  Mask  (Dennis),  Edmond,  and  sec- 
ond vice-president  is  Karen  Ghormley  (Wayne), 
Blackwell.  Sally  Cox  (J.  Gregory),  Oklahoma  City,  is 
the  new  recording  secretary;  Nancy  Burton  (Vaud  A., 
Jr.),  Ardmore,  is  treasurer;  and  Pat  Bass  (Haskell  H.) 
is  treasurer-elect. 

Awards  honor  many  individuals 
at  OSMA's  Annual  Meeting 

A number  of  special  presentations  and  awards  high- 
lighted this  year’s  Annual  Meeting  of  the  Oklahoma 
State  Medical  Association  (OSMA)  House  of  Dele- 
gates, held  May  9-11  at  the  Sheraton  Century  Center 
Hotel  in  Oklahoma  City. 

AMA-ERF.  At  the  Opening  Session  on  Friday, 
May  10,  “K”  Caldwell,  state  chair  for  the  OSMA  Aux- 
iliary’s American  Medical  Association— Education 
and  Research  Fund  (AMA-ERF),  presented  several 
checks  to  representatives  of  state  medical  schools. 
Edward  J.  Tomsovic,  MD,  dean  of  the  University  of 
Oklahoma  College  of  Medicine-Tulsa,  accepted  a 
check  for  $5,585.25  for  the  medical  school’s  Excel- 
lence Fund  and  $1,840  for  the  Assistance  Fund. 
Edward  N.  Brandt,  Jr.,  MD,  executive  dean  of  the  OU 
College  of  Medicine,  Oklahoma  City,  received  checks 
for  $16,105.95  and  $11,779.70  for  the  Excellence  Fund 
and  Medical  Student  Assistance  Fund,  respectively. 

Best  Cover  Photo.  Accepting  the  Best  Jour- 
nal Cover  Photograph  Award,  new  this  year,  was 
Oklahoma  City  physician  Louis  S.  FVank,  MD.  His 
photo,  entitled  “Reflections,”  graced  the  Journal’s 
February  1990  cover.  Editor-in-Chief  Ray  V.  McIn- 
tyre, MD,  presented  Dr  Frank  with  a large  framed 
copy  of  that  cover. 

AMPAC.  C.L.  Montgomery,  MD,  Lubbock,  Tex, 
secretary  of  the  American  Medical  Political  Action 
Committee  (AMPAC)  was  on  hand  to  present  the 


I Okla  State  Med  Assoc,  Vol  84,  |uly  1991 


311 


Need  Medical 
Office  Space? 


Three  Corporate  Plaza 
has  the  answer. 


Convenient  and  easy  to  find,  Three  Corporate  Plaza 
is  located  in  the  heart  of  northwest  Oklahoma 
City  at  56th  and  1-44,  between  Baptist  Medical 
Center  and  Deaconess  Hospital. 

Three  Corporate  Plaza  offers  a professional 
atmosphere  with  first-class  tenant  finishes. 

And  the  rates?  There's  never  been  a 
better  time  to  make  a great  deal. 

Call  Don  Faulkner  at  842-0100. 


5801  N.  Broadway,  Suite  510 

WW  Oklahoma  City,  OK  73118 

PROPERTIES,  INC.  405/842-0100 


Awards  (continued) 

1990  AMPAC  Membership  Award  to  House  Speaker 
Larry  L.  Long,  MD.  Oklahoma  was  a runner-up  for 
this  year’s  award,  tying  with  Pennsylvania. 

Resolutions  of  Commendation.  Dr  Long  also 
pointed  out  that  there  were  three  Resolutions  of  Com- 
mendation to  be  presented  this  year  — to  John  A. 
McIntyre,  MD,  Enid,  and  Floyd  F.  Miller,  MD,  Tulsa, 
for  their  many  years  of  service  as  delegates  to  the 
AMA,  and  to  Edward  J.  Tomsovic,  MD,  Tulsa,  for  his 
years  of  service  as  dean  at  the  OU  College  of 
Medicine— Tulsa. 

Award  for  Community  Service.  Frank  K. 
Buster,  MD,  Cheyenne,  received  the  1991  Physician 
Award  for  Community  Service  (formerly  the  A.H. 
Flobins  Award).  The  award  was  presented  to  Dr  Buster, 
a family  physician,  at  Friday  night’s  Inaugural  Ban- 
quet. 

Blair  Award.  Also  presented  at  the  banquet 
was  one  of  two  Donald  J.  Blair  Friend  of  Medicine 
awards,  this  one  to  US  Senator  David  Boren.  Co- 
recipient was  Senator  Don  Nickles,  who  received  his 
award  at  a Friday  luncheon. 

Presidential  Citation.  A well-kept  secret  was 
revealed  at  the  Inaugural  Banquet  when  out-going 
President  Perry  A.  Lambird,  MD,  announced  his  es- 
tablishment of  the  Presidential  Citation,  a special 
award  to  be  presented  by  the  OSMA  president  to  in- 
dividuals whose  contributions  to  the  OSMA  in  tal- 
ents, skill,  and  time  have  been  outstanding  in  nature 
and  have  produced  major  successes. 

Those  cited  this  year  by  Dr  Lambird  were: 

John  R.  Alexander,  MD,  Tulsa,  “for  correcting 
seemingly  intractable  problems  with  the  State  Em- 
ployees Health  Insurance  programs;  providing  judi- 
cial guidance  to  the  executive  committee  on  thorny 
problems;  and  leading  to  completion  a successful  and 
exemplary  long-range  planning  effort  which  will 
serve  the  association  well  in  the  years  to  come”; 

Sara  R.  DePersio,  MD,  Oklahoma  City,  who  “as 
chair  of  the  Board  of  Trustees,  meticulously  followed 
up  and  acted  upon  all  concerns  of  the  House  of  Dele- 
gates, ran  superbly  productive  meetings  of  the  board, 
organized  the  membership  survey  on  unified  AMA 
membership,  and  served  constantly  as  a proponent  of 
the  association”; 

Rebecca  R.  Tisdal,  MD,  Oklahoma  City,  who 
“chaired  the  Committee  on  Women  in  Medicine;  or- 
ganized a tremendous  campaign  to  bring  women 
physicians  into  active  roles  in  the  association  and, 
more  importantly,  began  the  process  of  making  the 
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association  continuously  relevant  to  the  concerns  of 
all  its  members;  and  truly  assured  the  future  of  the 
OSMA”; 

Richard  J.  Boatsman,  MD,  Lawton,  who  “chaired 
the  Council  on  Governmental  Activities  which  de- 
railed the  proposed  regulations  under  the  Clinical 
Laboratory  Improvement  Amendments  (CLIA)  of 
1988,  obtained  relief  for  primary  care  physicians 
from  the  125%  billing  cap  for  1991,  and  obtained  a 
single  statewide  reimbursement  region  for  the  State 
of  Oklahoma”; 

Michael  J.  Haugh,  MD,  Tulsa,  who  “as  vice-chair 
of  the  new  Committee  on  Women  in  Medicine,  facili- 
tated the  development  of  the  committee  and  assisted 
it  as  it  found  its  niche  in  the  association,  and  did 
every  single  thing  that  was  asked  of  him  in  abso- 
lutely exemplary  fashion”; 

Jay  A.  Gregory,  MD,  Muskogee,  who  “organized 
the  first  rural  caucus  of  the  association  to  provide  a 
forum  in  which  ideas  and  concerns  could  be  shared; 
volunteered  to  serve  Oklahoma  as  a member  of  the 
Practice  Parameters  Forum,  bringing  to  the  nation 
Oklahoma’s  views  on  this  critical  national  project  (at 


a considerable  personal  sacrifice  in  time  and 
energy)”; 

Robert  W.  Baker  III,  Tulsa,  who  was  “responsible 
for  the  first  OSMA  field  office,  which  has  been  a re- 
sounding success;  staffed  OMPAC  in  an  extraordinar- 
ily successful  election  year;  and  staffed  the  Council 
on  Governmental  Activities,  whose  federal  legisla- 
tive and  regulatory  initiatives  provided  a stunning 
example  for  the  nation.” 

Leebron  Award.  At  the  Closing  Session  of  the 
House  on  Saturday  morning.  Dr  McIntyre  presented 
the  Charlotte  S.  Leebron  Memorial  Trust  Fund 
Award  to  Dr  Piers  R.  Blackett,  representing  himself 
and  co-authors  Thomas  Lera,  Jr.,  MD;  Adolfo  Gamica, 
MD;  G.  Bradley  Schaefer,  MD;  David  Domek,  MD; 
and  Michael  Parker,  MD.  Their  manuscript,  “Dia- 
betic Ketoacidosis  at  the  Children’s  Hospital  of  Okla- 
homa: A Review  on  Presentation  and  Management,” 
appearing  in  the  December  1990  Journal,  was 
judged  by  the  Editorial  Board  to  be  the  most  worthy 
scientific  paper  published  in  1990. 

AMA  Delegates.  Also  presented  were  special 
plaques  to  Dr  McIntyre  and  Dr  Miller  for  their  ser- 
vice as  members  of  the  Oklahoma  delegation  to  the 
AMA.  Dr  M.  Joe  Crosthwait  presented  the  awards. 

(J 


ALA'S  highest  national  honor 

Oklahoma  City  doctor  receives  award  from  lung  association 


Oklahoma  City  physician, 

Edward  R.  Munnell,  MD,  has 
been  selected  to  receive  the 
American  Lung  Association’s 
highest  national  honor,  the  Will 
Ross  Medal.  Dr  Munnell  has 
been  the  past  president  of  the 
ALA  of  Oklahoma  and  member 
of  the  Board  of  Directors  of  the 
ALA  since  1959.  He  received 
the  award  on  May  10  at  the 
American  Lung  Association’s 
Annual  Meeting  in  Anaheim,  California. 

The  Will  Ross  Medal,  established  in  1937,  is 
awarded  annually  for  the  highest  qualities  of  leader- 
ship and  personal  involvement  in  the  conquest  of 
lung  disease. 

Dr  Munnell  is  a retired  cardiovascular  pulmonary 


surgeon,  formerly  associated  with  the  Oklahoma 
City  Clinic.  For  more  than  twenty  years  he  has  been 
a volunteer  for  the  lung  association  and  has  helped 
establish  the  Oklahoma  Coalition  for  Clean  Air  and 
the  Clean  Air  Act  in  Oklahoma. 

He  was  also  the  recipient  of  the  ALA  of  Okla- 
homa’s highest  honor  — the  Carl  Puckett  Award  — 
in  1987.  In  1988,  the  association  established  the 
Edward  R.  Munnell  Award.  This  award  annually  rec- 
ognizes outstanding  efforts  in  the  area  of  smoking  or 
health.  Dr  Munnell  retired  from  practice  in  1988  and 
has  since  written  a book  about  the  Oklahoma  City 
Clinic,  to  be  published  this  summer. 

Dr  Munnell  is  recognized  across  Oklahoma  as  the 
medical  spokesman  for  the  ALA  of  Oklahoma  and  for 
his  numerous  publications  and  lectures.  He  has 
served  on  the  faculty  of  the  Oklahoma  Health  Sci- 
ences Center  for  over  20  years.  (J) 
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From  the  OSDH 


Oklahoma  State  Department  of  Health 

Prehospital  defibrillation  being  used  now  in  14  state  communities 


The  Oklahoma  prehospital  defihril- 
W ^ lation  program  was  established  in 

g ■ 1985,  when  six  licensed  ambulance 

^ • B services  across  the  state  were  chosen 
as  demonstration  sites.  Today,  there 
are  14  approved  Emergency  Medical 
Technician-Defibrillator  (EMT-D)  program  sites  in 
operation.  Six  of  those  are  fire  departments  which  are 
now  considered  “Initial  Responder”  agencies. 

An  essential  part  of  EMT-D  is  medical  control  and 
commitment  from  a local  physician.  Besides  having 
to  underwrite  the  local  program,  the  Oklahoma 
licensed  physician  is  responsible  for  the  daily  actions 
of  personnel,  and  must  keep  in  contact  with  the  local 
hospital  and  surrounding  facilities  which  can  receive 
patients  with  the  defibrillator  activated. 

Currently,  Bethany,  Weatherford,  Edmond,  Warr 
Acres,  Yukon,  and  Cushing  fire  departments  are  ap- 
proved Initial  Responder  agencies.  An  Initial  Respon- 


der agency  has  licensed  Emergency  Medical  Techni- 
cians (EMT)  on  staff  but  does  not  have  the  transport 
component  of  the  Emergency  Medical  Services 
(EMS)  system.  The  Oklahoma  City  Fire  Department 
joined  the  EMT-D  program  in  June  1991. 

In  order  to  be  considered  by  the  Oklahoma  State 
Department  of  Health  (OSDH)  for  the  EMT-D  pro- 
gram, a service  must  have  trained  and  licensed  basic 
level  Emergency  Medical  Technicians,  a local  physi- 
cian who  will  underwrite  the  local  EMT-D  program, 
personnel  trained  by  an  approved  defibrillation  in- 
structor, and  written  authorization  from  the  state 
health  department’s  EMS  Division. 

The  average  start-up  cost  for  this  program  is  in 
the  area  of  $6,000  to  $10,000  for  a single  defibrillator 
and  training.  To  establish  a local  program,  it  is 
strongly  recommended  by  the  EMS  Division  that 
local  decision  makers  review  the  past  three-  to  five- 
year  trend  for  cardiac  arrest  made  by  the  local  ambu- 
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lance  service.  Locations  and  response  times  must 
also  be  reviewed,  along  with  the  current  status  of  citi- 
zen CPR  programs  in  the  service  area.  Any  response 
time  over  eight  minutes  is  excessive.  After  these  con- 
siderations are  made,  a community  may  find  that  the 
money  can  be  more  wisely  used  in  other  areas. 

The  defibrillator  used  is  the  semi-automatic  type 
that  does  not  have  a manual  override,  ECG  screen  or 
ECG  paper  printout.  The  machine  has  a two  channel, 
built-in  recorder  for  both  the  ECG  and  activity 
around  the  unit.  Under  the  strict  guidelines  set  by 
the  Oklahoma  State  Department  of  Health,  the 
EMT-D  program  does  not  allow  a non-paramedic 
licensed  technician  to  use  the  standard  monitor/ 
defibrillator. 

Last  year,  37  cases  were  reported  to  the  state 
health  department’s  EMS  Division  from  10  EMT-D 
agencies.  Of  those  37  cases,  three  had  confirmed 
“saves”  recorded.  These  were  cases  where  the  pa- 
tients were  resuscitated  through  defibrillation  and 
discharged  from  the  hospital.  Shocks  were  advised  in 
14  cases  with  an  average  of  two  attempts  per  case. 
Pre-EMS  CPR  was  performed  in  19  cases,  although 
28  were  “witnessed  arrests.”  The  majority  of  the  re- 
ports came  from  the  Stillwater  Fire  and  Ambulance 
Service  and  the  Edmond  Fire  Department  with  12 
each. 

Although  the  EMT-D  program  is  expensive  to  in- 
itiate, it  is  saving  lives  in  Oklahoma  and  other  parts 
of  the  nation  as  well.  For  more  information  on  Okla- 
homa’s EMT-D  program,  contact  Robert  Hawley, 
state  training  coordinator,  EMS  Division,  Oklahoma 
State  Department  of  Health,  405/271-4027.  (J) 


AMA  President-Elect  John  Clowe,  MD,  (second 

from  left)  visits  OSMA  headquarters  during  his  trip  to  Okla- 
homa City  in  May.  The  Schenectady,  NY,  family  physician  is 
greeted  here  by  Drs  Sara  R.  DePersio,  Gary  F.  Strebel,  and  Jay 
A.  Gregory,  all  Oklahoma  alternate  delegates  to  the  AMA. 


//V  Memoriam 

1990 

Paul  E.  Kaldahl,  MD 

May  4 

Homer  Vincent  Archer,  MD 

May  8 

Sterling  Thomas  Crawford,  MD 

June  2 

Ray  Maxwell  Wadsworth,  MD 

June  11 

John  Howard  Baker,  Jr.,  MD 

June  13 

David  Sprouse  Dycus,  MD 

June  28 

Paul  Olden  Shackleford,  MD 

July  27 

David  Shapiro,  MD 

August  11 

Doyle  L.  Patton,  MD 

August  12 

Edward  McLain  Thorp,  MD 

August  16 

Murlin  Knight  Braly,  MD 

August  18 

Claude  Elbert  Lively,  MD 

August  19 

Robert  Eldon  Dillman,  MD 

August  29 

Howard  Louis  Puckett,  MD 

September  1 

Raymond  Emison  Daily,  MD 

September  3 

Thomas  E.  Slimp,  MD 

September  4 

Bert  E.  Mulvey,  MD 

October  12 

Carson  Leroy  Oglesbee,  MD 

October  23 

George  Leroy  Goodman,  MD 

October  26 

Everette  Ellis  Cooke,  MD 

November  19 

Stephen  Seth  Fitter,  MD 

December  1 

Francis  Elmo  Smith,  MD 

December  20 

George  Richard  Russell,  MD 

December  24 

Gregg  Laurence  Williams,  MD 

December  29 

1991 

Milton  Louis  Berg,  MD 

January  7 

Frank  Eugene  Darrow,  MD 

January  8 

Forrest  William  Olson,  MD 

January  30 

Clarence  Pierce  Taylor,  Jr.,  MD 

March  3 

Linus  A.  Munding,  MD 

March  14 

Robert  Love  Loftin,  MD 

March  15 

William  Orville  Davis,  MD 

March  23 

Malcom  E.  Phelps,  MD 

March  26 

Henry  Edward  Barnes,  MD 

April  2 

Alfred  Burke  Hinkle,  MD 

April  2 

Hassell  Eugene  Groves,  MD 

April  3 

Joe  Marion  Parker,  MD 

April  3 

Henry  Clinton  Smith,  MD 

April  4 

George  Louis  Kaiser,  MD 

April  10 

Robert  Phillip  Messinger,  MD 

April  10 

John  Norman  Penrod,  MD 

April  19 

John  Florence,  MD 

April  20 

Clifford  Alton  Brown,  MD 

April  29 

James  Goree  Moore,  MD 

April  29 

Mark  Duane  Hopping,  MD 

May  1 

William  Alfred  Cunningham,  MD  May  13 

Daisy  Gertrude  Gotten,  MD 

May  26 

I Okla  State  Med  Assoc,  Vol  84,  )uly  1991 


315 


Worth  Repeating 


Year  2000  Fitness  Objectives  for  the  Nation: 
The  Physician's  Role 


Donald  L.  Cooper,  MD 


The  US  Public  Health  Service  in  conjunction  with 
most  federal  departments  as  well  as  more  than  300 
national  organizations  is  sponsoring  a broad-based 
initiative  called  “Healthy  People  2000.”  The  desire  is 
to  improve  the  general  health  of  all  Americans 
through  emphasis  on  prevention  of  illness  and  disa- 
bility. The  obvious  main  objective  is  to  reduce  pre- 
ventable death,  disease,  and  disability  through  bet- 
ter health  practices. 

One  of  the  primary  goals  in  this  project  will  be  en- 


From  Clinics  in  Sports  Medicine:  The  Exercise  Prescription.  Vol.  10.  No.  1,  January  1991. 
pp.  223-226.  Reprinted  with  permission  W.B.  Saunders  Company,  Philadelphia. 

Direct  correspondence  to  Donald  L.  Cooper,  MD,  Director,  Athletic  Medicine, 
Oklahoma  State  University,  Stillwater.  OK  74078. 


couraging  regular  exercise  for  everyone.  It  is  hoped 
that  all  physicians  will  be  oriented  to  thinking  in 
terms  of  prevention  and  better  maintenance  and  not 
just  treatment  for  whatever  problem  the  patient  pre- 
sents to  the  doctor. 

One  of  the  highest  priorities  in  the  health  promo- 
tion area  is  physical  activity  and  fitness.  All  physi- 
cians need  to  recognize  and  act  on  the  fact  that  the 
human  body  is  designed  for  activity.  The  old  saying  | 
“if  you  don’t  use  it,  you  lose  it”  is  really  true,  and  a | 
sedentary  life  style  is  not  conducive  to  good  health  at  j 
any  age.  It  would  be  hoped  that  all  physicians  can  be-1 
come  actively  involved  in  recognizing  the  leadership 
role  they  can  play  in  their  respective  community  by 
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emphasizing  to  all  of  their  patients  and  friends  the 
important  role  exercise  and  fitness  can  play  in  pre- 
venting illness  and  disability  as  well  as  improving 
the  quality  of  life.  A truth  that  needs  to  be  promoted 
by  all  of  us  is  that  “play”  is  a necessary  ingredient 
in  the  diet  of  all  human  beings.  The  “workaholic” 
philosophy  does  not  necessarily  make  for  a good  life. 
From  pediatrics  to  geriatrics,  play  must  be  recog- 
nized for  the  positive  value  it  can  provide  for  a 
healthier,  happier,  and  more  complete  person.  Eric 
Hoffer,  the  late,  great  longshoreman  philosopher, 
stated  that  play  may  be  the  most  useful  occupation 
of  humans. 

In  some  of  the  latest  longitudinal  studies  it  has 
been  shown  that  even  low-intensity  exercise  can  pro- 
vide definite  health  protection.  The  earlier  belief 
that  you  had  to  be  maximally  fit  to  reap  the  benefits 
of  exercise  has  been  shown  not  to  be  totally  true.  That 
often  heard  saying  where  people  are  working  out,  “No 
pain  — no  gain,”  also  is  not  correct.  The  best  form  of 
exercise  for  most  people  is  walking.  We  must  recog- 
nize that  brisk  walking  done  for  a continuous  period 
of  at  least  30  minutes  three  times  a week  can  be  of 
real  benefit  to  the  general  health  of  anyone.  In  brisk 
walking  almost  every  muscle  in  the  body  is  activated, 
used,  and  benefited. 

Adequate  fitness  makes  it  possible  for  individuals 
to  perform  their  daily  work  or  chores  without  inter- 
ference by  fatigue,  to  have  sufficient  physical  reserve 
to  meet  unexpected  emergencies  safely,  and  to  have 
enough  extra  energy  to  enjoy  some  leisure  time. 

Physicians  need  to  recognize  that  they  can  be  very 
influential  in  their  patients’  lives  and  by  their  own 
personal  example  serve  as  role  models  for  their  entire 
community.  All  physicians  should  be  supportive  of 
the  concept  that  any  activity  is  better  than  no  activ- 
ity. Another  important  point  to  remember  is  that 
they  who  sit  (“couch  potatoes”)  risk  far  more  than 
they  who  are  active.  As  Dr.  Tom  Cureton  has  said,  the 
human  body  is  the  only  machine  that  will  break 
down  more  rapidly  from  the  lack  of  being  used.  There 
is  great  psychologic  benefit  from  being  more  active. 
“Action  absorbs  anxiety”  is  a valid  statement.  Phys- 
ical activity  has  been  shown  to  help  in  lifting  depres- 
sion in  any  age  group  and  improving  the  mental  func- 
tioning and  well-being  in  our  elderly  population. 

Physicians  should  encourage  all  patients  to 
make  physical  activity  a regular  part  of  their  lives 
and  to  do  it  daily,  like  brushing  their  teeth  or  comb- 
ing their  hair.  Today,  too  many  people  are  conscious 
only  of  their  hair,  face,  or  their  clothes,  and  they 
think  very  little  about  the  body  and  mind  under- 


Table 1.  Year  2000  Fitness  Objectives  for  the  Nation 


1.  Reduce  coronary  heart  disease  deaths  to  no  more  than  100 
per  100,000  people.  (Age-adjusted  baseline:  135  per 
100,000  in  1987.) 

2.  Reduce  overweight  to  a prevalence  of  no  more  than  20% 
among  people  age  20  and  older  and  no  more  than  15% 
among  adolescents  aged  12-19.  (Baseline:  26%  of  people 
aged  20-74  in  1976-1980,  24%  for  men  and  27%  for 
women;  15%  for  adolescents  aged  12-19  in  1976-1980.) 

3.  Increase  to  at  least  30%  the  proportion  of  people  aged  6 and 
older  who  engage  regularly,  preferably  daily,  in  light  to  mod- 
erate physical  activity  for  at  least  30  minutes  per  day. 
(Baseline:  22%  of  people  aged  18  and  older  were  active  for 
at  least  30  minutes  five  or  more  times  per  week  and  12% 
were  active  seven  or  more  times  per  week  in  1985.) 

4.  Increase  to  at  least  20%  the  proportion  of  people  aged  18 
and  older  and  to  at  least  75%  the  proportion  of  children  and 
adolescents  aged  6-17  who  engage  in  vigorous  physical  ac- 
tivity that  promotes  the  development  and  maintenance  of 
cardiorespiratory  fitness  3 or  more  days  per  week  for  20  or 
more  minutes  per  occasion.  (Baseline:  12%  for  people  18 
and  older  in  1985;  66%  for  youths  aged  10-17  in  1984.) 

5.  Reduce  to  no  more  than  15%  the  proportion  of  people  aged 
6 and  older  who  engage  in  no  leisure-time  physical  activity. 
(Baseline:  24%  for  people  aged  18  and  older  in  1985;  43% 
if  aged  65  and  older;  35%  if  disabled.) 

6.  Increase  to  at  least  40%  the  proportion  of  people  aged  6 and 
older  who  regularly  perform  physical  activities  that  enhance 
and  maintain  muscular  strength,  endurance,  and  flexibility. 
(Baseline  data  available  in  1991.) 

7.  Increase  to  at  least  50%  the  proportion  of  overweight 
people  aged  12  and  older  who  have  adopted  sound  dietary 
practices  combined  with  regular  physical  activity  to  attain 
an  appropriate  body  weight.  (Baseline:  30%  of  overweight 
women  and  25%  of  overweight  men  for  people  aged  18  and 
older  in  1985.) 

8.  Increase  to  at  least  50%  the  proportion  of  children  and  ado- 
lescents in  grades  1-12  who  participate  in  daily  school  phys- 
ical education.  (Baseline:  36%  in  1984-1986.) 

9.  Increase  to  at  least  50%  the  proportion  of  school  physical 
education  class  time  that  students  spend  being  physically 
active,  preferably  engaged  in  lifetime  physical  activities. 
(Baseline:  Students  spent  an  estimated  27%  of  class  time 
being  physically  active  in  1984.) 

10.  Increase  the  proportion  of  worksites  offering  employer- 
sponsored  physical  activity  and  fitness  programs. 

11.  Increase  community  availability  and  accessibility  of  physi- 
cal activity  and  fitness  facilities,  eg,  hiking,  biking,  and  fit- 
ness trails,  public  swimming  pools,  and  areas  of  park  and 
recreational  open  space. 

12.  Increase  to  at  least  50%  the  proportion  of  primary  care  pro- 
viders who  routinely  assess  and  counsel  their  patients  re- 
garding the  frequency,  duration,  type,  and  intensity  of  each 
patient's  physical  activity  practices.  (Baseline:  Physicians 
provided  exercise  counseling  for  about  30%  of  sedentary 
patients  in  1988.) 


Adapted  from  Physical  activity  and  fitness.  In  Healthy  People  2000:  National  Health 
Promotion  and  Disease  Prevention  Objectives.  Washington,  DC:  US  Dept  of  Health 
and  Human  Services,  Public  Health  Service,  1990, 


neath.  Americans  spend  billions  of  dollars  yearly  on 
their  skin,  hair,  clothes,  and  superficial  things,  but 
little  or  no  time  on  conditioning  and  maintaining  the 
bodies  and  mentalities  underneath  the  surface. 

The  kind  and  amount  of  physical  exercise  will 
vary  from  person  to  person  depending  on  age,  state 
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WORTH  REPEATING 


of  health,  occupation,  and  present  condition,  but  we 
believe  there  is  room  for  improvement  with  most  of 
us. 

A physician’s  job  is  to  help  people  die  young  as 
late  as  possible.  Exercise  is  a primary  ingredient  in 
reaching  this  goal.  By  making  exercise  a habit,  one 
can  enjoy  the  benefits  of  better  health  and  happiness 
every  day  of  one’s  life. 

Healthy  People  2000  and  the  Physical  Activity  and 
Fitness  Objectives  for  the  Nation 

The  United  States  Public  Health  Service  has  recently 
released  a document  entitled  Healthy  People  2000: 
National  Health  Promotion  and  Disease  Prevention 
Objectives}  These  objectives  include  23  priority  areas 
grouped  primarily  into  three  broad  categories: 
health  promotion,  health  protection,  and  preventive 
services.  This  document  includes  a wealth  of  informa- 
tion crossing  all  levels  of  health  care  and  offers  tan- 
gible goals  for  the  nation  for  the  year  2000.  It  can  be 
obtained  through  the  Office  of  Disease  Prevention 


and  Health  Promotion,  National  Health  Information 
Center  (PO  Box  113,  Washington,  DC  20013-1133; 
800-336-4797,  301-565-4167).  The  twelve  objectives 
in  the  priority  area  of  Physical  Activity  and  Fitness 
are  listed  in  Table  1. 

In  addition  to  the  above  objectives,  the  publica- 
tion lists  additional  fitness  related  objectives  from 
other  priority  areas  with  topics  such  as  injury  preven- 
tion, stress  reduction,  and  control  of  anabolic  steroid 
abuse.  (J) 

References 

1.  Physical  activity  and  fitness.  In  Healthy  People  2000:  National  Health  Promotion  and  \ 
Disease  Prevention  Objectives.  United  States  Department  of  Health  ahd  Human  Ser- 
vices, Public  Health  Service,  1900.  i 
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The  Author 

Dr  Cooper  is  currently  Member,  President’s  Council  on  Physical  | 
Fitness  and  Sports;  Director,  Athletic  Medicine,  and  Team  Physi- 
cian, Oklahoma  State  University,  Stillwater;  Visiting  Lecturer,  Or- 
thopedic Department,  University  of  Oklahoma  School  of  Medicine, 
Division  of  Sports  Medicine,  Oklahoma  City,  Oklahoma;  Formerly, 
Team  Physician,  US  Olympic  Team,  Mexico  City,  Mexico;  World 
Games  for  the  Deaf,  US  Team,  Los  Angeles,  California;  and  Pres- 
ident, American  College  Health  Association, 


Tulsa  physician  thanks  people  of  Oklahoma  for  their  gifts 


Editor,  Tulsa  Medicine:  The  recent  “Doctors  Day”  re- 
minded me  that  I owed  an  open  letter  to  the  people 
of  the  State  of  Oklahoma. 

As  my  professional  career  winds  down,  I want  to 
thank  you  for;  helping  pay  for  my  education;  allowing 
me  the  privilege  of  practicing  medicine  in  this  state; 
for  giving  me  a chance  and  helping  my  parents’  and 
my  dreams  come  true;  for  guaranteeing  me  and  my 
family  a decent  livelihood  which  is  denied  so  many; 
for  permitting  me  to  enter  levels  of  society  which 
would  ordinarily  be  closed  to  a kid  from  a “blue  col- 


Reprinted  with  permission.  Tulsa  Medicine,  May  1991,  p 3. 


lar”  background;  for  helping  me  to  somewhat  under- 
stand and  witness  the  real  pain  and  misery  which  are 
experienced  by  people  in  this  world;  for  honoring  my  j 
attempts  at  alleviating  some  of  that  pain  and  misery;  j 
for  believing  in  my  ability  and  ethic  and  baring  your  j 
innermost  secrets  to  me;  for  knowing  and  sharing  the  i 
exhilaration  of  birth  and  the  sorrow  of  death;  for  the  ' 
opportunity  of  glimpsing  the  meaning  of  life.  Thank  i 
you,  citizens  of  Oklahoma,  and  particularly  my  pa- 
tients. I hope  I have  never,  nor  will  I ever,  betray  your 
confidence  and  trust  in  me.  God  bless  you.  | 

— Jerry  L.  Puls,  MD 
Tulsa 


OSMA  Physician 
Recovery  Program 
(405)  360-4535 
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THE  THINGS  THAT  MAKE  PLICO  HEALTH 


DIFFERENT 

ARE  THE  THINGS  THAT  MAKE  PLICO  HEALTH 

BETTER 


Why  PLICO  Health? 

It’s  Your 
Insurance 
Company 


PLICO  Health  is  your  insurance  company.  Premiums  reflect  actual 
costs  ....  The  cost  of  claims  plus  management.  You  select 
physicians  who  direct  your  company  and  the  PLICO  Health 
management  team  is  always  looking  for  way  to  improve  your 
coverage.  For  quality  there  is  no  other. 

To  find  out  more  about  the  advantages  of  PLICO  Health,  give  us  a 
call.  One  of  our  experienced  insurance  specialists  will  be  happy  to 
provide  you  with  details. 


HEALTH 

Tha  Physicians  Liability  Insurance  Company 

PO.  Box  26727  • Oklahoma  City,  OK  73126  • 405/524-0801 
1-800/522-9219 
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Reaction  Time 


Reader  disagrees  with  editor's  "Lethal  Prescriptions"  stance 


To  the  Editor:  I do  not  know  Dr  McIntyre  personally, 
but  he  has  my  respect  due  to  the  office  he  holds.  Ac- 
cordingly, my  disagreement,  strong  as  it  is,  is  not 
with  him  as  an  individual,  but  with  his  opinions  ex- 
pressed in  “Lethal  Prescriptions,”  page  209,  Vol.  84, 
May,  1991.  In  other  words,  I hold  contrary  opinions  to 
his. 

Dr  McIntyre’s  belief  that  every  new  generation  of 
physicians  must  establish  moral  precepts  that  guide 
their  professional  conduct  tallies  well  with  the  secu- 
lar humanism  and  relativism  that  is  so  prevalent  in 
our  society.  These  philosophies  hold  that  there  is  no 
objective  Good  nor  Evil  and  that  every  so-called 
“moral  decision”  is  relative  to  time  and  place  and  cir- 
cumstance. This  is  counter  to  my  (our)  Judeo-Chris- 
tian  heritage  in  which  most  moral  decisions  and  di- 
lemmas have  long  ago  been  decided.  The  problem  is 
not  that  there  are  no  moral  absolutes.  The  problem 
is  that  men  like  to  play  God  and  make  their  own 
moral  rules  based  on  what  “feels  good”  and  is  “prag- 
matic.” 

I also  disagree  with  his  expressed  interpretation 


of  the  Hippocratic  Oath  that  indicates  the  oath  deals 
with  emotions  rather  than  the  intellect.  Clearly,  the 
oath  deals  with  morality  and  not  emotions  nor  the  in- 
tellect. The  (Greek)  oath  was  (is)  a pledge  to  remain 
a healer,  and  repudiates  causing  harm  or  killing 
those  whom  one  treats.  Participation  in  the  killing 
process  (abortion,  euthanasia,  suicide)  is  the  anti- 
thesis of  the  Hippocratic  Oath  and  the  moral  precepts 
expressed  therein. 

As  for  Dr  McIntyre’s  opinion  that  a physician  who 
participates  in  assisted  suicide  is  “depressed,”  let  me 
state  clearly,  it  is  the  Judeo-Christian  heritage  of 
moral  teaching  and  belief  that  such  an  act  is  EVIL. 
Let’s  call  a spade  a spade!  I suggest  Dr  McIntyre  read  i 
Chapter  Two,  “Euthanasia:  Direct  Medical  Killing,”  | 
The  Nazi  Doctors  by  Robert  Jay  Lifton,  published  in 
1986  by  Basic  Books,  Inc.,  New  York. 

I would  also  suggest  this  book  be  required  reading 
for  the  freshman  class,  OU  Medical  School. 

— Robert  L.  Shore,  MD 
Moyers 


Death  of  one  physician  prompts  another  to  add  historical  note 


To  the  Editor:  It  was  with  deep  regret  that  I read  of 
the  passing  of  Clarence  Taylor,  Jr.,  MD,  in  your  May 
issue.  I first  met  Dr  Taylor  in  Korea  while  I was  a 
Marine  with  the  1st  Marine  Regiment.  He  was  a 
kind,  wonderful  man  and  had  the  complete  confi- 
dence of  the  troops  which  he  cared  for.  Among  the 
men  who  served  with  Dr  Taylor,  the  story  went  that 
during  the  most  severe  fighting  in  North  Korea,  Dr 
Taylor  was  in  charge  of  a group  of  casualties  which 
had  been  cut  off.  In  order  to  get  his  men  to  safety  he 


accompanied  the  wounded  riding  on  the  hood  of  the 
jeep  firing  a .45  caliber  automatic  at  the  enemy 
roadblock  as  they  forced  passage  and  saved  the  lives 
of  those  wounded  men.  Alas,  the  passing  of  another 
physician  who  contributed  significantly  to  the  his- 
tory of  the  United  States.  God  rest  his  soul;  there  are 
so  few  left. 

— Jerry  L.  Puls,  MD 
Tulsa 


Control  legal  costs. 

Reduce  serious  legal  problems. 

Eliminate  frivolous  lawsuits. 

Practice  preventive  law  with  a 
Pre-Paid  Legal  Services  plan. 

Pre-Paid  Legal  Services,  Inc.  • P.O.  Box  145  • Ada,  OK  74820  « 800-654-7757,  Ext.  404 
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Deaths 


Daisy  Gertrude  Gotten,  MD 
1910  - 1991 

Daisy  G.  Cotton,  MD,  OSMA  Life  Member  and  native 
of  El  Reno,  died  May  26,  1991.  Dr  Gotten  was  a 1937 
graduate  of  the  University  of  Oklahoma  School  of 
Medicine  and  had  a private  general  practice  in  Okla- 
homa City  for  many  years  prior  to  her  retirement  in 
1957. 


William  Alfred  Cunningham,  MD 
1923  - 1991 

OSMA  Life  Member  William  A.  Cunningham,  MD, 
Oklahoma  City,  died  May  13, 1991.  A retired  ophthal- 
mologist, Dr  Cunningham  earned  his  medical  degree 
from  the  University  of  Oklahoma  School  of  Medicine 
in  1958.  He  established  his  practice  in  Oklahoma 
City  in  1962.  Bom  in  Fresno,  Calif,  he  served  in  the 
Philippines  during  World  War  11. 


Classifieds 

Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid.  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


FAMILY  PRACTICE  — Stillwater,  Okla.  Seeking  family  doc- 
tor to  join  two  others  in  a primary  care  practice  (associated  with 
internists  and  pediatricians).  Share  call  three  ways.  Compensa- 
tion and  fringe  benefits  competitive.  For  more  information  call 
405-743-7350. 


ARE  YOU  SEEKING  A POSITION  IN  NEONATOLOGY,  OR- 
THOPEDICS, DERMATOLOGY,  ALLERGY,  RADIOLOGY,  or 
GENERAL/VASCULAR  SURGERY?  We  have  openings  in  Ohio, 
Michigan,  Missouri,  Wisconsin,  and  Nebraska.  Attractive  guaran- 
tees and  benefit  packages.  Single  or  multispecialty  groups.  To  dis- 
cuss your  practice  preferences  and  these  opportunities  please  call 
our  toll  free  number,  1-800-243-4353  or  send  your  CV  to  STREL- 
CHECK  & ASSOCIATES,  INC.;  10624  N.  Port  Washington  Road; 
Mequon,  WI  53092. 


FAMILY  PRACTICE,  OB-GYN,  and  INTERNAL  MEDICINE 

positions  are  available  in  a variety  of  settings  from  Central  Ohio, 
through  Michigan,  Indiana,  Wisconsin  and  Illinois  to  the  rolling 
plains  of  Kansas.  Single  or  multi -specialty  groups  or  solo  with  call 
coverage.  Attractive  guarantees  and  benefits.  For  more  informa- 
tion please  contact  our  toll  free  number,  1-800-243-4353,  or  send 
your  CV  to  STRELCHECK  & ASSOCIATES,  INC.;  10624  N.  Port 
Washington  Road;  Mequon,  WI  53092. 


John  Florence,  MD 
1919  - 1991 

Cushing  native  John  Florence,  MD,  died  April  20, 
1991.  A 1943  graduate  of  the  University  of  Oklahoma 
School  of  Medicine,  Dr  Florence  was  an  orthopedic 
surgeon  in  Oklahoma  City  for  many  years.  He  served 
30  months  active  duty  with  the  US  Army  during 
World  War  II  and  was  discharged  with  the  rank  of  cap- 
tain. Dr  Florence  was  a Life  Member  of  the  OSMA. 


Other 


FARM-RANCH.  1,120  ac.  460  ac.  irrigated.  640  ac.  attached. 

Good  to  excellent  bermuda  pastures.  Additional  150  ac.  could  be 
irrigated  from  same  wells.  Can  irrigate  wheat  for  winter  and 
Sudan  for  summer  pastures.  Water  level  20-25  ft.,  red  bed  at  40  ft., 
can  pump  1200  gallons/min.  All  fence  5 barbed  wire.  125  ac.  cotton, 
390  acre  wheat,  40  acre  oat  allotments.  Can  run  350  to  550  Stock- 
ers per  year  with  100  cow/calf  pairs.  6 room  modem  home,  refur- 
bished 1989.  New  central  heat  and  air,  3 hr.  1V2  bath.  Storm  cellar. 
Herdmans  house,  2 hr,  2 bath.  Hay  and  animal  bams.  Shop  with 
tools,  equipment,  1 ton  truck,  4030  J.D.  tractor,  etc.  Located  on 
black  top,  15  miles  SW  of  Lawton  & 5 mi.  N.  of  Chattanooga,  OK. 
50  mi.  NW  of  Wichita  Falls,  TX.  Call:  405-755-2303  or  390-3308. 


Mark  Duane  Hopping,  MD 
1945  - 1991 

Dr  Mark  D.  Hopping,  Enid  cardiologist  and  pulmo- 
nary disease  specialist,  died  May  1,  1991.  Bom  in  In- 
dianapolis, he  attended  the  Indiana  University 
School  of  Medicine,  graduating  in  1971.  He  served  in 
the  US  Air  Force  from  1972  to  1974  and  moved  to  Enid 
in  1978.  A testamentary  tmst  fund  has  been  set  up 
for  Dr  Hopping’s  children;  contributions  may  be  sent 
to  Mark  D.  Hopping,  MD,  Testamentary  Trust,  PO 
Box  3487,  Enid,  OK  73702,  Attn;  Tim  Crowley. 


Medical  suite,  3 exam  rooms,  1 private  office,  reception  area, 

near  Bethany  Hospital  & other  medical  offices.  Reasonable  rent. 
Barrett  Realty,  495-0298. 


Practice  available,  Shawnee,  Oklahoma.  Doctor  retiring.  In- 
cludes records,  equipment,  rental  or  sale  of  office  space.  Write 
Journal  Box  40,  c/o  OSMA. 


OSMA  toll-free  number 
1-800-522-9452 
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OSMA  House  of  Delegates 

1991  ANNUAL  MEETING 
PROCEEDINGS 


Appropriations  and  Audit  Committee, 
Report  of  the,  357 

Auxiliary,  Report  of  the  OSMA,  364 
Closing  Session,  Minutes,  330 
Constitution  and  Bylaws  Committee, 
Report  of  the,  359 
Council  on  Planning  and 

Development,  Report  of  the,  357 
Field  Office,  Report  of  the  OSMA,  366 
Governmental  Activities,  Report  of 
the  Council  on,  382 
Hospital  Medical  Staff  Section,  Report 
of  the,  379 

Journal  of  the  Oklahoma  State 
Medical  Association,  Report  of  the, 
379 

Medical  Education,  Report  of  the 
Council  on,  375 

Medical  Services,  Report  of  the 
Council  on,  377 

Medical  Student  Section,  Report  of 
the,  379 

Member  Services,  Report  of  the 
Council  on,  385 

Oklahoma  Medical  Political  Action 
Committee,  Report  of  the,  386 
Oklahoma  State  Medical  Association- 
Education  and  Research 
Foundation,  Report  of  the,  366 
Oklahomans  Against  Lawsuit  Abuse 
Coalition,  Report  of  the,  365 
Opening  Session,  Minutes,  325 
OSMA/OU  College  of  Medicine 
Liaison  Committee,  Report  of  the, 
376 

Physician/Nurse  Committee,  Report 
of  the,  375 

Physician  Recovery  Committee, 
Report  of  the,  387 
Physicians  Liability  Insurance 
Company,  Report  of  the,  360 
President,  Report  of  the,  323 
President-Elect,  Report  of  the,  324 
Professional  and  Public  Relations, 
Report  of  the  Council  on,  371 


Public  and  Mental  Health,  Report  of 
the  Council  on,  373 
Reference  Committee  I,  Report  of,  345 
Reference  Committee  II,  Report  of, 
368 

Reference  Committee  III,  Report  of, 
381 

Resolutions,  335 

1 —  Bush  Administration 
Proposal,  335 

2 —  Recognition  for  MDs  in 
Operation  Desert  Storm,  335 

3 —  Student  Lifestyles,  335 

4 —  Health  Policy  Options,  335 

5 —  Hospital  Bids  for  Health  Care 
Contracts,  336 

6 —  Annual  Meeting  Dates,  336 

7 —  Insurance  Coverage  for  Mental 
Illness  and  Chemical 
Dependence,  336 
Substitute  Resolution  7,  337 

8 —  Funding  for  Mental  Illness  and 
Chemical  Dependence  Services, 

337 

9 —  Voting  Privileges,  337 

10 —  National  Nurses  Week,  May 
6-12,  1991,  337 

11 —  Identification  as  a Physician, 

338 

12 —  Fee  for  Medical  Examiner 
Death  Cases,  338 

13 —  Health  Awareness  in  Hospital 
Cafeterias,  338 

14 —  Deaths  and  Smoking,  338 

15 —  Purchase  of  Firearms,  338 

16 —  Firearms  and  Ammunition 
Tax,  339 

17 —  Elections  of  AM  A Delegates 
and  Alternate  Delegates,  339 

18 —  Continuing  Medical 
Education,  340 

19 —  Model  State  Volunteer  Act,  340 

20 —  Pregnancy  Planning,  340 
Substitute  Resolution  20,  340 

21 —  Speakers’  Bureau,  341 


22—  WIC  Program,  341 

23 —  Recyclable  Packing  Material, 

341 
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REPORT  OF  THE 
PRESIDENT 

Perry  A.  Lambird^  MD 


elegates,  Officers  and  Guests: 

It  is  my  pleasure  to  report  to  you 
this  morning  the  results  of  a year  of 
stewardship,  suggest  some  areas  of  fu- 
ture concern  that  have  become  appar- 
ent from  the  unique  perspective  that 
a presidency  enjoys,  and,  at  least  for 
a moment,  to  indulge  in  a few  thoughts 
about  a unique,  personal  experience. 

In  May  of  1990,  this  House  placed 
upon  its  officers.  Board,  and  staff,  a 
dauntingly  challenging  and  long  list 
of  requests  and  demands,  over  sixty  in 
all.  They  ranged  from  changing  Fed- 
eral law  to  modifications  in  Associa- 
tion procedures,  and  from  dreams  to 
concrete  reality.  I am  pleased  to  report 
to  you  that  all  were  acted  upon  and 
essentially  all  completed.  It  has  been 
a successful  year. 

The  details  of  your  Association’s  re- 
sponses to  House  actions  have  been 
covered  in  the  May,  1991  Journal  and 
in  the  many  reports  before  you  today. 
Highlights  certainly  included  our  vig- 
orous federal  actions.  Through  Dr. 
Boatsman’s  Council  on  Governmental 
Activities  we  literally^  led  the  nation 
in  demanding  change  to  the  regula- 
tory nightmare  of  GLIA  ’88,  provided 
perhaps  one-third  of  all  the  comments 
sent  to  HCFA,  provoked  the  White 
House  to  deem  GLIA  ’88  a major  reg- 
ulatory rule,  and  saw  our  efforts  culmi- 
nate in  the  language  of  the  Senate  Ap- 
propriations Committee  Report  which 
instructs  HCFA  to  heed  our  concerns. 
To  many  of  our  members,  equally  im- 
portant was  relief  from  the  125  percent 
billing  cap  on  primary  care  services 
before  the  RBRVS  was  in  place.  Our 
delegation,  and  in  particular,  David 
Boren,  was  instrumental  in  enacting 
Federal  legislation  to  provide  that  re- 
lief. You  asked  for  a single,  statewide 
reimbursement  zone  for  Oklahoma 


physicians.  Our  entire  delegation  saw 
that  that  request  was  enacted  into  law. 
Although  the  President  has  declared 
that  particular  act  of  Congress  uncon- 
stitutional, it  is  clear  that  by  next  Jan- 
uary we  will  have  a single,  statewide 
zone.  Through  our  actions  we  set  a stel- 
lar model  for  the  federation  of  medi- 
cine and  for  our  country. 

Again,  let  me  refer  you  to  your  dele- 
gate’s book  and  the  reports  therein 
which  cover  similar  stories  of  success 
in  our  State  Legislature,  in  the  AMA, 
in  areas  of  environmental  concern, 
health  care  for  our  citizens,  and  the 
entire  panoply  of  your  requests.  We 
heard  and  we  acted. 

Your  Board,  under  the  superb 
leadership  of  Sara  DePersio,  MD, 
handled  heavy  agendas  both  thought- 
fully and  expeditiously.  Some  high- 
lights of  major  Association  importance 
include  these:  The  Board  surveyed  our 
entire  membership  regarding  unifica- 
tion with  the  American  Medical  As- 
sociation. By  a spectacular  75  percent 
margin  our  members  affirmed  the 
strong  and  important  action  you  took 
last  year  to  keep  the  house  of  medicine 
together.  Responding  to  the  needs  of 
our  unstaffed  county  medical  societies, 
your  Board  created  a Field  Representa- 
tive position  into  which  we  placed 
Robert  Baker.  From  substantial  feed- 
back statewide  this  has  been  an  un- 
qualified success.  We  initiated  a major 
new  partnership  with  the  Oklahoma 
Bar  Association.  In  a joint  meeting  of 
the  two  Boards,  an  action  program  was 
approved  which  includes  drug  abuse 
prevention  in  the  schools,  jail  inspec- 
tions, continuing  medical/legal  educa- 
tion, and  a standing  Joint  Committee 
to  assist  attorneys  and  physicians  in 
working  together  in  legal  matters.  To 
oversee  these  and  future  activities,  a 


formal  Board-Board  Liaison  Commit- 
tee has  been  created.  Your  Board  has 
indeed  been  busy. 

As  one  final  highlight,  you  should 
note  that  the  last  year  also  marked  a 
substantial  reformation  of  our  com- 
mittees and  councils.  With  considera- 
ble trepidation  a number  of  long- 
standing members  of  various  commit- 
tees were  not  reappointed,  and  their 
places  were  taken  by  young  physicians 
from  throughout  the  state.  We  in- 
itiated a Committee  on  Women  in 
Medicine  under  the  enthusiastic 
leadership  of  Becky  Tisdal,  MD,  with 
Mike  Haugh,  MD,  as  Vice-Chair.  Some 
of  the  results  of  this  committee  you 
see  at  this  meeting.  We,  this  year,  have 
a historic  number  of  women  physi- 
cians serving  this  Association; 
perhaps  more  than  the  previous  total 
from  1907  through  last  May.  We  lead 
the  nation  in  the  percentage  of  women 
physicians  who  are  federation  mem- 
bers. We  have  made  a commitment 
that  this  Association  will  be  a vital 
and  necessary  part  of  the  lives  of  all 
Oklahoma  physicians.  With  that  com- 
mitment we  have  also  secured  the  fu- 
ture of  our  Association. 

And  what  of  the  future  of  our  pro- 
fession? It  rests,  I believe,  on  the  actions 
of  the  American  Medical  Association 
as  we  address  our  patients,  the  dyad 
of  education  and  new  technology,  and 
the  financing  of  medical  and  hospital 
care.  To  our  patients  and  the  public 
we  must  forge  a perception  out  of  real- 
ity. They  must  come  to  understand 
that  we  are  their  friends,  their  om- 
budsmen, and  their  advocates  in  the 
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field  of  medicine.  This  will  be  neither 
easy  nor  inexpensive,  but  it  is  the 
foundation  upon  which  all  other  ac- 
tions rest.  We  must  insist  that  research 
funds  be  made  available  to  our  schools 
and  laboratories  and  that  the  dis- 
coveries which  they  produce  are  al- 
lowed to  flow  to  our  patients.  Finally, 
we  must  address  the  issue  of  financ- 
ing. There  are  stirrings  in  Washington 
and  across  America,  currents  that  I 
have  not  felt  before,  a coalescence  of 
opinion  that  the  financing  of  medical 
and  hospital  care  will  change,  but  with 
very  few  constraints  on  the  ideas  that 
are  deemed  worthy  of  consideration. 
With  an  enormous  amount  of  intellec- 
tual effort  and  political  will  I believe 
we  can  seize  the  leadership  of  the  com- 
ing reformation.  For  the  future  of  our 
patients  and  profession  we  must  do  so. 
It  may  be  in  states  such  as  ours  that 
the  ideas  are  first  germinated,  but  it 
will  be  their  evolution  through  and 
execution  by  our  American  Medical 


Association  that  will  make  the  differ- 
ence. In  our  new  AMA,  it  will  be  done. 

In  closing  this  year,  a few  personal 
remarks.  What  our  Association  has 
done  and  what  we  will  do  in  the  future 
depends  upon  people.  In  this  year  of 
action  and  accomplishment  it  should 
be  clear  to  all  that  our  many  successes 
were  the  result  of  many  individuals 
working  together.  Under  the  leader- 
ship of  my  cherished  friend,  David 
Bickham,  we  have  developed  the  finest 
Association  staff  in  the  United  States. 
Our  Board  has  been  resolute  in  follow- 
ing the  wishes  of  our  members  as  ex- 
pressed by  you,  has  ably  considered 
policy  and  program  matters,  and  has 
been  a prudent  steward  of  our  re- 
sources. The  voluntarily  given  hours 
of  hundreds  of  physicians  are  the  driv- 
ing force  of  our  Association.  Your  coun- 
cils and  committees  have  been 
exemplary  in  the  breadth  and  depth 
of  their  accomplishments.  On  behalf 
of  all  Association  members,  our  sin- 


cere thanks  to  all  those  of  you  who 
make  the  Oklahoma  State  Medical  As- 
sociation great. 

Today,  for  me  personally,  closes  a 
substantial  chapter  in  two  decades  of 
work  in  and  for  this  Association.  I 
thank  you  from  the  bottom  of  my  heart 
for  having  granted  me  the  chance  to 
have  served  as  your  President.  Each 
day  has  been  a challenge  and  a joy. 
Each  hour  has  sparkled  with  opportu- 
nity. Each  moment  is  now  a wonderful 
memory. 

You  have  chosen  well  in  selecting 
Dr.  Dotter  as  your  new  President.  He 
will  be  an  excellent  leader  and  spokes- 
man. We  wish  him  well  in  this  unique, 
exciting  calling.  Dr.  Dotter,  to  you  con- 
gratulations — and  to  my  fellow  col- 
leagues, aloha. 

Respectfully  submitted. 

Perry  A.  Lambird,  MD 
President 


OSMA  House  of  Delegates 

REPORT  OF  THE 
PRESIDENT-ELECT 

Billy  Dale  Dotter,  MD 


Fellow  delegates,  honored  guests 
and  friends: 

Two  years  ago,  in  the  absence  of 
demonstrated  interest  in  the  position 
of  Vice-President,  my  partner.  Dr. 
Claude  Williams,  placed  my  name  in 
nomination  from  the  floor  of  the  con- 


vention. There  was  no  opposition,  and 
ascension  followed  the  normal  course. 

I am  indeed  honored  to  be  standing 
here  as  representative  of  the  rural 
physicians  of  our  state.  I shall  do  my 
utmost  to  measure  up  as  the  year 
ahead  unfolds. 


Because  of  the  lack  of  preconven- 
tion organization  or  communication 
among  rural  physicians,  we  this  year 
had  our  first  rural  caucus  — a break- 
fast meeting  held  yesterday  and 
chaired  by  Dr.  Jay  Gregory  of  Mus- 
kogee. It  was  well  attended,  and  we 
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hope  for  even  better  participation  next 
year  and  succeeding  years  so  we  can 
bring  our  chosen  best  as  candidates 
for  various  offices. 

There  were  many  then  and  many 
among  you  now  who  are  equally  or 
more  deserving  than  I.  Some  of  you 
cannot  serve  because  of  limited  cover- 
age of  your  practice  or  health  concerns 
of  your  own  or  family  members  or  fi- 
nancial demands.  Myriad  valid 
reasons  may  deprive  our  organization 
of  the  “best,”  but  there  is  not  a single 
valid  reason  that  each  of  you  cannot 
contribute  your  intelligence  and  a 
modicum  of  time  to  the  problems  fac- 
ing our  beloved  profession. 

Years  ago  I sent  a letter  to  over 
3,000  practicing  physicians  in  Okla- 
homa asking  for  ideas  on  how  to  stop 
“Preadmission  Certification”  of  the 
need  for  hospitalization  of  Medicare 
patients  and  offering  to  lead  the  fight 
for  its  repeal.  I received  three  (3)  an- 
swers and  only  two  (2)  suggestions. 
However,  by  adding  a couple  of  my  own 
thoughts  and  enlisting  the  help  of 
OSMA,  our  congressmen  and  Senator 
Boren,  and  our  patients,  we  got  it 
stopped  for  the  entire  nation. 

My  point  being,  bottom  line  ladies 
and  gentlemen,  that  degree  of  apathy 
just  will  not  cut  it  anymore. 

After  the  bludgeoning,  we  all,  in 
varying  degrees,  suffered  from  the  new 
reimbursement  schedule  — it  must  be 
painfully  obvious  to  all  that  an  “End 
Point”  is  approaching  — a point  where 
we  must  take  a united  stand.  It  is 
abundantly  clear  that  they  anticipate 
and  desire  fragmentation  within  our 
ranks.  They  delight  in  pitting  one 
group  against  another  and  count  on 
envy,  pride  and  greed  to  tear  us  apart 
and  weaken  our  organizations.  We 
must  not  allow  this  to  happen. 

The  OSMA  and  the  AMA  are  our 
voice,  our  lobby,  our  power.  Don’t  abuse 
them  — use  them.  More  than  ever  be- 
fore. If  these  organizations  did  not  al- 
ready exist,  we  would  have  to  invent 
them. 

I thank  you  again  for  the  honor 
and  the  opportunity. 

I hope  my  best  will  be  good  enough. 

Respectfully  submitted, 

Billy  Dale  Dotter,  MD 

President-Elect 


I.  Call  to  Order 

Speaker  Larry  L.  Long  called  the 
Opening  Session  of  the  85th  annual 
meeting  to  order  at  8:55  am.  He  asked 
Thomas  J.  Lowrey,  MD,  Yukon,  to  de- 
liver the  invocation. 

II.  Report  of  the  Credentials 
Committee 

Carol  Blackwell  Imes,  MD,  Okla- 
homa City,  Chairman,  announced  that 
a quorum  was  present. 

III.  Introductions 

Doctor  Long  recognized  OSMA 
President  Perry  A.  Lambird,  MD,  to 
introduce  George  W.  Warren,  MD, 
Smackover,  Arkansas,  President  of  the 
Arkansas  Medical  Society,  and  Kay  K. 
Hanley,  MD,  Clearwater,  Florida,  Im- 
mediate Past  President  of  the  Florida 
Medical  Association. 

Edward  J.  Tomsovic,  MD,  Tulsa, 
was  then  recognized  to  introduce  Dr. 
and  Mrs.  Jim  C.  Barnett,  Jr.,  of  Brook- 
haven,  Mississippi.  Doctor  Barnett,  he 
noted,  is  President  of  the  Southern 
Medical  Association;  Mrs.  Barnett  is 
currently  president  of  the  Southern 
Medical  Association  Auxiliary.  Doctor 
Barnett  then  spoke,  noting  that  the 
Southern  Medical  Association  (SMA) 
is  comprised  of  sixteen  southeastern 
states,  including  Oklahoma.  The  SMA 
was  founded  in  1906  on  the  basis  of 
continuing  medical  education  (CME); 
tbis  year  there  will  be  87  CME  meet- 
ings. 


Each  state.  Doctor  Barnett 
explained,  is  represented  on  the  Board 
of  Directors,  of  which  Doctor  Tomsovic 
is  a member.  Doctor  Barnett  an- 
nounced the  SMA’s  annual  meeting 
will  be  held  Saturday,  November  16, 
and  invited  the  delegates  to  attend. 
Doctor  Barnett  expressed  his  thanks 
for  allowing  him  to  attend  the  OSMA 
annual  meeting. 

Doctor  Long  recognized  a list  of  in- 
dividuals who  have  served  our  associ- 
ation with  honor  and  distinction,  the 
Past  Presidents  of  the  association: 
John  R.  Alexander,  MD,  Tulsa;  Elvin 
M.  Amen,  MD,  Bartlesville;  Ed  L.  Cal- 
hoon,  MD,  Beaver;  M.  Joe  Crosthwait, 
MD,  Midwest  City;  Norman  L.  Dunitz, 
MD,  Tulsa;  J.  B.  Eskridge  III,  MD, 
Oklahoma  City;  John  A.  McIntyre, 
MD,  Enid;  Ray  V.  McIntyre,  MD, 
Kingfisher;  Floyd  F.  Miller,  MD,  Tulsa; 
James  B.  Pitts,  Jr.,  MD,  Oklahoma 
City;  and  Orange  M.  Welbom,  MD, 
Ada. 

Speaker  Long  then  recognized 
other  special  guests  present:  Mrs. 
Nancy  Lewis,  Executive  Director, 
Oklahoma  County  Medical  Society; 
Mr.  Paul  Patton  and  Mrs.  Tanya  Luce, 
Executive  Director  and  Associate 
Executive  Director,  Tulsa  County  Med- 
ical Society;  and  Mr.  Del  Langham  and 
Mr.  Dale  Neikirk  from  C.L.  Frates  & 
Company,  Inc. 

Doctor  Long  recognized  Doctor 
Lambird,  who  introduced  Palma  E. 
Formica,  MD,  Old  Bridge,  New  Jersey, 
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a member  of  the  AMA  Board  of  Trus- 
tees, and  encouraged  the  physicians 
to  attend  the  luncheon  to  hear  her 
speak.  Doctor  Long  welcomed  Doctor 
Formica  to  Oklahoma. 

Doctor  Long  announced  the  refer- 
ence committee  chairmen,  staff,  and 
room  assignments: 

Reference  Committee  I — 

Chairman,  Jon  C.  Axton,  MD, 
Oklahoma  City 
Staff;  Ed  Kelsay  and  Debbie 
Thurmond 

Room:  Red  Carpet  Room 
Reference  Committee  II  — 

Chairman:  G.  Lance  Miller, 
MD,  Tulsa 

Staff:  Lyle  Kelsey  and  Susan 
Tindall 

Room:  Green  Country  Room 
Reference  Committee  III  — 
Chairman:  Michael  J. 

Schwartz,  MD,  Yukon 
Staff:  Robert  Baker  and  Bobbie 
Brown 

Room:  Kiamichi  Room 
Doctor  Long  added  that  the  refer- 
ence committees  will  meet  im- 
mediately after  the  candidates  forum. 

IV.  Approval  of  the  Minutes  of  the 
1990  Annual  Meeting 

Doctor  Long  noted  the  minutes 
were  published  in  the  July  1990  issue 
of  the  Journal.  There  being  no  objec- 
tion, Doctor  Long  declared  the  min- 
utes were  approved  as  published. 

V.  Presentations 
Auxiliary 

Doctor  Long  recognized  Mrs.  Nora 
White,  Tulsa,  outgoing  President  of 
the  OSMA  Auxiliary,  for  her  remarks. 
She  reported  that  membership  is  up 
by  4%,  and  two  new  county  auxiliaries 
have  been  created.  She  invited  the 
physicians  to  encourage  their  spouses 
to  join  the  OSMA  Auxiliary.  Mrs. 
White  also  reported  that  contributions 
to  AMA-ERF  are  up  several  thousand 
dollars,  the  Physician  Recovery  Foun- 
dation Fund  has  a good  financial  base, 
and  the  Health  Education  Foundation 
awarded  four  nursing  school  scholar- 
ships to  outstanding  students.  In  the 
health  projects  £u-ea,  she  noted  this 
year  Oklahoma  became  a contributing 
member  to  California’s  “Metal  Im- 
plant Bank,”  which  sends  orthopedic 
supplies  to  nonmilitary  hospitals  in 
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Mexico  and  Latin  America.  She  an- 
nounced that  Sherry  Strebel  is  Okla- 
homa’s first  nominee  for  AMPAC’s 
Belle  Chenault  Award,  and  that  Mrs. 
Strebel  will  be  installed  as  Okla- 
homa’s first  President  of  the  AMA 
Auxiliary  in  June  this  year.  In  closing, 
Mrs.  White  thanked  the  Board  of  Trus- 
tees and  the  House  of  Delegates  for 
their  continued  support.  She  pledged 
that  the  Auxiliary  will  continue  to 
help  medicine  as  needed,  as  the  auxi- 
lians  are  the  physician’s  best  “Friends 
of  Medicine.” 

Mrs.  White  then  introduced  Mrs. 
Susan  Paddack,  Ada,  incoming  Aux- 
iliary President.  Mrs.  Paddack  said 
she  is  looking  forward  to  a successful 
year. 

Mrs.  White  introduced  the  incom- 
ing President  of  the  AMA  Auxiliary, 
Oklahoma’s  Sherry  Strebel,  who  re- 
ceived a standing  ovation.  Mrs.  Strebel 
noted  she  will  be  the  75th  President 
of  the  AMA  Auxiliary.  Oklahoma 
formed  the  first  state  auxiliary  in  the 
nation,  and  now  Oklahoma  will  have 
its  first  auxiliary  president  on  a na- 
tional level.  Mrs.  Strebel  noted  that  it 
is  through  the  support  and  efforts  of 
the  OSMA  Board  of  Trustees  and 
House  of  Delegates  that  she  has  the 


opportunity  to  stand  before  the  House 
at  this  time. 

Mrs.  Strebel  admitted  there  are 
tough  times  ahead  for  medicine.  Mem- 
bership in  the  Auxiliary  is  a challenge 
each  and  every  year.  Oklahoma,  she 
announced,  is  one  state  that  increased 
its  membership  the  most,  which  occur- 
red through  the  direction  of  Mrs. 
White.  Mrs.  Strebel  announced  she 
has  appointed  Mrs.  White  to  the  Long 
Range  Planning  Committee  of  the 
AMA  Auxiliary  and  knows  she  will  do 
an  excellent  job. 

Mrs.  Strebel  has  visited  38  states 
and  has  seen  the  true  partnership  of 
the  doctors  and  their  spouses.  In  this 
past  year,  she  noted,  auxiliaries  in  the 
nation  developed  over  6,000  programs 
to  help  local  citizens.  Concerning  the 
AMA-ERF  (American  Medical  Associ- 
ation-Education and  Research  Foun- 
dation), Mrs.  Strebel  announced  that 
Oklahoma  is  among  the  top  ten  aux- 
iliaries in  the  nation  in  raising  $2  mil- 
lion in  excess  of  AMA-ERF  funds  to 
finance  community  projects. 

Mrs.  Strebel  noted  that  efforts  in 
the  legislative  arena  are  noticed  by 
Oklahoma’s  congressmen  and  legis- 
lators. Phone  banks  began  six  years 
ago  to  call  to  action  physicians  and 
their  spouses  across  the  country. 

Mrs.  Strebel  announced  a new  and 
exciting  joint  project  is  underway, 
called  the  “mini-intemship,”  which 
provides  the  opportunity  for  the  physi- 
cian and  his  legislator  to  get  to  know 
each  other  on  the  physician’s  turf.  Mrs. 
Strebel  notes  there  has  been  positive 
response  to  this  program,  and  she  is 
looking  forward  to  working  with  the 
OSMA  staff  on  this  project,  which 
would  be  coordinated  through  the 
medical  association. 

Mrs.  Strebel  announced  a new  cam- 
paign is  begun  this  year,  “Violence  in 
America,”  especially  against  women 
and  children.  The  message  she  will 
carry  across  the  nation  next  year  will 
be  that  each  person  can  make  a differ- 
ence if  he/she  takes  a stand.  This  cam- 
paign, she  explained,  will  be  a guiding 
force  for  organized  medicine  into  the 
21st  century.  Mrs.  Strebel  expressed 
her  appreciation  for  the  support  she 
has  received  and  for  the  privilege  to 
represent  physicians  in  the  AMA 
Auxiliary  and  organized  medicine. 
She  especially  thanked  her  husband. 
Dr.  Gary  Strebel. 
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AMA-ERF 

Mrs.  White  introduced  Mrs.  “K” 
Caldwell,  State  AMA-ERF  Chairman, 
to  present  the  AMA-ERF  checks  to  the 
deans  of  the  medical  schools  in  Okla- 
homa. Edward  J.  Tomsovic,  MD,  Dean 
of  the  University  of  Oklahoma  College 
of  Medicine-Tulsa,  received  a check 
for  $5,585.25  for  the  Medical  School 
Excellence  Fund  and  $1,840.00  for  the 
Medical  School  Assistance  Fund,  total- 
ing $7,425.25.  Doctor  Tomsovic  an- 
nounced this  would  be  his  last  time  to 
stand  before  the  House  of  Delegates 
as  Dean  of  the  medical  college  and  ex- 
pressed his  thanks. 

Edward  N.  Brandt,  Jr.,  MD,  Execu- 
tive Dean  of  the  University  of  Okla- 
homa College  of  Medicine,  Oklahoma 
City,  received  a check  for  the  Medical 
School  Excellence  Fund  for  $16,105.95, 
and  a check  for  the  Medical  School  As- 
sistance Fund  for  $11,779.70,  totaling 
$27,885.65.  Doctor  Brandt  expressed 
his  thanks. 

Best  Journal  Cover 
Photograph  Award 

Doctor  Long  recognized  Ray  V. 
McIntyre,  Journal  Editor-in-Chief, 
who  explained  that  a new  award  was 
established  this  spring  for  the  best 
Journal  cover  photograph  submitted 
by  a physician.  Doctor  McIntyre  an- 
nounced that  Louis  S.  FVank,  MD, 
Oklahoma  City,  was  named  winner  of 
the  award  for  his  photograph,  “Reflec- 
tions,” a study  of  the  Roman  Templietta 
in  the  Italian  Tiered  Garden  at  Tulsa’s 
Philbrook  Museum.  The  photo  was  fea- 
tured on  the  February  1990  cover.  Doc- 
tor McIntyre  presented  the  award  to 
Doctor  Frank,  who  expressed  his 
thanks.  Doctor  Long  thanked  Doctor 
Frank  for  the  beautiful  photograph. 

Physician  Award  for 
Community  Service 

Doctor  Long  announced  that  the 
winner  of  the  1991  Physician  Award 
for  Community  Service  (formerly  the 
A.  H.  Robins  Award)  is  Frank  K.  Buster, 
MD,  Cheyenne.  Doctor  Buster  will  re- 
ceive the  award  in  the  evening  at  the 
presidential  inaugural  banquet. 


Donald  J.  Blair  Friend  of 
Medicine  Award 

Doctor  Long  announced  that  US 
Senators  David  Boren  and  Don  Nick- 
les  are  this  year’s  recipients.  Senator 
Boren  will  receive  his  award  at  the 
luncheon  at  noon,  and  Senator  Nickles 
will  receive  his  at  the  presidential  in- 
augural banquet. 

AMPAC  Membership  Award 

Doctor  Long  introduced  C.  L. 
Montgomery,  MD,  Lubbock,  Texas, 
Secretary  of  AMPAC,  Associate  Dean 
of  Continuing  Medical  Education  for 
Community  Affairs  at  the  University 
of  Texas  Tech,  and  Member  of  the 
AMPAC  Board  of  Directors.  With  great 
pleasure.  Doctor  Montgomery  pre- 
sented Dr.  Larry  Long  with  the  1990 
AMPAC  Membership  Award  as  run- 
ner-up, tying  with  Pennslyvania.  Doc- 
tor Long  described  the  award  and 
voiced  his  appreciation. 

Doctor  Montgomery  extended 
greetings  from  the  AMA,  and  particu- 
larly from  the  physicians  and  staff 
who  work  in  the  AMA  Washington  of- 
fice. He  also  offered  greetings  from  the 
Texas  Medical  Association  and 
TEXPAC.  Doctor  Montgomery  noted 
that  the  states  of  California,  Florida, 
and  Texas  will  control  25%  of  the 
House  of  Representatives  in  Congress. 
He  quoted,  “Politics  is  this  nation  talk- 
ing to  itself  about  its  future.”  Doctor 
Montgomery  discussed  medicine’s 
“agenda,”  concerning  access  to  quality 
health  care,  a fair  payment  system, 
relief  for  a medical  liability  system 
that  is  out  of  control,  and  strong  fund- 
ing for  education  and  research,  and 
noted  that  the  AMA  is  addressing  this 
agenda,  and  this  is  being  done  in  Okla- 
homa through  OMPAC.  Doctor  Long 
said  it  is  an  honor  to  have  Doctor 
Montgomery  at  the  annual  meeting. 

VI.  Remarks  of  the  Speaker 

Doctor  Long  cited  the  special  reso- 
lutions of  commendation.  Each  resolu- 
tion was  accepted  by  the  House  of  Dele- 
gates by  unanimous  consent  for  John 
A.  McIntyre,  MD,  Enid,  and  Floyd  F. 
Miller,  MD,  Tulsa,  for  their  many 
years  of  service  as  Delegates  to  the 
AMA,  and  to  Edward  J.  Tomsovic,  MD, 
for  his  years  of  service  as  Dean  of  the 
University  of  Oklahoma  College  of 
Medicine— Tulsa.  Doctor  Long  an- 


nounced that  plaques  will  be  pre- 
sented to  the  recipients  at  the  closing 
session  or  the  presidential  inaugural 
banquet. 

VII.  President’s  Report 

Perry  A.  Lambird,  MD,  President, 
was  recognized  to  present  his  outgoing 
report.  Doctor  Lambird  noted  that  the 
details  of  the  OSMA’s  responses  to  the 
actions  of  the  House  of  Delegates  were 
covered  in  the  May  1991  Journal  and 
in  the  various  reports  included  in  the 
delegate  handbook. 

Doctor  Lambird  reviewed  many 
significant  highlights  from  his  year  as 
OSMA  President.  He  noted  that 
OMPAC  had  an  immensely  successful 
year  and  encouraged  the  officers,  trus- 
tees, and  delegates  to  become  mem- 
bers of  OMPAC’s  200  Club.  Doctor 
Lambird  announced  a new  Committee 
on  Women  in  Medicine  was  initiated 
this  year,  and  there  is  a historic 
number  of  women  physicians  who  be- 
long to  the  federation  of  medicine.  A 
new  joint  committee  with  the  Okla- 
homa Bar  Association  has  also  been 
formed,  which  sprang  from  a joint 
OBA/OSMA  board  meeting. 

Doctor  Lambird  stated  that  the  fu- 
ture of  the  medical  profession  rests  on 
the  actions  of  the  AMA  as  doctors  ad- 
dress their  patients,  the  dyad  of  educa- 
tion and  new  technology,  and  the 
financing  of  medical  and  hospital  care. 

In  closing.  Doctor  Lambird 
thanked  the  members  of  the  House  for 
the  opportunity  to  serve  as  President 
and  said  they  have  chosen  well  in 
selecting  Billy  Dale  Dotter,  MD,  as  the 
next  OSMA  President.  Doctor  Lam- 
bird then  extended  his  congratula- 
tions to  Doctor  Dotter.  (A  copy  of  the 
Report  of  the  President  is  attached  and 
made  a part  of  these  proceedings.) 

VIII.  Recess 

Doctor  Long  announced  a 10-minute 
recess  for  caucusing.  The  House  recon- 
vened at  10:20  AM.  Doctor  Long  ap- 
pointed Dr.  W.  Frank  Phelps,  Tulsa,  as 
Sergeant-at-Arms  and  asked  him  to 
gather  the  delegates. 
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IX.  Nominations  for  Elections 

Doctor  Long  declared  the  House  of 
Delegates  in  session,  and  the  floor  was 
open  for  nominations  for  elections. 
Doctor  Long  noted  that  in  the  interest 
of  time,  the  Chair  discourages  second- 
ing speeches  and  asked  for  very  brief 
nominating  speeches  for  those  physi- 
cians whose  position  appears  to  be  un- 
contested. The  nominations  are  as  fol- 
lows: 

President-Elect  (one-year  term  of 
office) 

James  D.  Punnell,  MD, 

Oklahoma  City 

Vice-President  (one-year  term  of  office) 
Victor  L.  Robards,  Jr.,  MD,  Tulsa 
Secretary -Treasurer  (two-year  term  of 
office) 

Raymond  L.  Comelison,  Jr,  MD, 
Midwest  City 

Elaine  N.  Davis,  MD,  Enid 
Delegate  to  the  AM  A (two-year  term  of 
office) 

Ed  L.  Calhoon,  MD,  Beaver 
William  O.  Coleman,  MD, 
Oklahoma  City 

Billy  Dale  Dotter,  MD,  Okeene 
Norman  L.  Dunitz,  MD,  Tulsa 
Burdge  F.  Green,  MD,  Stilwell 
(withdrawn) 

Michael  J.  Haugh,  MD,  Tulsa 
Alice  M.  Hughes,  MD, 

Oklahoma  City 
Clarence  Robison,  Jr,  MD, 
Oklahoma  City 

Alternate  Delegate  to  the  AMA  (two- 
year  term  of  office) 

Sara  R.  DePersio,  MD, 

Oklahoma  City 

Jay  A.  Gregory,  MD,  Muskogee 
Carol  Blackwell  Imes,  MD, 
Oklahoma  City 

Philip  Mosca,  MD,  Oklahoma  City 
Michael  J.  Schwartz,  MD,  Yukon 
Gary  F.  Strebel,  MD, 

Oklahoma  City 

Edward  J.  Tomsovic,  MD,  Tulsa 
Boyd  O.  Whitlock,  MD,  T^lsa 
Trustee  District  I (two-year  term  of 
office) 

Trustee:  Richard  E.  Martin,  MD, 
Pryor 

Alternate  Trustee:  Douglas  G.  Cox, 
MD,  Grove 

Trustee  District  II  (two-year  term  of 
office) 

Trustee:  Ron  M.  Kreger,  MD, 
Ponca  City 

Alternate  Trustee:  Robert  H. 
Phillips,  MD,  Stillwater 


Trustee  District  III  (two-year  term  of 
office) 

Trustee:  Dennis  K.  McIntyre, 

MD,  Enid 

Alternate  Trustee:  James  S. 
Gerber,  MD,  Okarche 
Trustee  District  TV  (two-year  term  of 
office) 

Trustee:  William  T.  Morris,  MD, 
Woodward 

Alternate  Trustee:  Ed  L.  Calhoon, 
MD,  Beaver 

Trustee  District  V (two-year  term  of 
office) 

Trustee:  Frank  K.  Buster,  MD, 
Cheyenne 

Alternate  Trustee:  James  R. 
Rhymer,  MD,  Clinton 
Trustee  District  VIII  (Position  I)  (one- 
year  term  of  office,  serving  unexpired 
term) 

Trustee:  Boyd  O.  Whitlock,  MD, 
Tulsa 

Alternate  Trustee:  G.  Lance  Miller, 
MD,  Tulsa 

Trustee  District  X (one-year  term  of 
office)  (serving  unexpired  term) 
Alternate  Trustee:  R.  Kem 
Jackson, 

MD,  McAlester 

Doctor  Long  thanked  Norman  A. 
Cotner,  Grove,  outgoing  Trustee,  Dis- 
trict I;  Ed  Meece,  MD,  Woodward,  out- 
going Trustee,  District  IV;  and  Thomas 
J.  Lowrey,  MD,  Yukon,  outgoing  Trus- 
tee, District  V,  for  their  many  years  of 
dedicated  service  as  trustees  for  their 
respective  districts.  They  each  re- 
ceived a round  of  applause. 

PLICO  Board  of  Directors  (three-year 
term  of  office  for  five  positions  and  a 
two-year  term  of  office  for  the  sixth 
position) 

Shelby  D.  Barnes,  MD, 

Oklahoma  City 
Karl  K.  Boatman,  MD, 

Oklahoma  City 
Melissa  K.  Clements,  MD, 
Oklahoma  City 
William  O.  Coleman,  MD, 
Oklahoma  City 
J.  B.  Eskridge  III,  MD, 

Oklahoma  City 
Eugene  G.  Feild,  MD,  Tulsa 
Joe  S.  Hester,  MD,  Muskogee 
Steven  D.  Jimerson,  MD,  Norman 
Laura  L.  Mackie,  MD, 

Oklahoma  City 
David  M.  Selby,  MD,  Enid 


Doctor  Long  explained  that 
there  are  unusual  circumstances 
for  this  particular  election  of  the 
PLICO  Board  of  Directors,  due  to 
the  untimely  death  of  Dr.  C.  Alton 
Brown,  MD,  President  and  Chair- 
man of  PLICO  since  its  inception, 
whereby  a sixth  position  is  vacant. 
Doctor  Long  noted  the  top  five  vote- 
getters  will  receive  the  usual 
three-year  terms  of  office,  and  the 
sixth  top  vote-getter  will  serve  out 
the  two-year  unexpired  term. 

Dr.  Ray  V.  Mclnt5rre,  Kingfisher, 
was  recognized,  and  suggested  ex- 
panding the  sixth  position  to  a 
three-year  term,  thereby  allowing 
all  open  positions  to  be  equal.  Doc- 
tor Long,  however,  said  this  would 
not  be  in  conformance  with  the 
PLICO  bylaws. 

Dr.  John  A.  McIntyre,  Enid, 
made  an  appeal  regarding  the 
sixth  position,  whereby  the  vote  for 
this  slot  would  be  separate  from 
the  vote  for  the  five  director  posi- 
tions. Doctor  Mclnt5rre  noted  that 
the  PLICO  Board  deferred  to  the 
OSMA  House  of  Delegates  on 
selecting  someone  for  this  position. 

Dr.  Floyd  F.  Miller,  Tulsa,  spoke 
in  favor  of  the  Chair’s  decision.  A 
vote  was  taken  on  sustaining  the 
decision  of  the  Chair  to  vote  for  the 
top  six  vote-getters,  the  sixth  to 
serve  out  the  two-year  unexpired 
term.  Doctor  Long  announced  the 
aye  votes  carried,  and  the  ruling  of 
the  Chair  was  sustained. 

Doctor  Long  then  turned  the 
floor  over  to  Victor  L.  Robards,  Jr., 
MD,  Vice-speaker  of  the  House. 

X.  Report  of  the  Chairman  of  the 
Board 

Doctor  Robards  recognized  Sara  R. 
DePersio,  MD,  Oklahoma  City,  Chair- 
man of  the  Board,  who  briefly  pre- 
sented highlights  from  the  May  9 
board  meeting,  noting  that  copies  of 
the  Supplemental  Report  of  the  Board 
are  available  at  the  back  of  the  room. 
(The  Supplemental  Report  is  attached 
and  made  a part  of  the  proceedings.) 

Doctor  Robards  announced  that 
Doctor  DePersio  and  Dr.  Jay  A.  Greg- 
ory, Muskogee,  were  elected  Chairman 
and  Vice-Chairman  of  the  Board  of 
Trustees,  respectively. 
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Dr  Perry  A.  Lambird,  1990-91  OSMA  president,  presents  a Presidential  Citation  to  Dr  Sara 
R.  DePersio.  Dr  DePersio  was  one  of  seven  individuals  to  receive  the  award,  instituted  this 
year  by  Dr  Lambird  to  recognize  outstanding  contributions  to  the  OSMA. 


XI.  Report  of  the  Secretary- 
Treasurer 

James  D.  Funnell,  MD,  Secretary- 
Treasurer,  reported  to  the  delegates  on 
the  financial  condition  of  OSMA.  Doc- 
tor Funnell  noted  this  report  will  be 
referred  to  Reference  Committee  I. 
Doctor  Robards  thanked  Doctor  Fun- 
nell for  his  report  which  was  accepted 
for  information  by  the  House.  (The 
Report  of  the  Secretary-Treasurer  is  at- 
tached and  made  a part  of  the  proceed- 
ings.) 

XII.  Presentation  of  Business  To 
Come  Before  The  House 

None  was  presented. 

XIII.  Other  Business 

Doctor  Robards  asked  the  dele- 
gates to  purchase  their  tickets  to  the 
various  functions  at  the  registration 
desk.  He  announced  that  elections  will 
be  the  first  order  of  business  when  the 
House  of  Delegates  reconvenes  Satur- 
day; the  Closing  Session  will  meet  at 
9:00  AM,  Saturday,  here  in  the  19th- 
20th  Century  Room;  the  Annual  Share- 


holders Meeting  for  PLICO  is  sched- 
uled for  Saturday  during  the  Closing 
Session;  the  PLICO  Forum  will  meet 
directly  after  the  Closing  Session  in 
the  Board  Room. 

Doctor  Robards  announced  that 
Tulsa  County  Medical  Society  has 
awarded  $375,000  in  medical  scholar- 
ships, and  in  1990  alone  awarded 
$33,000. 

XIV.  Necrology  Report 

Doctor  Robards  asked  for  a mo- 
ment of  silence  after  he  read  the  1990- 
91  Necrology  Report,  as  follows: 
Homer  Vincent  Archer,  MD 
John  Howard  Baker,  Jr.,  MD 
Harry  Edward  Barnes,  MD 
Milton  Louis  Berg,  MD 
Murlin  Knight  Braly,  MD 
Clifford  Alton  Brown,  MD 
Everette  Ellis  Cooke,  MD 
Sterling  Thomas  Crawford,  MD 
Raymond  Emison  Daily,  MD 
Frank  Eugene  Darrow,  MD 
William  Orville  Davis,  MD 
Robert  Eldon  Dillman,  MD 


David  Sprouse  Dycus,  MD 
Stephen  Seth  Fitter,  MD 
George  Leroy  Goodman,  MD 
Hassell  Eugene  Groves,  MD 
Alfred  Burke  Hinkle,  MD 
Mark  Duane  Hopping,  MD 
Robert  Alan  Johnston,  MD 
George  Louis  Kaiser,  MD 
Paul  E.  Kaldahl,  MD 
Glen  H.  Smith  Kreger,  MD 
Claude  Elbert  Lively,  MD 
Robert  Love  Loftin,  MD 
Robert  Phillip  Messinger,  MD 
James  Goree  Moore,  MD 
Bert  E.  Mulvey,  MD 
Linus  A.  Munding,  MD 
Carson  Leroy  Oglesbee,  MD 
Forrest  William  Olson,  MD 
Joe  Marion  Parker,  MD 
Doyle  L.  Patton,  MD 
John  Norman  Penrod,  MD 
Malcom  E.  Phelps,  MD 
Howard  Louis  Puckett,  MD 
Charles  Watson  Robinson,  Jr.,  MD 
George  Richard  Russell,  MD 
Paul  Olden  Shackleford,  MD 
David  Shapiro,  MD 
Thomas  E.  Slimp,  MD 
Francis  Elmo  Smith,  MD 
Henry  Clinton  Smith,  MD 
Clarence  Pierce  Taylor,  Jr.,  MD 
Edward  McLain  Thorp,  MD 
Robert  Irvine  Trent,  MD 
Ray  Maxwell  Wadsworth,  MD 
Gregg  Laurence  Williams,  MD 

XV.  Recess 

Doctor  Robards  asked  each  of  the 
delegates  to  remain  for  the  candidates 
forum;  each  candidate  in  a contested 
position  may  address  the  House  of 
Delegates  for  a maximum  of  three 
minutes.  Immediately  following  this 
the  reference  committees  will  con- 
vene. Doctor  Robards  declared  the 
opening  session  recessed  at  11:15  AM. 

Recorded  by  Toni  Leverett  and  Bobbie  Brown,  Recording 
Secretaries 
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Minutes 

OSMA  House  of  Delegates 

CLOSING  SESSION 

Saturday,  May  11,  1991,  9:00  am 


I.  Call  to  Order 

Speaker  Larry  L.  Long,  MD,  called 
the  Closing  Session  of  the  85th  An- 
nual Meeting  of  the  House  of  Dele- 
gates at  9:10  AM  in  the  19th-20th  Cen- 
tury Ballroom  at  the  Oklahoma  City 
Sheraton  Century  Center  Hotel. 

II.  Invocation 

Mrs.  Nora  White,  outgoing  Aux- 
iliary President,  led  the  invocation. 

III.  Report  of  the  Credentials 
Committee 

Carol  Blackwell  Imes,  MD,  Chair- 
man, announced  that  a quorum  was 
present. 

Doctor  Long  introduced  and  wel- 
comed Ms.  Phyllis  Kopriva,  AMA 
Staff,  Women  in  Medicine,  Federation 
Relations. 

Doctor  Long  recognized  Palma  E. 
Formica,  MD,  Old  Bridge,  New  Jersey, 
a family  practitioner  and  member  of 
the  AMA  Board  of  Trustees,  to  address 
the  House.  Doctor  Formica  first  pre- 
sented to  M.  Boyd  Shook,  MD,  Medical 
Director  of  the  Central  Oklahoma 
Medical  Group,  a special  jacket  from 
the  AMA  for  recruiting  20  new  mem- 
bers to  tbe  federation. 

Doctor  Formica  said  she  was  very 
impressed  with  OSMA’s  annual  meet- 
ing, which  has  met  all  of  her  expecta- 
tions, and  thanked  Doctor  Lambird  for 
inviting  her.  Doctor  Formica  extended 
greetings  from  the  “New  AMA,”  one 
that  is  committed  and  proactive.  The 
AMA  Board  of  Trustees,  she  noted,  is 


involved  in  several  projects  in  promot- 
ing unification,  such  as  meeting  with 
the  large  state  societies,  the  unified 
state  societies  with  “AAMSE”  (the 
American  Association  of  Medical  Soci- 
ety Executives),  with  medical  staffs, 
medical  schools,  etc.  Doctor  Formica 
announced  that  most  likely  there  will 
not  be  an  AMA  dues  increase  next 
year.  Doctor  Formica  noted  the  AMA 
is  working  to  refine  its  structure  with 
a more  relevant  focus  and  return  to 
the  foundation  upon  which  it  was  built 
— the  physicians  themselves,  who  are 
the  foundation  of  American  medicine. 
The  house  of  medicine.  Doctor  Formica 
explained,  is  a structure  caringly,  care- 
fully, and  cooperatively  built.  The  doc- 
tor-patient relationship,  she  noted,  is 
a convenant,  a secured  trust  which 
physicians  should  not  allow  to  be 
sacrificed  on  the  altar  of  cost  contain- 
ment. Doctor  Formica  said  the  physi- 
cians need  to  show  that  they  can  handle 
self  regulation.  Concerning  physician 
payment,  the  1980s  were  the  era  of 
cost  containment,  and  the  1990s  will 
bring  cost  reduction;  health  care  deci- 
sions in  Washington  are  going  to  be 
governed  by  the  federal  budget,  as  tbe 
real  interest  is  budget  neutrality. 

Doctor  Formica  explained  that  the 
Resource  Based  Relative  Value  Scale 
(RBRVS)  is  comprised  of  the  extent  of 
the  total  work  compared  with  hours 
worked  and  professional  liability 
costs.  Doctor  Formica  stressed  the  crit- 


ical importance  of  the  RBRVS  and  the 
necessity  for  physician  support.  The 
house  of  medicine,  she  stated,  must 
stand  together.  Doctor  Formica  cited 
a talking  point  sheet  she  brought  with 
her,  copies  of  which  are  available  to 
the  delegates.  Doctor  Formica  then  re- 
ceived a standing  ovation. 


IV.  Remarks  of  the  President- 
Elect 

Billy  Dale  Dotter,  MD,  Okeene, 
said  he  is  indeed  honored  to  represent 
the  rural  physicians  of  Oklahoma  and 
vowed  to  do  his  utmost  to  measure  up 
as  the  year  ahead  unfolds.  Doctor 
Dotter  stressed  that  standing  together 
is  crucial  to  the  physicians  of  Okla- 
homa, and  that  there  is  no  room  for 
apathy. 

V.  Special  Items 

Doctor  Long  recognized  Ray  V. 
McIntyre,  MD,  as  a point  of  personal 
privilege.  Doctor  McIntyre  stated 
there  is  an  epidemic  sweeping  through 
Oklahoma  — every  year  8,000  chil- 
dren are  abused;  about  25  small  chil- 
dren seriously  injured  by  their  care- 
takers; those  who  do  not  die  suffer  per- 
manent damage.  Doctor  McIntyre  ex- 
plained that  three  years  ago  the 
OSMA  asked  the  Legislature  to  estab- 
lish the  Chief  Child  Abuse  Examiner 
System.  The  new  state  office  is  now  in 
operation,  with  Dr.  Robert  W.  Block, 
Vice  Chairman  of  Pediatrics  at  the 
University  of  Oklahoma  College  of 
Medicine— Tulsa,  as  the  Chief  Child 
Abuse  Examiner.  Doctor  McIntyre  an- 
nounced the  first  accredited  seminar 
to  train  in  detecting  child  abuse  is 
scheduled  for  June  28-29  in  Oklahoma 
City.  A handout  is  on  the  table  with 
the  reference  committee  reports;  any- 
one interested  in  learning  this  skill 
and  becoming  certified  should  call 
Doctor  Block  or  Claudia  Kamas  at 
OSMA  headquarters.  Doctor  McIntyre 
said  he  hopes  this  system  will  make  a 
great  difference  in  reducing  the 
number  of  child  abuse  cases  in  our 
state. 

VI.  Presentations 

A.  Charlotte  Leebron  Award 

Dr.  Ray  McIntyre,  Journal  Editor- 
in-Chief,  remained  on  the  floor  to  pre- 
sent the  winner  of  the  Charlotte  S. 
Leebron  Memorial  Trust  Fund  Award 
for  the  best  scientific  paper  published 
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in  the  Journal  for  1990.  This  year’s 
award  goes  to  Drs.  Piers  R.  Blackett; 
Thomas  Lera,  Jr.,  Adolfo  Gamica;  G. 
Bradley  Schaefer;  David  Domek;  and 
Michael  Parker  for  their  article 
“Diabetic  Ketoacidosis  at  the  Chil- 
dren’s Hospital  of  Oklahoma:  A Re- 
view on  Presentation  and  Manage- 
ment,” published  in  the  December 
1990  issue.  Doctor  Blackett  received 
the  award  on  behalf  of  all  the  authors 
and  expressed  his  thanks. 

B.  Special  Recognition  for  Out- 
going Delegates  to  the  AMA 

Dr.  M.  Joe  Crosthwait  presented 
plaques  to  John  A.  McIntyre,  MD, 
Enid,  and  to  Floyd  F.  Miller,  MD, 
Tulsa,  for  their  many  years  of  service 
as  members  of  the  Oklahoma  Delega- 
tion to  the  AMA.  Drs.  McIntyre  and 
Miller  received  rounds  of  applause. 

VII.  Annual  PLICO  Shareholders 
Meeting 

Doctor  Long  announced  the  An- 
nual PLICO  Shareholders’  Meeting 
was  in  session  and  recognized  John  A. 
McIntyre,  MD,  Acting  Chairman  of 
the  PLICO  Board  of  Directors,  to  pre- 
sent the  PLICO  annual  report.  Doctor 
McIntyre  noted  that  Dr.  C.  Alton 
Brown  was  a man  of  exceptional  qual- 
ities. With  his  many  years  of  faithful 
service  and  under  his  leadership, 
PLICO  grew  stronger.  This  growth 
allowed  expansion  of  programs  to 
include  health  coverage.  Doctor 
McIntyre  noted  PLICO  remains  the 
only  captive  insurance  company  that 
can  claim  its  board  and  officers  are  all 
physicians.  Speaking  for  the  entire 
Board  of  Directors  of  PLICO,  Doctor 
McIntyre  noted  they  shall  always  be 
grateful  for  such  a dedicated  physician 
as  C.  Alton  Brown,  MD.  Doctor  McIn- 
tyre added  that  he  cannot  praise  him 
too  much  for  his  contributions,  not 
only  to  PLICO  but  to  the  medical  as- 
sociation. 

Doctor  McIntyre  noted  that  under 
Doctor  Brown’s  guidance,  PLICO  has 
remained  stable  throughout  the  years. 
PLICO  was  created  for  the  express  pur- 
pose of  providing  professional  liability 
insurance  for  physicians.  PLICO 
Health,  which  is  tuned  to  break  even, 
is  the  only  insurance  program  avail- 
able to  physicians  without  the  cost  of 
commission  fees.  Doctor  McIntyre 


stressed  the  importance  of  supporting 
PLICO  to  retain  good  benefits.  PLICO, 
he  reported,  continues  its  financial 
strength;  Milliman  and  Robertson, 
PLICO’s  independent  actuaries,  and 
Grant-Thomton,  PLICO’s  account- 
ants, have  given  PLICO  a first-class 
report. 

Doctor  Long  thanked  Doctor  Mcln- 


Susan  Paddack  (Mrs  Cary),  Ada,  is  the  1991- 
92  president  of  the  OSMA  Auxiliary. 


tyre  for  his  comments  and  announced 
the  PLICO  Shareholders  Meeting  was 
adjourned. 

VIII.  Elections 

Doctor  Long  reviewed  the  slate  of 
nominees  for  uncontested  positions; 
there  being  no  objections  from  the 
floor.  Doctor  Long  declared  the  follow- 
ing slate  of  nominees  duly  elected: 

James  D.  Funnell,  MD, 

Oklahoma  City,  President- 
Elect 

Victor L.  Robards,  Jr.,  MD,  Tulsa, 
Vice-President 

Trustee  District  I:  Craig, 

Delaware,  Mayes,  Nowata, 
Ottawa,  Rogers  and 
Washington  Counties 

Trustee:  Richard  L.  Martin,  MD, 
Pryor 

Alternate:  Douglas  G.  Cox,  MD, 
Grove 


Trustee  District  11:  Kay,  Noble, 
Osage,  Pawnee  and  Payne 
Counties 

Trustee:  Ron  M.  Kreger,  MD, 
Ponca  City 

Alternate:  Robert  H.  Phillips, 

MD,  Stillwater 

Trustee  District  III:  Garfield, 
Grant,  Kingfisher  and  Logan 
Counties 

Trustee:  Dennis  K.  McIntyre, 

MD,  Enid 

Alternate:  James  S.  Gerber,  MD, 
Okarche 

Trustee  District  IV:  Alfalfa, 

Beaver,  Cimarron,  Dewey, 

Ellis,  Harper,  Major,  Texas, 
Woods  and  Woodward 
Counties 

Trustee:  William  T.  Morris,  MD, 
Woodward 

Alternate:  Ed  L.  Calhoon,  MD, 
Beaver 

Trustee  District  V:  Beckham, 
Blaine,  Canadian,  Custer 
and  Roger  Mills  Counties 

Trustee:  Frank  K.  Buster,  MD, 
Cheyenne 

Alternate:  James  R.  Rhymer, 

MD,  Clinton 

Trustee  District  VIII:  'Tulsa 
County 

Trustee  (Pos.  I):  Boyd  O. 

Whitlock,  MD,  'Tulsa 

Alternate  (Pos.  I):  G.  Lance 
Miller,  MD,  'Tulsa 

Trustee  District  X:  Haskell, 
Hughes,  Latimer,  LeFlore, 
Pittsburg  and  Seminole 
Counties 

Alternate:  R.  Kem  Jackson,  MD, 
McAlester  (serving  an 
unexpired  term  for  Dr.  Bruce 
Hinkley) 

Doctor  Long  announced  the  tellers: 
Ray  V.  McIntyre,  MD,  Kingfisher, 
Chairman;  and  Frank  K.  Buster,  MD, 
Cheyenne.  Doctor  Long  then  ap- 
pointed two  additional  tellers:  Hal  B. 
Vorse,  MD,  Oklahoma  City;  and 
Rebecca  G.  'Tisdal,  MD,  Oklahoma 
City. 

Ballots  were  distributed  for  four 
contested  positions.  Doctor  Long 
explained  the  goldenrod  ballots  were 
for  Secretary-'Treasurer,  blue  ballots 
for  Delegates  to  the  AMA,  green  bal- 
lots for  Alternate  Delegates  to  the 
AMA,  and  pink  ballots  for  the  PLICO 
Board  of  Directors. 
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Doctor  Long  noted  the  top  four 
vote-getters  will  be  duly  elected  as 
Delegates  to  the  AMA.  Dr.  Perry 
Lambird  appealed  the  decision  of  the 
Chair,  noting  it  is  important  that  the 
Delegates  to  the  AMA  get  the  majority 
vote.  Dr.  John  Alexander  discussed  the 
appeal,  noting  that  he  had  chaired  the 
original  ad  hoc  committee  on  tenure, 
which  had  recommended  that  the  top 
four  vote-getters  would  be  elected.  A 
verbal  vote  was  taken  on  overturning 
the  ruling  of  the  Chair.  Doctor  Long 
announced  the  aye  votes  carried,  and 
the  ruling  of  the  Chair  was  sustained. 

Doctor  Long  announced  the  voting 
procedure  for  members  of  the  PLICO 
Board  of  Directors.  He  explained  that, 
due  to  the  death  of  Dr.  C.  Alton  Brown, 
a sixth  slot  is  up  for  election  to  serve 
the  remainder  of  Doctor  Brown’s  unex- 
pired term  of  two  years.  The  top  five 
vote-getters  will  serve  three-year 
terms,  and  the  sixth  winner  will  serve 
out  Doctor  Brown’s  term. 

Discussion  took  place  concerning 
the  Chair’s  decision  on  the  voting  pro- 
cedure for  the  PLICO  Board.  A vote 
was  taken  on  sustaining  the  decision 
of  the  Chair.  Doctor  Long  announced 
the  aye  votes  carried,  and  the  Chair’s 
ruling  on  voting  for  the  top  six  vote- 
getters  was  sustained. 

IX.  Reference  Committee  Reports 

Doctor  Long  announced  that  in  the 
interest  of  time,  that  the  delegates 
please  consider  only  the  recommenda- 
tions of  the  reference  committees  un- 
less a certain  item  is  contested.  Doctor 
Long  noted  the  reference  committee 
reports  would  be  governed  by  Roberts 
Rules  of  Order,  and  that  a reco- 
mmendation by  a reference  committee 
is  automatically  introduced  as  a mo- 
tion and  does  not  require  a second. 

The  reference  committee  reports 
considered  by  the  House  are  attached 
and  made  a part  of  the  official  minutes 
included  in  the  July,  1991  issue  of  the 
OSMA  Journal. 

Report  of 

Reference  Committee  I: 

Presented  by  Jon  C.  Axton,  MD, 
Oklahoma  City,  Chairman 

Reference  Committee  I and  the 
House  approved  the  following  items 
without  amendment: 

Item  1.  Report  of  the  Board  of  Trus- 
tees — filed  for  information. 
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Item  3.  Report  of  the  Secretary- 
Treasurer  — adopted. 

Item  4.  Report  of  the  Appropria- 
tions and  Audit  Committee — adopted. 

Item  5.  Report  of  the  Council  on 
Planning  and  Development — adopted. 

Item  7.  Report  of  the  Physicians 
Liability  Insurance  Company  — filed 
for  information. 


Piers  R.  Blackett,  MD,  thanks  the  Editorial 
Board  for  the  Charlotte  S.  Leebron  Memorial 
Trust  Award  which  he  accepted  on  behalf  of 
himself  and  his  coauthors.  The  award  is  for 
the  best  scientific  paper  published  in  the 
Journal  each  year. 


Item  8.  Report  of  the  OSMA  Aux- 
iliary — filed  for  information. 

Item  9.  Report  of  the  Oklahomans 
Against  Lawsuit  Abuse  Coalition  — 
filed  for  information. 

Item  10.  Report  of  the  OSMA  Field 
Office  — filed  for  information. 

Item  11.  Report  of  the  Oklahoma 
State  Medical  Association  — Educa- 
tion and  Research  Foundation  — filed 
for  information. 

Item  14.  Late  Resolution  13  — 
Health  Awareness  in  Hospital  Cafe- 
terias — adopted. 

Item  16.  Late  Resolution  23  — Re- 
cyclable Packing  Material  — adopted. 

Item  17.  Late  Resolution  24  — Re- 
cyclable and  Reusable  Utensils  — 
adopted. 

Item  18.  Late  Resolution  25  — 
Safe  Drinking  Water  Act  — adopted. 

Item  20.  Late  Resolution  30  — 
PLICO  Health  — adopted. 


Reference  Committee  I and  the 
House  approved  the  following  items  as 
amended: 

Item  2.  Supplemental  Report  of 
the  Board  of  Trustees  — adopted  with 
the  following  additions:  “The  Board  of 
Trustees  reappointed  Dr.  Ray  V.  McIn- 
tyre, Kingfisher,  as  Journal  Editor-in- 
Chief  Following  Dr.  James  Funnell’s 
report,  he  received  a round  of  applause 
in  appreciation  of  his  years  of  service 
as  Secretary-Treasurer.  The  Board 
heard  a brief  report  from  M.  Joe 
Crosthwait,  MD,  Chairman  of  the 
AMA  Delegation.” 

Item  12.  Resolution  6 — Annual 
Meeting  Dates  — amended  to  read: 
“Resolved,  That  the  Board  of  Trustees 
of  the  Oklahoma  State  Medical  Associ- 
ation consider  moving  the  annual 
meeting  to  the  last  two  weeks  in 
April.” 

Item  13.  Resolution  9 — Voting 
Privileges  — amended  to  read:  “Resol- 
ved, That  Section  1.04  of  Chapter  IV 
of  the  bylaws  be  amended  to  read, 
‘SECTION  REPRESENTATION.  The 
following  sections  shall  be  entitled  to 
one  voting  Delegate  and  Alternate 
Delegate  each:  Medical  Students  Sec- 
tion, Resident  Physicians  Section, 
Young  Physicians  Section,  and  Hospi- 
tal Medical  Staffs  Section.’  ” 

Item  15.  Resolution  17  — Election 
of  AMA  Delegates  and  Alternate 
Delegates  — amended  in  the  resolve, 
“5.01  NOMINATIONS,”  lines  32 
through  37,  to  read:  “Any  physician 
member  of  the  OSMA  wishing  to  run 
for  a position  of  Delegate  or  Alternate 
Delegate  must  provide  a letter  of  nomi- 
nation signed  by  a member  of  the 
OSMA  House  of  Delegates  to  the 
association  office  in  Oklahoma  City 
at-least-60-days-«nd  not  less  than  30 
days  prior  to  the  election.” 

The  second  amendment  to  this  res- 
olution takes  place  on  Page  2,  Line  18, 
amended  to  read:  “5.03  VACANCY.  If 
any  office  of  Delegates  is  vacated,  the 
Executive-Committee  Board  of  Trus- 
tees of  the  association  shall  choose  an 
Alternate  Delegate  to  succeed  to  the 
position  for  the  remainder  of  the  unex- 
pired term.” 

Reference  Committee  I and  the 
House  referred  the  following  item: 

Item  19.  Late  Resolution  26  — 
Geographic  Medical  Regions  — refer- 
red to  the  OSMA  Board  of  Trustees. 
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Reference  Committee  I and  the 
House  rejected  the  following  item: 

Item  6.  Report  of  the  Constitution 
and  Bylaws  Committee  — the  House 
of  Delegates  moved  that  the  report  not 
be  adopted,  and  in  its  place  adopted 
the  language  recommended  by  the 
OSMA  Board  of  Trustees  Ad  Hoc  com- 
mittee on  Life  Memberships.  The 
bylaw  regarding  Life  Members  would 
read,  “2.03  LIFE  MEMBERS.  Any 
physician,  a member  in  good  standing 
of  this  Association  who  meets  the  fol- 
lowing qualification,  may  be  elected 
to  Life  Membership:  (1)  Upon  age  65, 
provided  he  or  she  has  retired  from 
the  full-time  practice  of  medicine.” 

The  report  of  Reference  Committee 
I was  then  approved  by  the  House  as 
a whole,  as  amended. 

Report  of 

Reference  Committee  II: 

Presented  by  G.  Lance  Miller,  MD, 
Tulsa,  Chairman 

Reference  Committee  II  and  the 
House  approved  the  following  items 
without  amendment: 

Item  1.  Report  of  the  President  — 
filed  for  information. 

Item  2.  Report  of  the  President- 
elect — filed  for  information. 

Item  3.  Report  of  the  Council  on 
Professional  and  Public  Relations  — 
filed  for  information. 

Item  5.  Report  of  the  Council  on 
Medical  Education  — filed  for  infor- 
mation. 

Item  6.  Report  of  the  Council  on 
I Medical  Services  — filed  for  informa- 
! tion. 

Item  7.  Report  of  the  Young  Physi- 
1 dans  Section  — filed  for  information. 

> Item  8.  Report  of  the  Medical  Stu- 
I dents  Section  — filed  for  information, 
i Item  9.  Report  of  the  Hospital 
Medical  Staffs  Section  — filed  for  in- 
formation. 

Item  10.  Report  of  the  Oklahoma 
Foundation  for  Peer  Review  — upon  a 
vote  of  the  House,  it  was  moved,  sec- 
onded and  carried  that  this  report  be 
filed  with  extreme  prejudice. 

Item  11.  Report  of  the  Journal  of 
the  Oklahoma  State  Medical  Associa- 
tion — filed  for  information. 

Item  16.  Resolution  8 — Funding 
' for  Mental  Illness  and  Chemical  De- 
pendence Services  — adopted. 

Item  17.  Resolution  10  — National 
I Nurses  Week,  May  6-12, 1991 — adopted. 
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Item  18.  Resolution  11  — Identifi- 
cation as  a Physician  — adopted. 

Item  22.  Late  Resolution  21  — 
Speakers’  Bureau  — adopted. 

Item  23.  Late  Resolution  22  — 
WIC  Program  — Reference  Commit- 
tee II  recommended  that  this  resolu- 
tion’s resolve  be  amended  to  read:  “Re- 
solved, That  the  Oklahoma  State  Med- 
ical Association  support  expansion-of 
the  WIC  program  for  eligible  Okla- 
homa women  and  children  through  the 
Oklahoma  State  Department  of 
Health.”  After  considerable  discus- 
sion, a vote  was  taken  on  this  amend- 
ment, and  the  Chair  declared  a divi- 
sion of  the  House.  A vote  by  show  of 
hands  was  taken.  Doctor  Long  de- 
clared the  no  votes  carried,  and  the 
amendment  was  rejected.  Thus  the  res- 
olution was  adopted  as  originally 
worded. 

Item  24.  Late  Resolution  29  — 
Single-Zone  Payment  System  — 
adopted. 

Reference  Committee  II  and  the 
House  approved  the  following  items  as 
amended: 

Item  4.  Report  of  the  Council  on 
Public  and  Mental  Health  — amended 
on  Line  18  to  read:  “During  a presen- 
tation by  a representative  of  the  Okla- 
homa Academy  for  State  Goals,  the 
Council  was  shocked  to  learn  that 
some  60  percent  of  children  less  than 
age  2 in  Oklahoma  are  inadequately 
immunized.” 

Item  12.  Resolution  2 — Recogni- 
tion for  MDs  in  Operation  Desert 
Storm  — amended  to  read: 
“Whereas,  As  usual,  these  gallant 
men  and  women  were  dedicated  and 
unwavering  in  their  duty  to  our  great 
coalition  effort;  and” 

“Resolved,  That  we  the  physicians 
of  OSMA  praise,  commend,  and  finally 
give  solace  to  our  fellow  physicians  for 
their  magnificent  efforts  who  served 
in  Desert  Shield  and  Desert  Storm:” 

Item  13.  Resolution  3 — Student 
Lifestyles  — amended  to  read:  “Re- 
solved, That  the  OSMA  does  indeed 
reeognize-th4«  support  educational 
programs  that  deal  with  this  state 
and  national  problem  of  alcoholism, 
knowing  that  later  in  life  early  al- 
cohol and  drug  habits  take  a terrible 
toll  on  the  productiveness  of  our  citi- 
zenryT;  and  be  it  further” 


Reference  Committee  II  and  the 
House  referred  the  following  items: 

Item  14.  Resolution  4 — Health 
Policy  Options  — referred  to  the 
OSMA  Council  on  Professional  and 
Public  Relations  and  the  AMA  House 
of  Delegates. 

Item  20.  Late  Resolution  18  — 
Continuing  Medical  Education  — re- 
ferred back  to  the  Council  on  Medical 
Education  for  restudy  and  clarifica- 
tion. 

Reference  Committee  II  and  the 
House  rejected  the  following  items: 

Item  15.  Resolution  7 — Insurance 
Coverage  for  Mental  Illness  and 
Chemical  Dependence  — not  adopted 
— the  following  Substitute  Resolution 
was  adopted  in  lieu  of  Resolution  7: 

“Resolved,  That  the  Oklahoma 
State  Medical  Association  support 
legislative  action  requiring  all  insur- 
ance companies  and  other  delivery 
payment  systems,  HMOs,  PPOs,  etc., 
doing  business  in  the  State  of  Okla- 
homa to  offer  optional  coverage  for 
mental  illness/chemical  dependence.” 

Item  19.  Late  Resolution  14  — 
Deaths  and  Smoking  — not  adopted. 

Item  21.  Late  Resolution  20  — 
Pregnancy  Planning  — not  adopted  — 
the  following  Substitute  Resolution 
was  adopted  in  lieu  of  Late  Resolution 
20: 

“Resolved,  That  the  Oklahoma 
State  Medical  Association  support 
quality  programs  which  encourage 
planning  for  pregnancy;  and  be  it 
further 

“Resolved,  That  the  OSMA  urge 
health  care  professionals  providing 
care  for  women  of  reproductive  age  to 
assist  them  in  planning  for  pregnancy; 
and  be  it  further 

“Resolved,  That  the  OSMA  support 
age-appropriate  education  in  esteem 
building,  decision  making,  and  family 
life  in  an  effort  to  introduce  the  con- 
cept of  planning  for  childbearing  in 
the  educational  process.” 

The  Report  of  Reference  Commit- 
tee II  was  then  approved  by  the  House 
as  a whole,  as  amended. 

Doctor  Long  turned  the  meeting 
over  to  Victor  L.  Robards,  Jr.,  MD, 
Tulsa,  Vice-Speaker  of  the  House. 
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Report  of 

Reference  Committee  III: 

Presented  by  Michael  J.  Schwartz, 
MD,  Yukon,  Chairman 

Reference  Committee  III  and  the 
House  approved  the  following  items 
without  amendment; 

Item  1.  Report  of  the  Council  on 
Governmental  Activities  — adopted. 

Item  2.  Report  of  the  Council  on 
State  Legislation  and  Regulation  — 
adopted. 

Item  3.  Report  of  the  Council  on 
Member  Services  — filed  for  informa- 
tion. 

Item  4.  Report  of  the  Oklahoma 
Medical  Political  Action  Committee  — 
filed  for  information  — Dr.  Joe  Hester, 
Muskogee,  encouraged  the  delegates 
to  join  OMPAC. 

Items.  Report  of  the  Physician  Re- 
covery Committee  — filed  for  informa- 
tion. 

Item  11.  Late  Resolution  19  — 
Model  State  Volunteer  Act  — adopted. 

Item  15.  Late  Resolution  32  — 
Qualifications  for  Commissioner  of 
Health  — adopted. 

Reference  Committee  III  and  the 
House  approved  the  following  items  as 
amended: 

Item  8.  Resolution  12  — Fee  for 
Medical  Examiner  Death  Cases  — 
amended  on  Line  22  to  read;  “Resol- 
ved, That  the  Oklahoma  State  Medical 
Association  request  the  State  of  Okla- 
homa to  review  and  increase  the  cur- 
rent allowance  for  thio-type-of  medical 
ex&minatien— Medical  Examiner’s 
death  cases  to  more  realistically  reim- 
burse physicians  who  are  striving  to 
serve  in  this  increasingly  important 
area  of  medicine,  with  such  reimburse- 
ment based  on  the  merits  of  each  case. 

Item  14.  Late  Resolution  31  — 
Norplant  Birth  Control  Method  — the 
Reference  Committee  in  its  initial 
report  recommended  that  this  resolu- 
tion not  be  adopted.  However,  it  was 
noted  that  the  OSMA  does  not  endorse 
brand  names,  and  after  considerable 
discussion,  it  was  moved,  seconded  and 
carried  that  Resolution  31  be  adopted 
as  amended,  to  read  as  follows: 
“Whereas,  The  new,  tested  and  effec- 
tive implantable  birth  control  known 
as-Norplantr  has  been  approved  for 
birth  control  by  approximately  70%  of 
the  nation’s  states  participating  in  the 
Medicaid  program;  and 


“Whereas,  The  cost  of  -Norplnnt 
this  implantable  birth  control  method 

may  seem  extravagant  but  is  far  less 
expensive  than  one  unintended  preg- 
nancy, one  miscarriage,  or  other  care 
attending  the  prenatal,  delivery,  in- 
fant care,  and  subsequent  cost  of  the 
pregnancy;  ...” 

“Resolved,  That  the  Oklahoma 
State  Medical  Association  House  of 
Delegates  petition  the  Oklahoma 
State  Department  of  Human  Services 
to  approve  the  use  of  Norplant  an  im- 
plantable birth  control  method  for 
Medicaid  patients  deemed  eligible  for 
this  birth  control  method.” 

Reference  Committee  III  and  the 
House  referred  the  following  items: 

Item  6.  Resolution  1 — Bush  Ad- 
ministration Proposal  — referred  to 
the  Council  on  State  Legislation  and 
Regulation  for  implementation. 

Item  7.  Resolution  5 — Hospital 
Bids  for  Health  Care  Contracts  — the 
Reference  Committee  recommended 
that  this  resolution  not  be  adopted. 
However,  after  considerable  discus- 
sion, it  was  moved  and  seconded  that 
the  resolution  be  referred  to  the  Coun- 
cil on  State  Legislation  and  Regula- 
tion. After  further  discussion,  it  was 
moved,  seconded  and  carried  that  the 
motion  be  amended  to  refer  Resolution 
5 to  the  Board  of  Trustees. 

Item  12.  Late  Resolution  27  — 
Physician  Payment  Review  Commis- 
sion Annual  Report  — the  Reference 
Committee  in  its  initial  report  recom- 
mended that  this  resolution  not  be 
adopted.  After  considerable  discus- 
sion, however,  it  was  moved,  seconded 
and  carried  that  Late  Resolution  27 
be  referred  to  the  Board  of  Trustees. 

Reference  Committee  III  and  the 
House  rejected  the  following  items: 

Item  9.  Late  Resolution  15  — Pur- 
chase of  Firearms  — not  adopted. 

Item  10.  Late  Resolution  16  — 
Firearms  Ammunition  Tax  — not 
adopted. 

Item  13.  Late  Resolution  28  — 
Hassle  Factors  — not  adopted. 

The  Report  of  Reference  Commit- 
tee III  was  then  approved  by  the  House 
as  a whole,  as  amended. 


VIII.  Elections 

Doctor  Robards  announced  the  fol- 
lowing winners  of  the  contested  races: 
Elaine  N.  Davis,  MD,  Enid, 
Secretary-Treasurer 
Delegates  to  the  AMA  (Positions  III,  V, 
VI,  and  VII): 

Ed  L.  Calhoon,  MD,  Beaver 
William  O.  Coleman,  MD, 
Oklahoma  City 
Norman  L.  Dunitz,  MD,  Tulsa 
Michael  J.  Haugh,  MD,  Tulsa 
Alternate  Delegates  to  the  AMA  (Posi- 
tions III,  V,  VI,  and  VII): 

Sara  R.  DePersio,  MD, 

Oklahoma  City 

Jay  A.  Gregory,  MD,  Muskogee 
Gary  F.  Strebel,  MD, 

Oklahoma  City 

Edward  J.  Tomsovic,  MD,  Tulsa 
PLICO  Board  of  Directors: 

Shelby  D.  Barnes,  MD,  Oklahoma 
City  (2-year  term) 

William  O.  Coleman,  MD, 
Oklahoma  City 
J.  B.  Eskridge  III,  MD, 

Oklahoma  City 
Eugene  G.  Feild,  MD,  Tulsa 
Joe  S.  Hester,  MD,  Muskogee 
David  M.  Selby,  MD,  Enid 
Doctor  Robards  asked  those  who 
are  newly  elected  to  please  come  to 
the  front  of  the  room  for  picture  tak- 
ing. 

X.  Other  Business 

Doctor  Robards  thanked  the  chair- 
men of  the  reference  committees  and 
those  who  gave  testimony. 

He  announced  that  the  PLICO 
Forum  has  been  moved  to  the  Plaza 
North  Room. 

Doctor  Robards  thanked  the  mem- 
bers of  the  OSMA  staff  for  their  work 
preparing  for  this  annual  meeting, 
and  especially  Mr.  Mike  Sulzycki,  who 
received  a round  of  applause. 

XL  Adjournment 

There  being  no  further  business, 
the  Closing  Session  of  the  85th  meet- 
ing of  the  OSMA  House  of  Delegates 
adjourned  at  12:35  PM. 

Recorded  by  Toni  Leverett  and  Debbie  Thurmond,  Record- 
ing Secretaries 
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OSMA  House  of  Delegates 

RESOLUTIONS 


Resolution  1 

BUSH  ADMINISTRATION 
PROPOSAL 

(Referred  to  Council  on  State  Legislation  and  Regulation) 

Introduced  by:  OSMA  Hospital 
Medical  Staff  Section 
Referred  to:  Reference  Committee  III 

Whereas,  The  Bush  Administra- 
tion is  preparing  a professional  liabil- 
ity proposal  which  establishes  a pool 
to  reward  states  for  adopting  certain 
reforms;  and 

Whereas,  These  reforms  include 
caps  on  non-economic  damages,  elimi- 
nations of  joint  and  several  liability 
for  non-economic  damages,  elimina- 
tions of  the  collateral  source  rule, 
periodic  payments  of  awards  and  pre- 
trial dispute  resolutions;  and 

Whereas,  States  that  enact  a cer- 
tain number  of  reforms  would  be  eligi- 
ble to  share  in  the  incentive  pool  to 
enhance  Medicaid  match  rules  and 
provide  for  supplemental  payments  to 
hospitals;  now  therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  formally 
support  the  Bush  Administration’s 
proposal  and  forward  our  support  to 
the  President  of  the  United  States, 
Congress,  and  the  Oklahoma  State 
Legislature;  and  be  it  further 

Resolved,  That  a similar  resolution 
be  introduced  in  the  American  Medi- 
cal Association  House  of  Delegates. 


Resolution  2 
RECOGNITION  FOR 
MDS  IN  OPERATION 
DESERT  STORM 

(Amended) 

Introduced  by:  Ed  L.  Calhoon,  MD 
Referred  to:  Reference  Committee  II 

Whereas,  The  Medical  Profession 
has  always  been  at  the  forefront  of  any 
patriotic  American  effort;  and 

Whereas,  In  the  recent  Desert 
Shield  and  Storm  military  victory 
many  MDs  gave  of  their  time,  exper- 
tise and  effort;  and 

Whereas,  As  usual,  these  gallant 
men  and  women  were  dedicated  and 
unwavering  in  their  duty  to  our  great 
coalition  effort;  and 

Whereas,  Some  of  the  fine  physi- 
cians did  indeed  pay  the  supreme 
sacrifice  of  their  very  lives  by  their 
unwavering  call  to  duty  by  our  great 
republic;  now  therefore  be  it 

Resolved,  That  we  the  physicians 
of  OSMA  praise,  commend,  and-fi-neLly 
give  solace  to  our  fellow  physicians  for 
their  magnificent  efforts  who  served 
in  Desert  Shield  and  Desert  Storm: 

and  be  it  further 

Resolved,  That  the  OSMA  House 
of  Delegates  communicate  this  resolu- 
tion to  the  AMA  House  of  Delegates 
annual  meeting  in  Chicago  in  June. 


Resolution  3 
STUDENT  LIFESTYLES 

(Amended) 

Introduced  by:  Ed  L.  Calhoon,  MD 
Referred  to:  Reference  Committee  II 

Whereas,  Surgeon  General 
Antonia  Novello  in  a recent  national 
interview  remarked  of  excessive  con- 
sumption of  alcohol  by  American  col- 
lege students;  and 

Whereas,  Doctor  Novello  states, 
“It  costs  them  almost  as  much  money 
for  alcohol  as  it  does  for  books  and 
food”;  and 

Whereas,  These  adult  students 
do  indeed  represent  poor  role  models 
for  younger  students;  and 

Whereas,  Public  education  is  try- 
ing desperately  to  furnish  the  student 
in  higher  education  the  latest  technol- 
ogy available;  now  therefore  be  it 
Resolved,  That  the  OSMA  does  in- 
deed rocogniae  this  support  educa- 
tional programs  that  deal  with  this 
state  and  national  problem  of  al- 
coholism. knowing  that  later  in  life 
early  alcohol  and  drug  habits  take  a 
terrible  toll  on  the  productiveness  of 
our  citizenry;  and  be  it  further 

Resolved,  That  the  OSMA  com- 
municate its  concern  to  the  AMA  and 
ask  for  recognition  and  help  for  this 
problem. 


Resolution  4 

HEALTH  POLICY  OPTIONS 

(Referred  to  Council  on  Professional  and 
Public  Relations) 

Introduced  by:  Ed  L.  Calhoon,  MD 
Referred  to:  Reference  Committee  II 

Whereas,  Access  to  health  care  is 
a long-embraced  tenet  of  America’s 
physicians  and  the  American  Medical 
Association;  and 

Whereas,  America’s  physicians 
and  the  AMA  have  for  years  supported 
a plurality  of  health  care  payment  and 
delivery  systems;  and 

Whereas,  The  continued  rising 
costs  of  health  care  (now  predicted  to 
be  12.2%  of  GNP)  is  bothersome  to  em- 
ployers, employees  and  physicians  who 
care  for  patients;  and 

Whereas,  Some  business  leaders 
and  government  leaders  tend  to  think 
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a single  payer,  or  monolithic  health 
care  payment/delivery  system  would 
be  superior  to  existing  systems;  and 

Whereas,  Some  media  represen- 
tatives, urged  on  by  social  reformers 
and  some  representatives  of  business, 
labor  and  government  seek  to  make 
physicians  the  scrapegoat  for  the  ris- 
ing cost  of  health  care;  now  therefore 
be  it 

Resolved,  That  the  AMA  House  of 
Delegates  instruct  the  AMA  Board  of 
Trustees  to  conduct  a study  identify- 
ing the  basic  components  of  health 
care  expenditures,  specifically  the  per- 
cent of  expenditures  paid  to  fully 
licensed  physicians  on  a year-by-year 
basis  since  1980;  and  be  it  further 

Resolved,  That  this  information  be 
used  to  rebut  the  arguments  that 
physicians  are  responsible  for  the  ris- 
ing cost  of  medical  care. 


Resolution  5 
HOSPITAL  BIDS  FOR 
HEALTH  CARE  CONTRACTS 

(Referred  to  Board  of  Trustees) 

Introduced  by:  OSMA  Hospital 
Medical  Staff  Section 
Referred  to:  Reference  Committee  II 

Whereas,  The  hospital  market- 
place is  rapidly  becoming  an  environ- 
ment in  which  community  hospitals 
are  finding  it  economically  impossible 
to  survive;  and 

Whereas,  Hospitals  are  not  the 
same  business  institutions  that  dis- 
count retail  outlets  are;  and 

Whereas,  An  economically 
healthy  hospital  is  as  much  a commu- 
nity asset  as  the  other  community  ser- 
vices, such  as  water,  electricity,  and 
other  functions  thought  of  as  utilities; 
and 

Whereas,  The  current  economic 
bidding  for  groups  of  patients  by  hospi- 
tal administrators  trying  to  maintain 
volume  and  protect  their  personnel 
pool  to  be  available  for  community  ser- 
vices leads  to  operating  at  a loss  on 
those  contracts;  and 

Whereas,  Accepting  groups  of  pa- 
tients at  an  economic  loss  to  the  in- 
stitution constitutes  a grossly  unfair 
tax  on  sick  people  in  the  other  beds 
who  are  paying  their  bills  in  other 


ways  in  order  to  keep  the  community 
hospitals  afloat  for  the  benefit  of  the 
community;  and 

Whereas,  In  the  current  environ- 
ment individual  hospital  administra- 
tions are  compelled  to  participate  in 
money-losing  ventures  to  compete 
with  other  hospitals,  and  are  thereby 
jeopardizing  the  institutions  in  a prac- 


At  the  Inaugural  Banquet,  Oklahoma  Senator 
Don  Nickles  expresses  his  appreciation  for 
the  Donald  |.  Blair  Friend  of  Medicine  Award. 
He  and  Senator  David  Boren  were  co-recip- 
ients of  the  award  this  year. 


tice  reminiscent  of  the  great  monopoly- 
building oil  wars  of  the  past  — a prac- 
tice which,  as  with  the  monopolies  of 
the  turn  of  the  century,  led  to  an  un- 
healthy environment  for  the  public, 
the  country,  and  all  but  a few  enor- 
mous monopolistic  entities;  now  there- 
fore be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  encourage 
and  promote  a hospital  fair  trade  act 
in  the  State  of  Oklahoma  and  petition 
the  American  Medical  Association  to 
work  toward  a national  hospital  fair 
trade  law  forbidding  hospitals  from 
bidding  at  a price  less  than  cost  plus 
5%  on  any  group  health  care  contract; 
and  be  it  further 

Resolved,  That  the  per  diem  cost  of 
doing  business,  expressed  in  dollars 
per  bed  per  day  cash  flow  to  achieve 
cost  plus  5%,  be  published  in  plain 


view  of  the  patients  and  the  public  in 
the  hospital;  and  be  it  further 

Resolved,  That  this  same  economy 
be  granted  to  the  individual  private 
pay  patient  who  settles  his  account 
promptly. 


Resolution  6 

ANNUAL  MEETING  DATES 

(Amended) 

Introduced  by:  Tulsa  County  Medical 
Society 

Referred  to:  Reference  Committee  I 

Whereas,  For  several  years  the 
annual  meeting  of  the  Oklahoma 
State  Medical  Association  has  been 
scheduled  for  the  first  part  of  the 
month  of  May;  and 

Whereas,  Chapter  III,  Section 
1.00  of  the  OSMA  Bylaws  states,  “The 
annual  meeting  of  the  OSMA  House 
of  Delegates  shall  be  held  at  least  30 
days  prior  to  the  annual  meeting  of 
the  American  Medical  Association, 
the  precise  dates  for  the  annual  meet- 
ing shall  be  selected  by  the  Board  of 
Trustees;”  and 

Whereas,  This  particular  time  of 
year  is  extremely  busy  and  not  the 
most  convenient  time  for  many  dele- 
gates to  attend  the  meeting;  now 
therefore  be  it 

.^«o^i)^,-That^-the-Board-ef-TFUS' 
tees-efi-tbe-Ok-lahoma-State-MediGal 
A«s0Gia4ien-eonsider— a-more-GOR-ve- 
nientr4i«ia-earl4aF-in-th©-year-f©r-the 
OSMA-annual-meeting. 

Resolved.  That  the  Board  of  Trus- 

tees of  the  Oklahoma  State  Medical 
Association  consider  moving  the  an- 

nual meeting  to  the  last  two  weeks  in 
April. 


Resolution  7 
INSURANCE  COVERAGE 
FOR  MENTAL  ILLNESS  AND 
CHEMICAL  DEPENDENCE 

(Not  Adopted) 

Introduced  by:  Council  on  Public  and 
Mental  Health 
Robert  M.  Mahaffey,  MD, 
Chairman 

Referred  to:  Reference  Committee  II 
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Whereas,  Mental  illness  and 
chemical  dependence  remain  a major 
health  risk  for  a large  percentage  of 
our  population;  and 

Whereas,  The  expense  of  treat- 
ment for  mental  illness/chemical  de- 
pendence is  not  covered  by  insurance 
companies  on  parity  with  other  medi- 
cal disorders;  and 

Whereas,  Mental  illness/chemi- 
cal dependence  are  biologically/gene- 
tically induced  illnesses;  now  there- 
fore be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  support 
legislative  action  requiring  all  insur- 
ance companies  doing  business  in  the 
State  of  Oklahoma  to  provide  coverage 
for  mental  illness/chemical  depen- 
dence on  parity  with  other  illnesses. 


SUBSTITUTE 
RESOLUTION  7 

(Adopted) 

Resolved,  That  the  Oklahoma 
State  Medical  Association  support 
legislative  action  requiring  all  insur- 
ance companies  and  other  delivery 
payment  systems,  HMOs,  PPOs,  etc., 
doing  business  in  the  State  of  Okla- 
homa to  offer  optional  coverage  for 
mental  illness/chemical  dependence. 


Resolution  8 
FUNDING  FOR  MENTAL 
ILLNESS  AND  CHEMICAL 
DEPENDENCE  SERVICES 

(Adopted) 

Introduced  by:  Council  on  Public  and 
Mental  Health 
Robert  M.  Mahaffey,  MD, 
Chairman 

Referred  to:  Reference  Committee  II 

Whereas,  Mental  illness  affects 
the  lives  of  15%  of  the  Oklahoma  popu- 
lation; and 

Whereas,  Families  of  the  men- 
tally ill  are  affected  financially  as  well 
as  emotionally;  and 


Whereas,  The  limited  services, 
both  private  and  public,  that  exist  for 
the  mentally  ill  are  not  sufficient  to 
meet  the  needs  of  our  Oklahoma  citi- 
zens; and 

Whereas,  Existing  funding  avail- 
able through  the  Oklahoma  Depart- 
ment of  Mental  Health  and  Substance 
Abuse  Services  cannot  adequately 
meet  the  needs  of  the  mentally  ill;  now 
therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  support  the 
position  that  no  funds  shall  be  cut 
from  the  existing  budget  of  the  Okla- 
homa Department  of  Mental  Health 
and  Substance  Abuse  Services;  and  be 
it  further 

Resolved,  That  the  OSMA  support 
efforts  to  increase  the  Department  of 
Mental  Health  and  Substance  Abuse 
Services  budget  so  that  more  services 
will  become  available  to  Oklahoma 
citizens  in  need  of  those  services. 


Resolution  9 
VOTING  PRIVILEGES 

(Amended) 


Introduced  by:  OSMA  Medical 

Student  Section 

Referred  to:  Reference  Committee  I 

Whereas,  The  members  of  the 
Oklahoma  State  Medical  Association 
Medical  Student  Section  (OSMA- 
MSS)  currently  enjoy  joint  member- 
ship in  the  American  Medical  Associ- 
ation and  the  Oklahoma  County  Med- 
ical Society;  and 

Whereas,  The  OSMA-MSS  cur- 
rently holds  two  (2)  seats  in  the  OSMA 
House  of  Delegates  with  floor  privileges 
to  represent  students’  views  to  the 
House  of  Delegates,  but  is  currently 
excluded  from  the  actual  casting  of 
votes  during  the  House  of  Delegates 
assemblies;  and 

Whereas,  Many  decisions  at  the 
OSMA  House  of  Delegates  directly  in- 
fluence the  future  of  medicine  in  Okla- 
homa, of  which  the  student  members 
of  the  OSMA  are  an  integral  part;  and 

Whereas,  At  the  national  level, 
the  AMA  House  of  Delegates  allows 
the  AMA  Medical  Student  Section  to 
possess  not  only  floor  privileges  but 
also  voting  privileges  during  the 
House  of  Delegates  assemblies;  and 


Whereas,  Many  other  state  med- 
ical societies  allow  medical  student 
delegates  to  have  both  floor  privileges 
and  voting  privileges  (including  our 
neighbors  Texas,  Kansas  and  Mis- 
souri); now  therefore  be  it 

CXk-lah^m-a 

State-M-edioai-Aeseoiafion -amend- its 
Bylawe-te-allaw-Medioai-Student 
Delegatas-ia-tRe-OS-M-A-ilou-se-ef 
Delegates-te-legitimizeiheir-preseBGe 
at-th©-ii©u6e-0fi)elegates-aseerablies 
by-possessing-boUi-fleoF-pr-i-vilegeaand 
voting-pri-v-iIegea;-and-ba-ii-fttrther- 
iJe«eite€i^,-T-haC-the-OSMA-l^laws 
be-further-amended-to-allew-the-Dele- 
gatea-representing-the-OS-MA-Resi- 
dent-Seetion-to-possesa  voting-privileges 
in-the-OSMA-Honse-of-Delegatea- 
Resolved,  That  Section  1.04  Chap- 

ter IV  of  the  Bylaws  be  amended  to 
read.  “SECTION  REPRESENTA- 

TION. The  following  sections  shall  be 
entitled  to  one  voting  Delegate  and 

Alternate  Delegate  each:  Medical  Stu- 

dents Section.  Resident  Physicians 
Section.  Young  Physicians  Section. 

and  Hospital  Medical  Staffs  Section.” 


Resolution  10 

NATIONAL  NURSES  WEEK, 
MAY  6-12,  1991 

(Adopted) 

Introduced  by:  John  R.  Alexander, 
MD,  Chairman 
OSMA  Physician-Nurse 
Committee 

Referred  to:  Reference  Committee  II 

Whereas,  The  Oklahoma  State 
Medical  Association  recognizes  the 
fundamental  contribution  of  the  nurs- 
ing profession  to  the  overall  health 
care  system;  now  therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  recognize 
May  6-12,  1991,  as  National  Nurses 
Week. 
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Resolution  11 
IDENTIFICATION 
AS  A PHYSICIAN 

(Adopted) 

Introduced  by:  William  O.  Coleman, 
MD,  Oklahoma  City 
Referred  to;  Reference  Committee  II 

Whereas,  The  education  and  cre- 
dentialing  of  physicians  is  difficult,  ex- 
pensive, and  demanding;  and 

Whereas,  Limited  licensed  prac- 
titioners and  other  allied  health  care 
practitioners  are  being  used  in  place 
of  physicians  primarily  because  of 
lower  payment  demands;  and 

Whereas,  Many  managed  health 
care  groups  and  third-party  payors  are 
attempting  to  group  physicians  and 
limited  licensed  practitioners  to- 
gether as  “health  care  providers”  for 
contracting  purposes;  and 

Whereas,  This  identification  of 
physicians  and  limited  licensed  prac- 
titioners together  as  “health  care  pro- 
viders” tends  to  avoid  recognizing  the 
fully  licensed  and  credentialed  physi- 
cian separately  for  appropriate  differ- 
ences in  payment;  now  therefore  be  it 
Resolved,  That  the  Oklahoma 
State  Medical  Association  urge  all 
physicians  to  refuse  to  be  identified  as 
a “health  care  provider”  and  to  insist 
on  being  identified  as  a physician. 


Resolution  12 
FEE  FOR  MEDICAL 
EXAMINER  DEATH  CASES 

(Amended) 

Introduced  by:  Pontotoc-Johnston- 
Murray  County  Medical  Society 
Referred  to:  Reference  Committee  III 

Whereas,  For  many  years  the 
State  of  Oklahoma  allowed  a payment 
of  $25.00  for  Medical  Examiner  death 
cases;  and 

Whereas,  Recognizing  that  this 
sum  was  inadequate  in  1960,  that  al- 
lowance was  increased  to  $50.00;  and 
Whereas,  During  the  ensuing 
time  froml960  to  present,  the  cost  of 
maintaining  a medical  practice  has  in- 
creased substantially;  and 


Whereas,  The  process  of  complet- 
ing these  often  very  complicated  med- 
ical examinations  is  very  time  con- 
suming and  difficult  in  dealing  with 
all  the  problems  involved;  and 

Whereas,  Physicians  throughout 
Oklahoma  recognize  that  this  type  of 
medical  service  is  not  expected  to  be 
subsidized  by  patients  experiencing 
other  medical  needs;  now  therefore  be 
it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  request  the 
State  of  Oklahoma  to  review  and  in- 
crease the  current  allowance  for  this 
Medical  Examiner  death  cases  to  more 
realistically  reimburse  physicians 
who  are  striving  to  serve  in  this  in- 
creasingly important  area  of  medi- 
cine, with  such  reimbursement  based 
on  the  merits  of  each  case. 


Late  Resolution  13 
HEALTH  AWARENESS  IN 
HOSPITAL  CAFETERIAS 

(Adopted) 


Introduced  by:  Raymond  E Maguire, 
MD,  Tulsa 

Referred  to;  Reference  Committee  II 

Whereas,  It  is  popular  now  with 
hospitals  to  promulgate  health  aware- 
ness, health  maintenance  and  diet 
modification  such  as  restriction  of  salt 
and  saturated  fat;  and 

Whereas,  The  interests  of  the 
populace  have  been  heightened  by  the 
publicity  regarding  diet  and  its  effect 
on  health;  and 

W HERE  AS,  It  is  still  difficult  for  the 
average  person  to  know  what  amount 
of  salt  and  saturated  fat  is  being  con- 
sumed in  the  meal;  now  therefore  be  it 
Resolved,  That  the  Oklahoma 
State  Medical  Association  encourage 
all  hospital  cafeterias  in  the  State  of 
Oklahoma  to  publish  in  an  easily  un- 
derstood manner  the  amount  of  salt, 
either  in  milliequivalents  or  milli- 
grams, the  total  calories  in  the  dish 
selected,  and  the  percentage  of  total 
calories  composed  by  saturated  fat. 


Late  Resolution  14 
DEATHS  AND  SMOKING 

(Not  Adopted) 

Introduced  by:  Raymond  E Maguire, 

MD,  Tulsa 

Referred  to:  Reference  Committee  II 

Whereas,  There  is  much  publicity 
regarding  deaths  due  to  smoking;  and 

Whereas,  There  is  much  publicity 
regarding  deaths  due  to  secondhand 
smoke;  and 

Whereas,  The  number  of  deaths 
ascribed  to  secondhand  smoke  is  in  the 
range  of 40,000  per  year;  now  therefore 
be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  urge  the 
Oklahoma  State  Department  of  Health 
to  document  on  death  certificates  is- 
sued in  the  State  of  Oklahoma  causes 
of  death  due  to  smoking,  tobacco 
abuse,  or  exposure  to  secondhand 
smoke. 


Late  Resolution  15 
PURCHASE  OF  FIREARMS 

(Not  Adopted) 

Introduced  by:  Raymond  E Maguire, 
MD,  Tulsa 

Referred  to:  Reference  Committee  III 

Whereas,  Firearm  injuries  can  be 
severe  and  fatal  to  adults  and  children 
in  the  State  of  Oklahoma;  and 

Whereas,  Certain  purchasers  of 
firearms  are  not  qualified  to  own 
them;  now  therefore  be  it 

Resolved,  That  the  OSMA  seek 
state  legislation  that  would  permit 
purchasers  of  firearms  the  option  of  a 
seven-day  waiting  period  before  the 
purchase  is  completed;  and  be  it 
further 

Resolved,  That  if  the  purchaser 
does  not  wish  to  participate  in  the  vol- 
untary waiting  period,  a surcharge  of 
25%  on  the  purchase  price  of  the  fire- 
arm be  imposed;  and  be  it  further 
Resolved,  That  the  revenue  gained 
from  this  surcharge  be  used  to  defray 
the  costs  of  firearm  injuries  to  the  citi- 
zens of  Oklahoma. 
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Late  Resolution  16 
FIREARMS 
AMMUNITION  TAX 

(Not  Adopted) 

Introduced  by:  Raymond  F.  Maguire, 
MD,  Tulsa 

Referred  to:  Reference  Committee  III 

Whereas,  Firearms  inflict  serious 
injuries  on  adults  and  children  every 
year  in  Oklahoma;  and 

Whereas,  These  injuries  cause 
economic  hardships  such  as  long  hos- 
pitalizations, rehabilitation,  and  loss 
of  livelihood;  and 

Whereas,  Some  of  the  injured 
may  not  have  adequate  hospitaliza- 
tion insurance  to  pay  for  these  in- 
juries; now  therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  request 
state  legislation  to  place  a tax  of  one 
cent  on  each  bullet  and  shotgun  shell 
sold  in  the  state  and  set  a proportional 
tax  on  each  pound  of  gunpowder  sold 
in  the  state;  and  be  it  further 

Resolved,  That  the  revenue  from 
these  taxes  be  used  to  defray  the  costs 
of  firearm  injuries  to  the  citizens  of 
the  state. 


Late  Resolution  17 
ELECTION  OF  AMA 
DELEGATES  AND  ALTERNATE 
DELEGATES 

(Amended) 

Introduced  by:  Sara  R.  DePersio, 

MD,  Chairman 
OSMA  Board  of  Trustees 
Referred  to:  Reference  Committee  I 

Whereas,  In  1988,  the  OSMA 
House  of  Delegates  recommended  that 
in  the  future  there  should  be  at  least 
twice  as  many  candidates  for  election 
as  there  were  AMA  Delegate  and  Al- 
ternate Delegate  positions;  and 

Whereas,  The  1989  House  of 
Delegates  authorized  the  creation  of 
a special  task  force  on  OSMA  elections 
to  develop  a formal  policy  for  the  future 
and  possible  recommended  amend- 
ments to  the  OSMA  Bylaws;  and 
Whereas,  The  proposed  amend- 
ments to  the  OSMA  Bylaws  submitted 
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to  the  1990  House  of  Delegates  called 
for  each  candidate  to  run  for  a specific 
position,  a concept  that  had  been  re- 
jected earlier  by  the  House,  the  pro- 
posed bylaw  change  was  rejected;  and 
Whereas,  There  is  still  need  to 
amend  the  OSMA  Bylaws  to  provide 
for  the  election  of  AMA  Delegates  and 
Alternate  Delegates  on  an  “at-large” 
basis;  now  therefore  be  it 


Co-recipient  of  this  year's  Donald  |.  Blair 
Friend  of  Medicine  Award  is  Oklahoma  Sen- 
ator David  Boren.  Senator  Boren  was  present 
at  the  Friday  luncheon  hosted  by  Women  in 
Medicine. 


Resolved,  That  the  OSMA  Bylaws 
be  amended  as  follows: 

Section  5.00  of  Chapter  IV,  ELEC- 
TION OF  DELEGATES  TO  THE 
AMERICAN  MEDICAL  ASSOCI- 
ATION, is  amended  by  deleting  the 
last  two  complete  sentences  of  the 
section  and  adding  three  new  sub- 
sections as  follows: 

5.01  NOMINATIONS.  There 
shall  be  at  least  twice  as  many 
nominations  as  there  are  Delegate 
and  Alternate  Delegate  offices. 
Any  physician  member  of  the 
OSMA  wishing  to  run  for  a position 
of  Delegate  or  Alternate  Delegate 
must  provide  a letter  of  nomina- 
tion signed  by  a member  of  the 
OSMA  House  of  Delegates  to  the 


Association  office  in  Oklahoma 
City  af-leest"60-4ays-ftHd  not  less 
than  30  days  prior  to  the  election. 
If  25  days  prior  to  the  election, 
there  are  not  twice  as  many  candi- 
dates as  seats  or  positions  up  for 
election,  then  the  Executive  Com- 
mittee of  the  Association  shall  sol- 
icit candidates  who  desire  to  run 
and  hold  office  in  order  to  obtain 
twice  as  many  candidates  as  there 
are  seats  available. 

5.02  ELECTIONS.  All  candi- 
dates for  Delegate  and  Alternate 
Delegate  shall  run  at-large  and 
each  member  of  the  House  of  Dele- 
gates shall  vote  for  one  candidate 
each  for  each  of  the  Delegate  and 
Alternate  Delegate  positions  up 
for  election.  (Example:  If  there  are 
four  Delegate  and  four  Alternate 
Delegate  positions  open,  each  vot- 
ing member  of  the  House  will  cast 
four  votes  for  four  candidates  for 
Delegate  and  four  votes  for  four 
candidates  for  Alternate  Dele- 
gate.) As  soon  as  any  candidate  ob- 
tains a majority  of  those  voting,  he/ 
she  shall  be  declared  elected.  Bal- 
loting will  continue  until  all  of  the 
Delegate  and  Alternate  Delegate 
positions  are  filled  by  individuals 
obtaining  at  least  a majority.  Ap- 
proximately one-half  of  the  Dele- 
gate and  Alternate  Delegate  posi- 
tions shall  be  selected  each  year. 

5.03  VACANCY.  If  any  office 
of  Delegate  is  vacated,  the  Exeevi- 
tive-CofiHftittee  Board  of  Trustees 
of  the  Association  shall  choose  an 
Alternate  Delegate  to  succeed  to 
the  position  for  the  remainder  of 
the  unexpired  term.  If  an  office  of 
Alternate  Delegate  is  vacated,  the 
President  of  the  Association  shall 
appoint  an  OSMA  member  to  serve 
until  the  next  annual  meeting,  at 
which  time  a successor  shall  be 
elected  to  fill  the  unexpired  Alter- 
nate Delegate  term. 
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increasingly  deterred  by  a perception 
that  they  put  personal  assets  at  risk 
in  the  event  of  tort  actions  seeking 
damages  arising  from  their  activities 
as  volunteers;  and 

Whereas,  The  contributions  of 
programs,  activities  and  services  to 
communities  is  diminished  and  worth- 
while programs,  activities  and  ser- 
vices are  deterred  by  the  unwilling- 
ness of  volunteers  to  serve  either  as 
volunteers  or  as  officers,  directors  or 
trustees  of  nonprofit  public  and  pri- 
vate organizations;  and 

Whereas,  It  is  in  the  public  in- 
terest to  strike  a balance  between  the 
right  of  a person  to  seek  redress  for 
injury  and  the  right  of  an  individual 
to  freely  give  of  his  time  and  energy 
without  compensation  as  a volunteer 
in  services  to  his  community  without 
fear  of  personal  liability  for  acts  under- 
taken in  good  faith  absent  willful  or 
wanton  conduct  on  the  part  of  the  vol- 
unteer; and 

Whereas,  The  provisions  of  the 
Model  State  Volunteer  Act  are  in- 
tended to  encourage  volunteers  to  con- 
tribute their  services  for  the  good  of 
their  communities  and  at  the  same 
time  provide  reasonable  basis  for  re- 
dress of  claims  which  may  arise  relat- 
ing to  those  services;  now  therefore  be 
it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  work 
cooperatively  with  nonprofit  and  gov- 
ernmental entities  and  hospitals  to- 
ward the  enactment  of  the  Model  State 
Volunteer  Act  as  recommended  by  the 
President  of  the  United  States. 


Late  Resolution  20 
PREGNANCY  PLANNING 

(Not  Adopted) 

Introduced  by;  Council  on  Public  and 
Mental  Health 
Robert  M.  Mahaflfey,  MD, 
Chairman 

Referred  to:  Reference  Committee  II 


unintended  pregnancies  leading  to 
birth  in  Oklahoma  during  1988  and 
1989  was  42%;  and 

Whereas,  Unintended  pregnan- 
cies were  almost  twice  as  often  to  be 
delivered  prematurely  as  were  in- 
tended pregnancy;  and 

Whereas,  Unintended  pregnan- 
cies are  twice  as  likely  to  occur  among 
poor  women  than  among  women  with 
job-  or  business-related  income,  lead- 
ing to  reliance  on  public  assistance 
programs  in  the  areas  of  high  risk 
pregnancy  care,  welfare,  and  care  for 
low  birth  weight  and  premature  in- 
fants; and 

Whereas,  Unintended  preg- 
nancies create  strain  on  medical  care 
systems  and  physician  providers  and 
has  long-term  effects  onthe  family  and 
community;  and 

Whereas,  Unintended  pregnan- 
cies often  lead  to  the  pregnant  female 
seeking  abortion  as  a solution  to  the 
pregnancy;  and 

Whereas,  Recognizing  that  fam- 
ily planning  provides  individuals  with 
the  information  and  means  to  deter- 
mine the  size  of  their  families  and  the 
spacing  of  their  children;  now  there- 
fore he  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  support  any 
program  which  encourages  planning 
for  pregnancy;  and  be  it  further 

Resolved,  That  the  OSMA  urge 
health  care  professionals  providing 
care  for  women  of  reproductive  age  to 
assist  them  in  obtaining  services 
which  include  planning  for  pregnancy; 
and  be  it  further 

Resolved,  That  the  OSMA  support 
age-appropriate  education  in  esteem- 
building, decision-making,  human 
sexuality,  and  family  life,  beginning 
with  kindergarten,  in  an  effort  to  in- 
troduce the  concept  of  planning  for 
childbearing  early  in  the  educational 
process;  and  be  it  further 

Resolved,  That  the  OSMA  encour- 
age increased  funding  for  pregnancy 
planning  in  Oklahoma. 


Late  Resolution  18 
CONTINUING 
MEDICAL  EDUCATION 

(Referred  to  Council  on  Continuing  Medical  Education) 

Introduced  by:  Council  on  Medical 
Education 

Lofty  L.  Basta,  MD,  Chairman 
Referred  to:  Reference  Committee  II 

Whereas,  It  is  the  charge  of  the 
Council  on  Medical  Education  of  the 
Oklahoma  State  Medical  Association 
to  study  and  make  recommendations 
related  to  all  matters  of  maintaining 
or  improving  the  level  of  medical  com- 
petency in  Oklahoma,  including  but 
not  limited  to  maintaining  liaison 
with  other  medical  education  courses 
for  association  members,  to  monitor 
continuing  medical  education  stan- 
dards as  they  may  be  required  by  as- 
sociation policy;  and 

Whereas,  The  Oklahoma  State 
Medical  Association  and  the  council 
will  continue  its  support  of  open  com- 
munication with  Oklahoma  medical 
schools;  and 

Whereas,  The  Oklahoma  State 
Medical  Association  and  the  council 
will  continue  to  actively  survey  and 
resurvey  institutions  and  organiza- 
tions for  continuing  medical  education 
accreditation;  now  therefore  be  it 
Resolved,  That  the  Council  on  Med- 
ical Education  of  the  Oklahoma  State 
Medical  Association  shall  serve  as  the 
continuing  medical  education  coor- 
dinating body  for  the  State  of  Okla- 
homa as  well  as  the  oversight  body 
whose  task  will  be  to  ensure  sufficient 
and  appropriate  continuing  medical 
education  is  accessible  to  the  associa- 
tion membership. 


Late  Resolution  19 
MODEL  STATE 
VOLUNTEER  ACT 

(Adopted) 

Introduced  by;  Council  on  Public  and 
Mental  Health 
Robert  M.  Mahaflfey,  MD, 
Chairman 

Referred  to;  Reference  Committee  II 

Whereas,  The  willingness  of  vol- 
unteers to  offer  their  services  has  been 


Whereas,  Unintended  (mistimed 
or  unwanted)  pregnancy  is  a critical 
reproductive  health  problem  that  af- 
fects the  mother,  father,  child,  family 
and  community;  and 

Whereas,  The  total  proportion  of 


SUBSTITUTE 
LATE  RESOLUTION  20 

(Adopted) 

Resolved,  That  the  Oklahoma 
State  Medical  Association  support 
quality  programs  which  encourage 
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planning  for  pregnancy;  and  be  it 
further 

Resolved,  That  the  OSMA  urge 
health  care  professionals  providing 
care  for  women  of  reproductive  age  to 
assist  them  in  planning  for  pregnancy; 
and  be  it  further 

Resolved,  That  the  OSMA  support 
age-appropriate  education  in  esteem 
building,  decision  making,  and  family 
life  in  an  effort  to  introduce  the  con- 
cept of  planning  for  childbearing  in 
the  educational  process. 


Late  Resolution  21 
SPEAKERS'  BUREAU 

(Adopted) 

Introduced  by:  Pontotoc-Johnston 

Murray  County  Medical  Society 
Referred  to:  Reference  Committee  11 

Whereas,  During  the  course  of 
each  year,  the  Oklahoma  State  Medi- 
cal Association  may  need  to  educate 
the  public  on  many  complex  issues; 
and 

Whereas,  The  Oklahoma  State 
Medical  Association  needs  a know- 
ledgeable group  of  physicians  to  dis- 
cuss these  issues;  now  therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  initiate  a 
Speakers’  Bureau  to  be  comprised  of 
at  least  two  (2)  physicians  from  each 
county  medical  society;  and  be  it 
further 

Resolved,  That  the  Oklahoma 
State  Medical  Association  office  com- 
pile the  bureau  as  soon  as  possible  and 
hold  regional  seminars  to  educate 
physicians  on  the  appropriate  issues. 


Late  Resolution  22 
WIC  PROGRAM 

(Adopted) 

Introduced  by:  Council  on  Public  and 
Mental  Health 
Robert  M.  Mahaffey,  MD, 
Chairman 

Referred  to:  Reference  Committee  II 

Whereas,  In  the  five  states 
studied,  for  every  dollar  spent  on  the 
prenatal  Women,  Infants  and  Children 


(WIC)  participation  Medicaid  pro- 
gram, savings  ranged  from  $1.77  to 
$3.13;  and 

Whereas,  Medicaid  savings  as- 
sociated with  prenatal  WIC  participa- 
tion ranged  from  $277  to  $598;  and 

Whereas,  Receipt  of  adequate 
prenatal  care  was  associated  with  ad- 
ditional savings  in  Medicaid  costs  in- 
dependent of  WIC  participation;  now 
therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  support  ex- 
pansion of  the  WIC  program  for  eligi- 
ble Oklahoma  women  and  children 
through  the  Oklahoma  State  Depart- 
ment of  Health. 


Late  Resolution  23 
RECYCLABLE 
PACKING  MATERIAL 

(Adopted) 


Introduced  by:  Committee  on 

Physicians  and  the  Environment 
Chester  L.  Bynum,  MD,  Chairman 
Referred  to:  Reference  Committee  II 

Whereas,  Physicians  receive 
numerous  samples  and  much  promo- 
tional material  from  pharmaceutical 
companies  and  other  vendors;  and 
Whereas,  Much  of  this  material 
is  overpackaged  or  contains  large 
amounts  of  plastic  and/or  styrofoam 
packing  material;  and 

Whereas,  Many  of  our  nation’s 
major  industries  are  making  commit- 
ments to  the  environment  by  eliminat- 
ing waste  and  using  recyclable  mate- 
rial in  their  business;  now  therefore 
be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  communi- 
cate to  representatives  of  the  phar- 
maceutical industry  in  Oklahoma 
that  the  use  of  plastics  and  styrofoam 
in  shipping  samples  and  other  materi- 
als to  physicians  be  eliminated  and 
replaced  with  the  use  of  recyclable 
biodegradable  material;  and  be  it 
further 

Resolved,  That  the  American  Med- 
ical Association  convey  this  same  mes- 
sage to  national  representatives  of  the 
pharmaceutical  industry. 


Late  Resolution  24 
RECYCLABLE  AND 
REUSABLE  UTENSILS 

(Adopted) 

Introduced  by:  Committee  on 

Physicians  and  the  Environment 
Chester  L.  Bynum,  MD,  Chairman 
Referred  to:  Reference  Committee  II 

Whereas,  Medical  societies  and 
associations  hold  many  meetings  both 
in  their  offices  and  other  settings;  and 
Whereas,  Refreshments  are  often 
served  in  plastic  and  styrofoam  con- 
tainers during  these  meetings;  and 
Whereas,  There  are  alternatives 
to  the  use  of  these  products;  now  there- 
fore be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  make  a 
commitment  to  use  only  reusable  and 
recyclable  utensils  at  functions  held 
both  in  and  away  from  its  offices;  and 
be  it  further 

Resolved,  That  the  American  Med- 
ical Association  make  the  same  com- 
mitment and  encourage  its  con- 
stituent societies  to  do  likewise. 


Late  Resolution  25 
SAFE  DRIN KING  WATER  ACT 

(Adopted) 

Introduced  by:  Committee  on 

Physicians  and  the  Environment 
Chester  L.  Bynum,  MD,  Chairman 
Referred  to:  Reference  Committee  II 

Whereas,  The  1974  Safe  Drinking 
Water  Act  provides  for  administration 
of  water  supply  programs,  critical  to 
the  health  and  welfare  of  all  citizens, 
hy  state  agencies;  and 

Whereas,  In  1977,  the  Oklahoma 
State  Department  of  Health  became 
the  first  in  the  nation  to  be  designated 
to  provide  primary  enforcement  re- 
sponsibility (primacy);  and 

Whereas,  1986  amendments  to 
the  Safe  Drinking  Water  Act  require 
the  Oklahoma  State  Department  of 
Health  to  increase  standards  and 
monitoring  capability  to  maintain  pri- 
macy; and 

Whereas,  In  the  event  that  the 
Oklahoma  State  Department  of  Health 
is  unable  to  maintain  primacy,  the 
U.S.  E.P.A.  will  assume  enforcement 
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responsibility  for  the  Safe  Drinking 
Water  Act  in  Oklahoma;  and 

Whereas,  Said  assumption  of  en- 
forcement responsibility  by  the  U.S. 
E.P.A.  would  place  greatly  increased 
financial  and  administrative  require- 
ments on  municipalities  and  other 
operators  of  public  water  supply  sys- 
tems; now  therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  support 
full,  aggressive  primary  enforcement 
responsibility  by  the  Oklahoma  State 
Department  of  Health  for  purposes  of 
enforcement  of  all  the  Safe  Drinking 
Water  Act  provisions;  and  be  it  further 
Resolved,  That  the  Oklahoma 
State  Medical  Association  support 
State  of  Oklahoma  appropriation  of 
funds  adequate  to  allow  the  Oklahoma 
State  Department  of  Health  to  meet 
current  and  future  standards  and 
monitoring  requirements  to  maintain 
said  primacy;  and  be  it  further 

Resolved,  That  a blue  ribbon  panel 
of  experts  outside  the  Oklahoma  State 
Department  of  Health  be  appointed  to 
monitor  the  adequacy  of  regulation 
and  enforcement  of  the  Safe  Drinking 
Water  Act  in  Oklahoma. 


Late  Resolution  26 
GEOGRAPHIC 
MEDICAL  REGIONS 

(Referred  to  Board  of  Trustees) 

Introduced  by:  East  Central  County 
Medical  Society 

Referred  to:  Reference  Committee  II 

Whereas,  Access  to  the  Okla- 
homa Memorial  Hospital  is  limited 
and  appears  to  be  rationed  by  geo- 
graphic location  of  patient;  and 

Whereas,  Rural  and  outlying 
physicians  are  unable  to  fully  utilize 
the  expertise  of  the  physicians  at  the 
Oklahoma  Memorial  Hospital;  and 
Whereas,  Oklahoma  Memorial 
Hospital,  for  teaching  purposes, 
should  have  a much  larger  patient 
base  and  more  varied  patient  popula- 
tion; and 

Whereas,  Oklahoma  Memorial 
Hospital,  with  a broader  geographic 
patient  base,  would  achieve  closer  pro- 
fessional ties  and  thereby  better  sup- 
port with  physicians  throughout  the 
state;  now  therefore  be  it 


Resolved,  That  the  Oklahoma 
State  Medical  Association  urge  Okla- 
homa Memorial  Hospital  to  periodi- 
cally publish  data  on  the  geographic 
distribution  of  patients  admitted  and 
establish  incentives  and  guidelines 
that  assure  equal  access  to  patients 
statewide;  and  be  it  further 

Resolved,  That  if  the  patient  distri- 
bution statistics  do  not  indicate  that 
all  Oklahoma  patients  have  equal  ac- 
cess to  Oklahoma  Memorial  Hospital, 
then  some  regional  patient  allocation 
system  be  considered. 


Late  Resolution  27 
PHYSICIAN  PAYMENT 
REVIEW  COMMISSION 
ANNUAL  REPORT 

(Referred  to  Board  of  Trustees) 


Introduced  by:  East  Central  County 
Medical  Society 

Referred  to:  Reference  Committee  III 

Whereas,  The  name  Physician 
Payment  Review  Commission,  hereaf- 
ter referred  to  as  PPRC,  denotes  a 
stronger  representation  by  physicians 
on  the  committee  than  is  the  fact;  and 
Whereas,  Many  of  the  proposals 
put  forth  by  the  PPRC  are  not  in  the 
best  interest  of  rural  medicine  and  the 
patients  thereby  represented;  and 
Whereas,  All  proposals  are  rec- 
ommended mandates,  one  sided,  and 
not  a consensus  of  ideas  by  all  par- 
ticipating parties;  and 

Whereas,  Extension  of  the  pro- 
posed Medicare  payment  plan  to  all 
third-party  payors  by  government 
caveat  is  not  commensurate  with  a 
sound  national  health  policy;  now 
therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  not  support 
the  PPRC  1991  Annual  Report  to  the 
U.S.  Congress;  and  be  it  further 
Resolved,  That  the  Oklahoma 
State  Medical  Association  go  on  record 
with  a vote  of  “no  confidence.” 


Late  Resolution  28 
HASSLE  FACTORS 

(Not  Adopted) 

Introduced  by:  Oklahoma  Society  of 
Internal  Medicine 
American  College  of  Physicians 
John  M.  Kalbfleisch,  MD,  Tulsa 
Dala  J.  Jarolim,  MD,  Tulsa 
William  L.  Hughes,  MD, 
Oklahoma  City 

M.  Boyd  Shook,  MD,  Oklahoma 
City 

Referred  to:  Reference  Committee  III 

Whereas,  Physicians  receive  in- 
creasing numbers  of  requests  from 
government  agencies,  third-party 
payors,  and  utilization  review  organi- 
zations for  information  about  patient 
care  that  often  is  not  germane,  unim- 
portant, and  nonessential  to  a qual- 
ified reviewer’s  analysis  of  services 
rendered;  and 

Whereas,  Many  times  these  re- 
quests imply  that  payment  cannot  be 
made  nor  services  approved  unless  the 
information  is  received  promptly  and 
at  the  physicians’  time  and  expense; 
and 

Whereas,  A great  deal  of  physi- 
cian time  and  healthcare  worker  time 
is  diverted  from  patient  care  to  re- 
sponding to  these  third-party  “has- 
sles” that  do  not  contribute  to  patient 
care;  and 

Whereas,  These  hassle  factors 
which  are  recognized  by  Congress  are 
causing  good  physicians  to  limit  their 
practice  and/or  to  quit  practicing  al- 
together, thus  having  an  adverse  effect 
on  the  quality  of  medical  care;  and 
Whereas,  A significant  demon- 
stration of  the  “hassle  factors”  on 
physicians’  practices  could  impress 
upon  Oklahoma’s  delegation,  to  Con- 
gress, and  in  general  the  importance 
of  curtailing  and  eliminating  these 
wasteful,  useless,  time  consuming  and 
costly  requests  for  unnecessary  infor- 
mation and  documentation;  now  there- 
fore be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  request  its 
Board  of  Trustees  to  select  a certain 
time  period  (30  days,  60  days,  90  days) 
and  request  that  all  practicing  physi- 
cians in  the  state  (both  MDs  and  DOs) 
subniit  one  (1)  copy  to  the  OSMA  of 
every  request  for  additional  medical 
information  or  explanation  received 


342 


I Okla  State  Med  Assoc,  Vol  84,  July  1991 


from  every  government  agency,  every 
insurer,  other  third-party  payors,  and 
every  utilization  review  organization; 
and  he  it  further 

Resolved,  That  these  copies  be 
transported  to  the  Oklahoma  Congres- 
sional Delegation  “en  banc”  in  the 
original  form  received  to  impress  on 
them  the  impact  of  the  “hassle  factors” 
on  the  practice  of  medicine  in  Okla- 
homa. 


Late  Resolution  29 
SINGLE-ZONE 
PAYMENT  SYSTEM 

(Adopted) 

Introduced  by:  Council  on  Medical 
Services 

Ronald  S.  Barlow,  MD,  Chairman 
Referred  to:  Reference  Committee  II 

Whereas,  Inequitable  reimburse- 
ment has  made  it  increasingly  dif- 
ficult to  recruit  and  retain  physicians 
to  rural  areas  of  our  state;  and 

Whereas,  Oklahoma  State  Medi- 
cal Association  policy  calls  for  our 
reimbursement  zone  for  Oklahoma; 
and 

Whereas,  The  Oklahoma  Con- 
gressional Delegation  and  both  houses 
of  the  Oklahoma  State  Legislature  are 
on  record  endorsing  the  concept  of  a 
single  reimbursement  zone  for  physi- 
cians in  Oklahoma;  now  therefore  be  it 
Resolved,  That  the  OSMA  urge  the 
Oklahoma  State  Employees  and  Edu- 
cation Insurance  Plan  to  return  to  a 
single-zone  payment  system  in  order 
to  ensure  continued  access  to  health 
care  for  all  its  beneficiaries  in  their 
own  communities. 


Late  Resolution  30 
PLICO  HEALTH 

(Adopted) 

Introduced  by:  Eugene  G.  Feild,  MD, 
Chairman 

PLICO  Health  Committee 
Referred  to:  Reference  Committee  I 

Whereas,  PLICO  Health  Insur- 
ance has  been  available  to  OSMA 
members  since  1982;  and 


Whereas,  The  decision  to  offer 
health  insurance  was  based  upon  the 
inability  of  members  to  acquire  com- 
prehensive health  coverage  at  com- 
petitive prices;  and 

Whereas,  Even  in  an  extremely 
volatile  marketplace,  over  50%  of 
OSMA’s  members  have  continued  to 
support  PLICO  Health  by  purchasing 


Dr  C.  L.  Montgomery  (I),  member  of  the 
AMPAC  Board  of  Directors,  presents  the  1990 
AMPAC  Membership  Award  to  OSMA  House 
Speaker  Larry  L.  Long,  MD.  Oklahoma  tied 
with  Pennsylvania  this  year  for  the  runner-up 
award. 


coverage  for  their  families,  their  em- 
ployees, and  the  families  of  their  em- 
ployees; and 

Whereas,  The  quality  of  PLICO 
Health’s  policy  is  superior  in  most 
cases  when  compared  to  competitors’ 
coverage  — especially  the  guaranteed 
insurability  feature;  and 

Whereas,  The  objective  of  PLICO 
Health  is  to  “break  even”  and  not  to 
collect  more  premium  than  is  neces- 
sary to  pay  claims  and  meeting  ex- 
penses; and 

Whereas,  Short-term  premium 
fluctuations  and  the  rising  cost  of  med- 
ical care  have  caused  some  insureds 
to  abandon  PLICO  and  seek  other 
coverage  or  different  insuring  arrange- 
ments; and 

Whereas,  The  continued  viability 
of  PLICO  Health’s  program  depends 
on: 

A.  Broad-based  support  from  OSMA 
members; 


B.  A fair  and  equitable  reimburse- 
ment system  for  insureds  and  physi- 
cians who  provide  patients  services; 

C.  A willingness  by  physicians  to 
provide  services  to  PLICO  insureds  at 
prices  commensurate  with  the  sche- 
dules actuarially  developed  and  con- 
templated by  the  management  com- 
pany; now  therefore  be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  House  of 
Delegates  reaffirm  its  support  for 
PLICO  Health  and  encourage  partici- 
pation by  OSMA  members,  their 
families,  their  employees,  and  the 
families  of  their  employees;  and  be  it 
further 

Resolved,  That  physician  members 
of  the  Oklahoma  State  Medical  Associ- 
ation caring  for  PLICO  insureds  be 
especially  mindful  of  cost  containment 
considerations,  efficient  utilization  of 
facility  services,  and  out-of-pocket 
costs  to  PLICO  insureds. 


Late  Resolution  31 
NORPLANT  BIRTH 
CONTROL  METHOD 

(Amended) 

Introduced  by:  Craig-Ottawa- 

Delaware  County  Medical  Society 
Referred  to:  Reference  Committee  III 

Whereas,  Noncompliance  with 
an  oral  contraceptive  regime  results 
in  a high  incidence  of  pregnancy 
among  teenage  and  adult  women  who 
are  Medicaid  beneficiaries;  and 

Whereas,  This  noncompliance 
can  become  a burden  to  the  health  care 
delivery  systems  of  Oklahoma  and  a 
social  burden  to  the  public  and  gov- 
ernmental agencies  and  organizations 
that  tend  to  these  unintended  events; 
and 

Whereas,  The  new,  tested  and  ef- 
fective implantable  birth  control 
method  known-as-NorpIawt  has  been 
approved  for  birth  control  by  approxi- 
mately 70%  of  the  nation’s  states  par- 
ticipating in  the  Medicaid  program; 
and 

Whereas,  The  cost  of— Norplant 
this  implantable  birth  control  method 

may  seem  extravagant  but  is  far  less 
expensive  than  one  unintended  preg- 
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nancy,  one  miscarriage,  or  other  care 
attending  the  prenatal,  delivery,  in- 
fant care,  and  subsequent  cost  of  the 
pregnancy;  and 

Whereas,  Craig-Ottawa-Dela- 
ware  County  Medical  Society  consid- 
ers this  an  urgent  matter;  now  there- 
fore be  it 

Resolved,  That  the  Oklahoma 
State  Medical  Association  House  of 
Delegates  petition  the  Oklahoma 
State  Department  of  Human  Services 
to  approve  the  use  of  N^pkuit  an  im- 
plantable birth  control  method  for 
Medicaid  patients  deemed  eligible  for 
this  birth  control  method. 


Late  Resolution  32 
QUALIFICATIONS  FOR 
COMMISSIONER  OF 
HEALTH 

(Adopted) 

Introduced  by:  OSMA  Board  of 
Trustees,  James  Funnell,  MD, 
Secretary-Treasurer 
Referred  to:  Reference  Committee  III 

Whereas,  Oklahoma’s  Commis- 
sioner of  Health  has  historically  and 
traditionally  been  a fully  licensed 
physician;  and 

Whereas,  Most  of  the  programs 
operated  and  funded  by  the  Health  De- 
partment directly  impact  on  the 
health  and  welfare  of  Oklahoma  citi- 
zens of  all  ages;  and 

Whereas,  The  majority  of  State 
Commissioners  of  Health  nationwide 
are  fully  licensed  physicians;  and 
Whereas,  There  is  no  compelling 
reason  for  the  legislature  to  lower  the 
educational  requirements  for  the  Com- 
missioner of  Health;  now  therefore  be 
it 

Resolved,  That  the  OSMA  House 
of  Delegates  encourage  the  Oklahoma 
Legislature  and  the  Governor  to  not 
amend  the  Oklahoma  statutes  to  per- 
mit someone  other  than  a fully 
licensed  physician  to  serve  as  Commis- 
sioner of  Health. 


Resolution 
of  Commendation 
JOHN  A.  McIntyre,  md 


Introduced  by:  The  Board  of  Trustees 
of  the  Oklahoma  State  Medical 
Association 

Whereas,  It  is  a physician  of  spe- 
cial dedication  who  will  take  time 
from  a busy  practice  to  work  to  ad- 
vance the  practice  of  medicine;  and 
Whereas,  John  A.  McIntyre,  MD, 
Enid,  exhibited  this  special  dedication 
which  served  Oklahoma  physicians 
well  by  providing  them  with  effective 
representation  nationally  in  the 
American  Medical  Association  House 
of  Delegates;  now  therefore  be  it 
Resolved,  That  the  physician  mem- 
bers of  the  Oklahoma  State  Medical 
Association  commend  and  thank  their 
friend  and  colleague.  Dr.  John  Mcln- 
t3Te,  for  his  service  as  a member  of 
the  Oklahoma  Delegation  to  the 
American  Medical  Association  from 
1983  to  1990. 


Resolution 
of  Commendation 
FLOYD  F.  MILLER,  MD 


Introduced  by:  The  Board  of  Trustees 
of  the  Oklahoma  State  Medical 
Association 

Whereas,  It  is  a physician  of  spe- 
cial dedication  who  will  take  time 
from  a busy  practice  to  work  to  ad- 
vance the  practice  of  medicine;  and 
Whereas,  Floyd  K Miller,  MD, 
Tulsa,  exhibited  this  special  dedica- 
tion which  served  Oklahoma  Physi- 
cians well  by  providing  them  with  ef- 
fective representation  nationally  in 
the  American  Medical  Association 
House  of  Delegates;  now  therefore  be 
it 

Resolved,  That  the  physician  mem- 
bers of  the  Oklahoma  State  Medical 
Association  commend  and  thank  their 
friend  and  colleague.  Dr.  Floyd  Miller, 
for  his  service  as  a member  of  the 
Oklahoma  Delegation  to  the  Amer- 
ican Medical  Association  from  1982  to 
1990. 


Resolution 
of  Commendation 
EDWARD  TOMSOVIC,  MD 

Introduced  by:  The  Oklahoma  State 
Medical  Association  and  the  Tulsa 
County  Medical  Society 

Whereas,  Edward  J.  Tomsovic, 
MD,  Tulsa,  Oklahoma,  has  served 
with  great  distinction  as  Dean  of  the 
University  of  Oklahoma  College  of 
Medicine— Tulsa;  and 

Whereas,  Doctor  Tomsovic’s 
career  as  scholar,  physician  and 
teacher  exemplifies  the  highest  ideals 
and  standards  of  the  practice  of 
medicine;  and 

Whereas,  Doctor  Tomsovic  has 
worked  to  advance  the  art  and  science 
of  medicine  through  his  involvement 
and  leadership  in  medical  associations 
at  the  local,  state,  regional  and  na- 
tional levels;  and 

Whereas,  Doctor  Tomsovic  has 
encouraged  similar  participation  in  or- 
ganized medicine  by  his  students  and 
colleagues,  thereby  strengthening  the 
unity  of  the  medical  community  in 
Oklahoma;  now  therefore  be  it 

Resolved,  That  the  physician  mem- 
bers of  the  Oklahoma  State  Medical 
Association  and  the  Tulsa  County 
Medical  Society  commend  and  thank 
their  friend  anci  colleague.  Dr.  Edward 
Tomsovic,  for  his  contribution  to  med- 
ical education  in  our  state  and  for  his 
involvement  and  support  of  the  ac- 
tivities of  the  Oklahoma  State  Medi- 
cal Association  and  the  Tulsa  County 
Medical  Society. 
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REPORTS  TO  THE 
HOUSE  OF  DELEGATES 


Report  of 

REFERENCE  COMMITTEE  I 

Presented  by:  Jon  C.  Axton,  MD 
Chairman 

Mr.  Speaker  and  Members  of  the 
House  of  Delegates: 

Reference  Committee  I considered 
a number  of  items  that  were  assigned 
to  it  and  heard  excellent  testimony. 
Reference  Committee  I submits  the 
following  report: 

(1)  Report  of  the  Board  of  Trustees 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Board  of  Trustees  be 
filed  for  information. 

Your  Reference  Committee  com- 
mends the  Board  for  its  diligent  work 
and  decisions  made  on  behalf  of  the 
Association  and  would  especially  like 
to  commend  Dr.  Sara  DePersio,  who 
has  done  an  excellent  job  as  chairman. 

(2)  Supplemental  Report  of  the 
Board  of  Trustees 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Sup- 
plemental Report  of  the  Board  of 
Trustees  be  filed  with  the  following 
additions: 

The  Board  of  Trustees  reappointed 
Dr.  Ray  V.  McIntyre,  Kingfisher,  as 
Journal  Editor-in-Chief  Following  Dr. 
James  Punnell’s  report,  he  received  a 


round  of  applause  in  appreciation  of 
his  years  of  service  as  Secretary-Trea- 
surer. The  Board  heard  a brief  report 
from  M.  Joe  Crosthwait,  MD,  Chair- 
man of  the  AMA  Delegation. 

(3)  Report  of  the  Secretary- 
Treasurer 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Secretary-Treasurer  be 
adopted. 

Your  Reference  Committee  would 
like  to  commend  James  D.  Funnell, 
MD,  for  his  excellent  report  and  for 
his  efforts  to  monitor  the  financial  af- 
fairs of  the  Association. 

(4)  Report  of  the  Appropriations 
and  Audit  Committee 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Appropriations  and 
Audit  Committee  he  adopted. 

(5)  Report  of  the  Council  on  Plan- 
ning and  Development 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Council  on  Planning 
and  Development  he  adopted. 

Your  Reference  Committee  would 
like  to  commend  Dr.  John  Alexander 
and  all  of  the  OSMA  officers  and  com- 
mittee and  council  chairpersons  that 


put  in  so  much  time  and  effort  on  the 
study  that  led  to  the  preparation  of 
this  report. 

(6)  Report  of  the  Constitution  and 
Bylaws  Committee 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Constitution  and 
Bylaws  Committee  not  he  adopted 
and  that  in  its  place  the  House 
adopt  the  language  recommended 
by  the  OSMA  Board  of  Trustees  Ad 
Hoc  Study  Committee  as  set  out 
on  lines  39  through  44,  Page  2,  of 
the  Constitution  and  Bylaws  Com- 
mittee Report.  The  bylaw  regard- 
ing Life  Members  would  read, 
“2.03  LIFE  MEMBERS.  Any  physi- 
cian, a member  in  good  standing 
of  this  Association  who  meets  the 
folowing  qualification,  may  be 
elected  to  Life  Membership:  (1) 
Upon  age  65,  provided  he  or  she 
has  retired  from  the  full-time  prac- 
tice of  medicine.” 

Your  Reference  Committee  wishes 
to  commend  the  Constitution  and 
Bylaws  Committee  for  the  work  it  did 
on  this  report.  However,  it  was  the  feel- 
ing of  the  committee  that  this  House 
of  Delegates  should  he  given  an  oppor- 
tunity to  vote  directly  upon  the  lan- 
guage recommended  by  the  Board  of 
Trustees’  special  ad  hoc  study  commit- 
tee. 

(7)  Report  of  the  Physicians  Liabil- 
ity Insurance  Company 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Physicians  Liability  In- 
surance Company  be  filed  for  infor- 
mation. 

Your  Reference  Committee  noted 
with  sadness  the  recent  death  of  C. 
Alton  Brown,  MD.  His  presence  and 
influence  on  the  PLICO  Board  of  Di- 
rectors will  be  missed. 

(8)  Report  of  the  OSMA  Auxiliary 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Oklahoma  State  Medi- 
cal Association  Auxiliary  be  filed 
for  information. 

Mr.  Speaker,  your  Reference  Com- 
mittee would  like  to  commend  Mrs. 
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Nora  White,  Auxiliary  President,  for 
her  excellent  leadership  and  dedi- 
cation to  the  programs  of  the  Aux- 
iliary. 

(9)  Report  of  Oklahomans  Against 
Lawsuit  Abuse  Coalition 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  Oklahomans  Against  Law- 
suit Abuse  Coalition  be  filed  for 
information. 

(10)  Report  of  the  OSMA  Field 
Office 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  OSMA  Field  Office  be 
filed  for  information. 

(11)  Report  of  the  Oklahoma  State 
Medical  Association-Education 
and  Research  Foundation 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Oklahoma  State  Medi- 
cal Association-Education  and  Re- 
search Foundation  be  filed  for  infor- 
mation. 

(12)  Resolution  6 — Annual 
Meeting  Dates 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion #6  be  amended  to  read,  “Resol- 
ved, That  the  Board  of  Trustees  of 
the  Oklahoma  State  Medical  As- 
sociation consider  moving  the  an- 
nual meeting  to  the  last  two  weeks 
in  April”,  and  that  the  amended 
resolution  be  adopted. 

(13)  Resolution  9 — Voting 
Privileges 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Res- 
olution #9  be  amended  by  remov- 
ing the  last  two  Resolves  and  re- 
placing them  with  the  following 
language,  “Resolved,  That  Section 
1.04  of  Chapter  IV  of  the  bylaws  be 
amended  to  read,  ‘SECTION  REP- 
RESENTATION. The  following 
sections  shall  be  entitled  to  one  vot- 
ing Delegate  and  Alternate  Dele- 
gate each:  Medical  Student  Sec- 


tion, Resident  Physician  Section, 
Young  Physician  Section,  and  Hos- 
pital Medical  Staff  Section,’  ” and 
that  the  amended  resolution  be 
adopted. 

Your  Reference  Committee  wishes 
to  point  out  that  this  is  a one  word 
amendment  to  the  present  bylaws.  We 
are  adding  the  word  “voting”  to  make 


Oklahoma  City  physician  Louis  S.  Frank,  MD 
(r),  receives  the  Best  Journal  Cover  Photo 
award  from  Editor-in-Chief  Ray  V.  McIntyre, 
MD.  Dr  Frank's  photograph  appeared  on  the 
cover  of  the  February  1990  issue. 


it  clear  that  the  Delegates  from  these 
sections  have  not  only  the  privilege  of 
the  floor  of  the  House  of  Delegates, 
but  also  the  right  to  vote  in  the  House 
of  Delegates. 

( 14)  Resolution  13  — Health  Aware- 
ness in  Hospital  Cafeterias 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion #13  be  adopted. 

(15)  Resolution  17  — Election  of 
AMA  Delegates  and  Alternate 
Delegates 

Recommmendation: 

Mr.  Sepaker,  your  Reference 
Committee  recommends  that  Reso- 
lution #17  be  amended  by  deleting 
the  phrase  “at  least  60  days  and” 
on  line  36  of  the  first  page,  and 


replacing  “Executive  Committee” 
with  “Board  of  Trustees”  on  line  18 
of  Page  2,  and  that  the  amended 
resolution  be  adopted. 

Your  Reference  Committee  heard 
a great  deal  of  testimony  regarding  the 
selection  of  Delegates  and  Alternate 
Delegates  to  the  American  Medical 
Assocaition.  A number  of  recommen- 
dations for  the  selection  process  were 
made.  However,  your  committee  is  cog- 
nizant of  the  fact  that  this  House  of 
Delegates  on  two  previous  occasions 
has  indicated  that  it  wished  all  candi- 
dates to  run  at-large.  Any  recommen- 
dation regarding  the  slotting  of  elec- 
tion positions  should  originate  in  this 
House  or  through  resolutions  at  a fu- 
ture meeting. 

(16)  Resolution  23  — Recyclable 
Packing  Material 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion #23  be  adopted. 

(17)  Resolution  24  — Recyclable 
and  Reusable  Utensils 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion #24  be  adopted. 

(18)  Resolution  25  — Safe  Drinking 
Water  Act 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Reso- 
lution #25  be  adopted. 

(19)  Resolution  26  — Geographic 
Medical  Regions 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion #26  not  be  adopted. 

Your  committee  heard  testimony 
that  indicated  there  might  be  a prob- 
lem in  the  geographic  distribution  of 
patients  to  the  Health  Sciences 
Center.  However,  it  felt  it  would  be 
more  appropriate  for  this  problem  to 
be  referred  to  the  Board  of  Trustees 
for  study  and  possible  action. 
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I (20)  Resolution  30  — PLICO 
I Health 

i Recommendation: 

I Mr.  Speaker,  your  Reference  Com- 

: mittee  recommends  that  Res- 

I olution  #30  be  adopted. 

Your  committee  wishes  to  ac- 
I knowledge  that  PLICO  Health  is  “our” 
company  and  we,  as  OSMA-members 
physicians,  should  do  everything  in 
our  power  to  make  it  viable  and  re- 
sponsive. 

I 

Mr.  Speaker,  your  Reference  Com- 
I mittee  recommends  adoption  of  the 
Report  of  Reference  Committee  I,  as 
amended,  as  a whole. 

Mr.  Speaker,  this  concludes  the  re- 
port of  Reference  Committee  I.  Your 
Reference  Committee  wishes  to  thank 
all  who  participated  in  the  hearing 
and  contributed  to  the  preparation  of 
this  report.  As  Chairman  of  this  Refer- 
ence Committee,  I would  like  to  ex- 
press my  appreciation  to  the  commit- 
1 tee  members  and  staff  for  their  time 
and  effort. 

I Respectfully  submitted, 

Jon  C.  Axton,  MD,  Chairman, 

Oklahoma  City 

Rosemary  Bellino,  MD,  Lawton 
I Lynn  E.  Frame,  MD,  Tulsa 
Alice  M.  Hughes,  MD,  Oklahoma  City 
Ed  Kelsay,  Staff 
Debbie  Thurmond,  Staff 


Report  of  the 
BOARD  OF  TRUSTEES 

Subject:  Annual  Report 
Presented  by:  Sara  R.  DePersio,  MD, 
Chairman 

Referred  to:  Reference  Committee  I 

Introduction 

The  OSMA  Board  of  Trustees  has 
completed  three  of  its  regular  quar- 
terly meetings  for  organizational  year 
1990-91.  The  fourth  meeting  or  annual 
meeting  of  the  board  is  being  held  in 
conjunciton  with  the  1991  annual 
meeting  of  the  association  in  Okla- 
homa City,  Oklahoma.  The  proceed- 
ings of  the  annual  board  meeting  will 
be  contained  in  the  Supplemental  Re- 
port of  the  Board  of  Trustees. 

During  the  past  year,  the  board 


met  in  regular  sessions  on  August  19 
and  November  18,  1990  and  February 
23,  1991.  A quorum  was  certified  for 
each  meeting  with  an  average  of  seven 
officers,  fifteen  trustees  or  alternate 
trustees,  and  seven  AMA  delegates 
and  alternate  delegates  present. 

Council  and  Committee  Reports 

During  each  of  its  meetings,  the 
OSMA  Board  of  Trustees  heard  reports 
from  each  of  the  association’s  councils, 
committees,  and  sections.  As  these  en- 
tities also  report  directly  to  the  House 
of  Delegates,  they  will  not  be  reported 
here. 

PLICO,  OFPR,  OALA,  Field  Office 
and  Auxiliary  Reports 

Throughout  the  year,  the  OSMA 
Board  of  Trustees  heard  reports  from 
PLICO,  OALA,  OFPR,  the  Field  Of- 
fice, and  the  Auxiliary.  As  these  or- 
ganizations report  directly  to  the 
House  of  Delegates,  they  will  not  be 
reported  here. 

AMA  Investment  Retirement 
Program 

The  Board  of  Trustees  at  its  August 
19  meeting  approved  the  AMA  Invest- 
ment Retirement  Program  as  the 
OSMA-sponsored  retirement  plan  for 
physician  members. 

Support  For  Alliance  On  Aging 

During  its  August  19  meeting,  the 
Board  authorized  the  association  to 
make  a one-time  $1,000  contribution 
to  the  Oklahoma  Alliance  on  Aging. 

Special  Membership  Applications 

The  Board  of  Trustees  at  its  August 
19  meeting  approved  a motion  to  refer 
the  current  life  membership  applica- 
tions to  a credentials  committee  to  be 
appointed  by  the  Chairman  of  the 
Board.  The  approved  motion  stated 
that  the  committee’s  charge  will  be  (1) 
to  develop  criteria  for  addressing  prob- 
lems particular  to  life  memberships, 
and  (2)  to  aid  county  medical  societies 
when  considering  these  criteria  for  life 
member  applicants. 

A second  motion  duly  approved 
called  for  the  OSMA  Constitution  and 
Bylaws  Committee  to  clarify  the 
OSMA  Bylaws  to  reflect  AMA  criteria 
for  life  membership  status. 


Nomination  of  Perry  A.  Lambird, 
MD 

During  the  August  19  board  meet- 
ing, the  Trustees  formally  nominated 
Perry  A.  Lambird,  MD,  for  re-election 
to  the  AMA  Council  on  Medical  Ser- 
vices and  authorized  the  necessary  fi- 
nancial assistance  as  provided  in  the 
OSMA  Budget. 

Approval  of  Proposed  1991  OSMA 
Budget 

The  Board  of  Trustees  during  its 
November  18  meeting  tentatively  ap- 
proved the  1991  OSMA  Budget,  to  be 
referred  to  the  OSMA  House  of  Dele- 
gates at  its  annual  meeting. 

Reaffirm  Support  For  Single-Zone 
Reimbursement 

During  the  November  18  board 
meeting  the  Trustees  approved  a reso- 
lution reaffirming  the  OSMA’s  support 
for  HCFA  and  Congress  to  create  a 
single  Medicare  reimbursement  zone 
in  Oklahoma. 

Computer  System  Purchase 

The  Board  of  Trustees  voted  to 
authorize  the  OSMA  President  and 
Secretary-Treasurer  to  enter  into  a 
contract  for  a new  OSMA  computer 
system.  The  motion  authorized  spend- 
ing up  to  $75,000  for  the  new  system. 


Undue  Hardship  Membership 
Status 

During  the  November  18  trustees 
meeting,  the  board  approved  undue 
hardship  status  for  Fred  Loper,  MD, 
and  Byron  Smith,  MD,  both  of  Okla- 
homa City. 

Length  of  OSMA  Annual  Meeting 

A motion  to  approve  a two-and- 
one-half  day  annual  meeting  for  May, 
1991,  was  approved  by  the  Board  of 
Trustees  during  the  November  18 
meeting. 

Appointment  of  Associate  Editors 
of  the  Journal 

The  Board  of  Trustees  during  its 
February  23  meeting  approved  the  fol- 
lowing physicians  to  serve  as  As- 
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sociate  Editors  of  the  OSMA  Jour- 
nal. 

M.  De Wayne  Andrews,  MD, 
Oklahoma  City 
Ruth  H.  Oneson,  MD, 

Oklahoma  City 
David  Selby,  MD,  Enid 
Clifford  Wlodaver,  MD, 

Oklahoma  City 

Physician  Award  For  Outstanding 
Community  Service 

During  the  February  23  meeting, 
the  Trustees  elected  Frank  K.  Buster, 
MD,  of  Cheyenne  as  this  year’s  recip- 
ient of  the  Physician  Award  for  Out- 
standing Community  Service. 

Donald  J.  Blair  Friend  of  Medicine 
Av^ard 

During  the  February  23  Board  of 
Trustees  meeting  U.S.  Senators  Boren 
and  Nickles  were  elected  as  this  year’s 
co-recipients  of  the  Donald  J.  Blair 
Friend  of  Medicine  Award. 

Life  Membership  Bylaws  Revision 
The  BoEU'd  of  Trustees  during  the 
February  23  meeting  voted  to  forward 
to  the  Constitution  and  Bylaws  Com- 
mittee the  following  revision,  for  sub- 
mission to  the  OSMA  House  of  Dele- 
gates, as  the  qualification  for  life  mem- 
bership status: 

“(1)  Upon  age  65,  provided  he  or 
she  has  retired  from  the  full-time 
practice  of  medicine.” 

Approval  of  Joint  Oklahoma  Bar 
Association-Oklahoma  State 
Medical  Association 
Subcommittee 

The  Trustees  during  its  February 
23  meeting  approved  the  creation  of  a 
subcommittee  with  the  Bar  Associa- 
tion and  further  approved  the  OSMA’s 
endorsement  of  the  drug  abuse  preven- 
tion program  in  conjunction  with  the 
OBA  and  the  Auxiliary. 

Approval  of  New  Contract  For 
J.  Darrel  Smith 

The  Physician  Recovery  Program 
was  discussed  during  the  February  23 
board  meeting  with  the  trustees  ap- 
proving a motion  to  forward  a new  con- 
tract to  J.  Darrel  Smith,  MD,  Medical 
Director,  pending  completion  of  the 
progress  reports  to  the  PLICO  Under- 
writing Committee. 


Life  Membership  Awards 

The  following  physicians  have 
been  awarded  life  membership  in  the 
Oklahoma  State  Medical  Association 
through  application  from  component 
societies  and  with  the  approval  of  the 
association’s  Board  of  Trustees: 

Jared  L.  Bryngelson,  MD, 
Bartlesville 

Betty  L.  Conrad,  MD,  Tulsa 
Hayden  H.  Donahue,  MD,  Norman 
Virgil  B.  Gray,  MD,  Muskogee 
Mark  B.  Hopping,  MD,  Enid 
John  T.  Keown,  MD,  Tulsa 
Richard  E.  McDowell,  MD,  Tulsa 
Edwin  R.  Shapard,  MD,  Tulsa 

Respectfully  submitted, 

Sara  R.  DePersio,  MD,  Chairman 
OSMA  Board  of  Trustees 


Supplemental  Report  of  the 
BOARD  OF  TRUSTEES 

(Amended) 


Subject:  Annual  Report 
Presented  by:  Sara  R.  DePersio,  MD, 

Chairman 

Referred  to:  Reference  Committee  1 

Mr.  Speaker  and  Members  of  the 
House: 

The  Board  of  Trustees  met  at  its 
Annual  Meeting  yesterday.  May  9,  at 
1:35  PM,  and  this  Supplemental  Re- 
port reviews  the  actions  taken  by  the 
board  at  this  meeting.  This  report  will 
be  referred  to  Reference  Committee  I 
to  be  considered  along  with  the  An- 
nual Report  of  the  Board  of  Trustees, 
which  is  included  in  the  delegates’ 
handbook. 

The  board  appointed  Boyd  O.  Whit- 
lock, MD,  Tulsa,  Trustee  for  District 
VIII,  Position  I,  to  serve  the  remainder 
of  Dr.  Jerry  Puls’  unexpired  term. 

The  board  approved  the  minutes  of 
the  February  23,  1991  meeting  as  pub- 
lished. 

Perry  A.  Lambird,  MD,  announced 
that  he  would  give  his  report  as  outgo- 
ing President  at  the  Opening  Session 
of  the  House  of  Delegates.  Doctor  Lam- 
bird noted  that  he  recently  had  the 
opportunity  to  represent  the  OSMA  at 
the  Arkansas  Medical  Society’s  an- 
nual meeting,  and  recommended  that 
OSMA  continue  to  send  an  OSMA  of- 
ficer to  such  regional  state  society 
meetings.  Doctor  Lambird  thanked 


the  board  for  the  opportunity  to  be  of 
service  and  received  a standing  ova- 
tion from  the  group  in  thanks  for  his 
leadership  over  the  past  year. 

The  Board  of  Trustees  voted  to  give 
Doctor  Lambird  special  recognition  for 
his  work  on  securing  for  Oklahoma 
doctors  an  equitable  Medicare  fee 
reimbursement  system. 

James  D.  Punnell,  MD,  Secretary- 
Treasurer,  presented  his  financial  re- 
port to  the  board.  He  announced  that 
again,  for  the  year  1991  the  auditors, 
Grant-Thomton,  has  selected  OSMA 
as  one  of  their  non-profit  organiza- 
tions to  be  audited  without  a fee,  re- 
sulting in  a significant  savings.  Dr. 
Funnell  stressed  that  pages  1 through 
19  of  the  audit  reflects  PLICO  and 
OSMA  as  unified,  and  beginning  on 
page  20,  the  medical  association’s  bus- 
iness audit  is  separated  out. 

Doctor  Funnell  noted  that,  due  to 
the  legislature’s  reluctance  to  deal 
with  tort  reform,  it  may  be  best  to 
place  the  tort  reform  effort  on  hold  and 
the  $256,065  in  funds  held  in  abeyance. 

Doctor  Funnell  announced  the 
OSMA’s  new  computer  system  is  now 
in  operation;  the  total  investment  for 
this  new  system  is  $61,843. 

PLICO  shows  a gain  of  almost  $1.5 
million.  Doctor  Funnell  noted,  and  the 
PLICO  surcharge  on  the  policy  fee  will 
be  removed  for  1992. 

Doctor  Funnell  reported  to  the 
board  that  on  page  23  of  the  audit,  the 
excess  of  revenue  over  expenses  re- 
flects a total  of  $318,738,  of  which 
$341,000  represents  the  INA  reim- 
bursement funds,  or  a net  when  dues 
alone  are  reflected  as  a deficit  of 
$23,000.  Doctor  Funnell  strongly  rec- 
ommended that  a small  dues  increase 
of  $25  be  approved  to  place  OSMA’s 
finances  back  on  the  positive  balance. 
The  Executive  Committee,  he  noted, 
approved  the  dues  increase,  and 
wishes  to  forward  it  to  the  Board  of 
Trustees  for  consideration. 

The  board  voted  to  approve  Doctor 
Funnell’s  report,  which  includes  a re- 
quest for  a $25  dues  increase  begin- 
ning in  1992. 

The  board  then  voted  to  forward 
the  Proposed  1992  OSMA  Budget 
which  was  approved  at  its  February 
meeting  to  the  House  of  Delegates  for 
consideration. 
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Doctor  I'\innell  received  a round  of 
applause  in  appreciation  of  his  years 
of  service  as  Secretary-Treasurer. 

Mr.  Bickham,  OSMA’s  Executive 
Director,  presented  his  report.  During 
this  time.  Mr.  Lyle  Kelsey  reported 
that  he  and  Dr.  M.  Joe  Crosthwait  re- 
cently met  with  Mr.  Odie  Nance,  Ad- 
ministrator of  the  Oklahoma  State 
Employees  and  Education  Group  In- 
surance Plan,  to  request  that  they  stay 
with  the  single-zone  payment  schedule. 

Mr.  Bickham  noted  that  the  Okla- 
homa Foundation  for  Peer  Review  is 
negotiating  its  new  contract  with  the 
Health  Care  Financing  Administra- 
tion (HCFA),  and  announced  that 
HCFA  will  be  working  with  the  new 
data  collection  and  case  finding  sys- 
tem Uniform  Clinical  Data  Set  (UCDS), 
which  was  included  in  the  handbooks. 

Much  discussion  took  place  con- 
cerning some  of  the  Oklahoma  State 
Board  of  Medical  Licensures  and 
Supervision’s  Oklahoma  Medical 
Practice  Act  Rules  and  Regulations, 
particularly  Rules  13,  14,  and  15,  con- 
cerning a physician’s  assistant  signing 
prescriptions  for  non-controlled  drugs. 
After  further  discussion,  the  board 
voted  to  formally  state  that  the  OSMA 
Board  of  Trustees  is  not  in  favor  of  al- 
lowing a physicians’  assistant  to  sign 
or  originate  prescriptions. 

The  board  approved  a request,  for- 
warded from  the  Executive  Committee 
for  consideration,  from  the  OSMA 
Auxiliary,  to  authorize  an  expenditure 
of  up  to  $10,000  for  the  inauguration 
of  Oklahoma’s  first  AMA  Auxiliary 
President,  Sheny  Strebel. 

The  Board  of  Trustees  reappointed 
Dr.  Ray  V.  McIntyre,  Kingfisher,  as 
Journal  Editor-in-Chief. 

After  deliberation,  the  Board  of 
Trustees  voted  to  accept  all  late  resolu- 
tions, to  be  forwarded  to  the  House  of 
Delegates  for  consideration. 

The  board  elected  by  acclamation 
Dr.  Sara  R.  DePersio,  Oklahoma  City, 
and  Dr.  Jay  A.  Gregory,  Muskogee,  as 
Chairman  and  Vice-chairman,  respec- 
tively, of  the  OSMA  Board  of  Trustees. 

The  board  approved  the  following 
slate  of  nominees  for  the  House  of 
Delegates: 

President-Elect: 

James  D.  Funnell,  MD,  Oklahoma 
City 

Vice-President: 

Victor  L.  Robards,  Jr.,  MD,  Tulsa 


"K"  Caldwell,  state  chair  for  the  OSMA  Auxiliary  AMA-ERF,  presents  checks  to  Edward  J. 
Tomsovic,  MD,  dean  of  the  University  of  Oklahoma  College  of  Medicine-Tulsa,  and  Edward 
N.  Brandt,  |r.,  MD,  executive  dean  of  the  OU  College  of  Medicine  in  Oklahoma  City.  Watching 
is  Nora  White,  1990-91  Auxiliary  president. 


Secretary -Treasurer: 

Raymond  L.  Comelison,  Jr.,  MD, 
Midwest  City 

Elaine  N.  Davis,  MD,  Enid 
Delegate  to  the  AMA: 

Ed  L.  Calhoon,  MD,  Beaver 
William  O.  Coleman,  MD, 
Oklahoma  City 

Billy  Dale  Dotter,  MD,  Okeene 
Norman  L.  Dunitz,  MD,  Tulsa 
Burdge  F.  Green,  MD,  Stilwell 
Michael  J.  Haugh,  MD,  Tulsa 
Alice  M.  Hughes,  MD,  Oklahoma 
City 

Clarence  Robison,  Jr.,  MD, 
Oklahoma  City 

Alternate  Delegate  to  the  AMA: 

Sara  R.  DePersio,  MD,  Oklahoma 
City 

Jay  A.  Gregory,  MD,  Muskogee 
Carol  Blackwell  Imes,  MD, 
Oklahoma  City 

John  M.  Huser,  MD,  Weatherford 
Philip  Mosca,  MD,  Oklahoma  City 
Gary  F.  Strebel,  MD,  Oklahoma 
City 

Edward  J.  Tomsovic,  MD,  Tulsa 
Boyd  O.  Whitlock,  MD,  Tulsa 
District  1 Trustee: 

Richard  E.  Martin,  MD,  Pryor 
Alternate  Trustee: 

Douglas  G.  Cox,  MD,  Grove 
District  II  Trustee: 

Ron  M.  Kreger,  MD,  Ponca  City 
Alternate  Trustee: 

Robert  H.  Phillips,  MD,  Stillwater 
District  III  Trustee: 

Dennis  K.  McIntyre,  MD,  Enid 


Alternate  Trustee: 

James  S.  Gerber,  MD,  Okarche 
District  TV  Trustee: 

William  T.  Morris,  MD,  Woodward 
Alternate  Trustee: 

Ed  L.  Calhoon,  MD,  Beaver 
PLICO  Board  of  Directors: 

Shelby  D.  Barnes,  MD,  Oklahoma 
City 

Karl  K.  Boatman,  MD,  Oklahoma 
City 

Melissa  K.  Clements,  MD, 
Oklahoma  City 
William  O.  Coleman,  MD, 
Oklahoma  City 
J.  B.  Eskridge  III,  MD, 

Oklahoma  City 
Eugene  G,  Feild,  MD,  Tulsa 
Joe  S.  Hester,  MD,  Muskogee 
Steven  D.  Jimerson,  MD,  Norman 
Laura  L.  Mackie,  MD, 

Oklahoma  City 
David  M.  Selby,  MD,  Enid 
The  board  heard  a brief  report  from 
M.  Joe  Crosthwait,  MD,  Chairman  of 
the  AMA  Delegation. 

The  Board  of  Trustees  approved  the 
following  life  membership  applica- 
tions: 

James  M.  Behrman,  MD,  Norman 
Myra  A.  Peters,  MD,  Tulsa 
John  W.  Ward,  MD,  Pauls  Valley 
The  Board  of  Trustees  adjourned 
from  its  annual  meeting  at  3:15  pm. 

Respectfully  submitted, 

Sara  R.  DePersio,  MD 
Chairman  of  the  Board 
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Report  of  the 
SECRETARY-TREASURER 

Subject:  Annual  Report 
Presented  by:  James  D.  Funnell,  MD, 

Secretary-Treasurer 
Referred  to:  Reference  Committee  I 

Introduction 

National  accounting  rules  have  for 
the  past  two  years  required  that  the 
financial  condition  of  OSMA  and 
PLICO  be  consolidated  into  one  state- 
ment. Prior  to  1989,  OSMA’s  financial 
statements  submitted  to  the  House  of 
Delegates  included  only  the  financial 
activity  of  OSMA,  plus  a statement  of 
OSMA’s  equity  in  PLICO.  Since  1989 
you  have  received  the  combined  state- 
ments which  are  much  more  compli- 
cated than  is  OSMA’s  on  its  own.  This 
is  the  second  year  that  Grant  Thornton 
has  prepared  the  reports.  The  special 
section  for  OSMA  in  the  1990  reports 
makes  it  easier  to  identify  the  sepa- 
rate financial  operations  of  both  or- 
ganizations. 

This  report  will  conclude  that  both 
organizations  enjoy  healthy  financial 
conditions.  Pages  4 through  7 detail 
the  important  features  of  the  Consoli- 
dated Statement;  pages  8 through  18 
are  the  auditors’  notes  to  the  Consoli- 
dated Statement,  and  the  information 
unique  to  OSMA  is  covered  on  pages 
20  through  24.  The  auditors’  financial 
notes  on  pages  8 through  18  are  inte- 
gral to  understanding  both  reports, 
and  we  encourage  you  to  read  them 
carefully.  Remember,  these  state- 
ments are  for  fiscal  year  January  1, 
1990  to  December  31,  1990. 

The  Consolidated  Statement 

The  combined  assets  of  PLICO- 
OSMA  are  $70.7  million  compared  to 
$56.4  for  1989.  This  si^ificant  in- 
crease in  assets  ($14  million)  was  the 
result  of  A)  PLICO’s  policy  fee  of  $7.6 
million;  B)  Premiums  paid  in  advance 
of  $5.4  million;  and  C)  OSMA’s  settle- 
ment of  an  insurance  account  with  the 
Insurance  Company  of  North  America 
(INA)  for  $350,000;  and  D)  Good 
claims  experience.  You  will  note  in  the 
Liability  Section  that  in  excess  of  $55 
million  has  been  set  aside  for  losses 
and  expenses  in  connection  with 
losses.  Our  annual  payout  for  loss  and 
loss  adjustment  expenses  is  about  $50 
million  per  year.  Page  5 indicates  that 
Revenues  were  almost  $52  million.  Ex- 


penses were  $50  million,  and  the  com- 
bined excess  of  revenues  over  expense 
after  taxes  is  $1.7  million.  Pages  6,  7, 
8 are  Cash  Flow  Statements,  and 
pages  8 through  18  are  the  auditors’ 
notes  that  we  discussed  earlier. 

OSMA 

On  page  21,  Current  Assets  in- 
creased by  about  $300,000,  which  is 
about  the  same  amount  as  our  settle- 
ment with  INA.  Total  assets  are  up 
almost  $2  million  which  is  the  same 
amount  as  the  increase  in  our  equity 
in  PLICO.  On  page  22,  the  Total  Cur- 
rent Liabilities  are  $989,000,  and 
when  compared  to  Current  Assets  of 
$1.9,  gives  the  association  a fairly  com- 
fortable surplus  at  the  end  of  the  year 
of  about  $900,000.  Remember  that 
$340,000  of  that  surplus  was  the  result 
of  the  INA  settlement,  much  of  which 
has  been  committed  for  office  and  com- 
puter improvements. 

On  page  23,  the  Revenue  and  Ex- 
pense Statements  indicate  that,  ab- 
sent the  INA  settlement,  OSMA  spent 
about  $23,000  more  than  it  took  in. 
We  predicted  last  year  that  we  likely 
would  spend  some  of  our  reserves  in 
1990.  [Settlement  Income  $341,901 
less  excess  of  Revenue  over  Expenses 
of  $318,738  equals  $23,163.1 

On  page  24  a similar  result  is  pro- 
duced by  comparing  cash  at  the  begin- 
ning of  1989  with  cash  at  the  end  of 
1990,  less  the  INA  settlement,  pro- 
duces a modest  shortfall. 

Quarterly  Statements 

Our  first  quarter  statements  are  in- 
cluded just  behind  the  annual  audit. 
It  is  on  goldenrod  paper  and  dated 
March  31.  Assets  and  liabilities  are 
not  dramatically  different  from  the 
year-end  statement  on  page  21  of  the 
audit  report.  Current  assets  are  down 
which  reflects  our  spending  in  the  first 
quarter.  The  great  majority  of  our  dues 
come  in  during  the  first  quarter,  and 
we  “spend  down”  as  the  year  progress- 
es. Our  investment  in  PLICO  (our  sub- 
sidiary, page  1 of  the  quarterly  report) 
is  the  same  as  year  end,  even  though 
some  adjustment  might  be  made  if  we 
consolidated  the  statement.  Total  as- 
sets are  down  from  year  end  which 
again  reflects  our  spending. 

Current  liabilities  are  almost 
exactly  the  same  as  at  year  end;  total 
liabilities  are  down. 


Revenues  and  expenses,  pages  3 
and  4,  are  typical  for  a first  quarter. 
The  deficit  of  $71,000  is  not  a real  loss 
because  it  reflects  the  investment  in 
our  new  computer  system.  While  we 
anticipate  a very  close  budget  for  1991, 
with  the  possibility  of  a loss,  we  don’t 
anticipate  quarterly  losses  of  this 
magnitude.  We  saved  a little  money  in 
our  Council  on  State  Legislation 
budget  since  we  lost  Otie  Ann.  But  as 
you  know,  postage  is  up,  as  is  health 
insurance,  office  supplies,  etc. 

1991  Budget 

The  budget  for  this  year  was  ap- 
proved hy  the  Board  of  Trustees  in  Feb- 
ruary. It  is  a continuation  of  the  1990 
budget  and  does  not  anticipate  major 
new  programs  or  expenditures  by  the 
House.  Expenses  are  rising,  and  we 
have  budgeted  more  income.  Most  of 
the  new  money  comes  from  contracts 
with  PLICO  which  pays  us  for  risk 
management  and  loss  prevention  ser- 
vices. 

Summary 

In  short,  the  association  is  in  good 
financial  condition  and  shows  a 
healthy  surplus,  although  $150,000  to 
$175,000  has  been  committed  to  a new 
computer  system  and  upgrading  of  the 
building. 

The  reality  is  we  have  experienced 
a shortfall  with  a negative  cash  flow 
unless  we  include  the  INA  settlement 
money.  Your  OSMA  spent  more  than 
$23,000  over  Revenue  in  1990. 

The  budget  for  1991  is  conservative 
and  is  basically  a continuation  of  1990. 

Recommendations 

1.  That  the  Grant  Thornton  Audit 
for  1990  be  approved; 

2.  That  the  First  Quarter  State- 
ment for  1991  he  accepted  for  informa- 
tion; 

3.  That  the  1991  Budget  be  ap- 
proved; 

4.  That  the  Board  of  Trustees  rec- 
ommend to  the  House  of  Delegates 
that  state  association  dues  be  in- 
creased by  $25  beginning  January  1, 
1992. 

Respectfully  submitted, 

James  D.  Funnell,  MD 
OSMA  Secretary-Treasurer 
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Grant  Thornton 

Suite  1200 

One  I^eadership  Square 

211  N,  Robinson 

Oklahoma  City,  OK  73102-7148 

Report  of  Independent  Certified  Public  Accountants 

To  the  House  of  Delegates  of  the 
Oklahoma  State  Medical  Association: 

We  have  audited  the  accompanying  consolidated  balance  sheets  of  Oklahoma  State 
Medical  AvSsociation  (an  Oklahoma  corporation)  and  Subsidiaries  as  of  December  31. 
1990  and  1989,  and  the  related  consolidated  statements  of  revenues  and  expenses  and 
changes  in  fund  balance  and  cash  flows  for  the  years  then  ended.  These  financial  state- 
ments are  the  responsibility  of  the  Association’s  management.  Our  responsibility  is  to 
express  an  opinion  on  these  financial  statements  based  on  our  audits. 

We  conducted  our  audits  in  accordance  with  generally  accepted  auditing  standards. 
Those  standards  require  that  we  plan  and  perform  the  audit  to  obtain  reasonable  assur- 
ance about  whether  the  financial  statements  are  free  of  material  misstatement.  An 
audit  includes  examining,  on  a test  basis,  evidence  supporting  the  amounts  and  dis- 
closures in  the  financial  statements.  An  audit  also  includes  assessing  the  accounting 
principles  used  and  significant  estimates  made  by  management,  as  well  as  evaluating 
the  overall  financial  statement  presentation.  We  believe  our  audits  provide  a reasonable 
basis  for  our  opinion. 

In  our  opinion,  the  financial  statements  referred  to  above  present  fairly,  in  all  material 
respects,  the  consolidated  financial  position  of  Oklahoma  State  Medical  Association  and 
Subsidiaries  as  of  December  31,  1990  and  1989  and  the  consolidated  results  of  their 
operations  and  their  consolidated  cash  flows  for  the  years  then  ended  in  conformity  with 
generally  accepted  accounting  principles. 

Grant  Thornton 
Oklahoma  City,  Oklahoma 
March  22.  1991 


Oklahoma  State  Medical  Association  and  Subsidiaries 

CONSOLIDATED  BALANCE  SHEETS 

December  31 

1990 

1989 

Assets 

Cash  and  equivalents  (note  A6) 

$ 7,832,060 

$ 3,679,386 

Cash  equivalents  — restricted  (notes  A2  and  A3) 

256,065 

242,079 

Investments  (notes  A4  and  B) 

58,170,789 

48,757,556 

Accounts  receivable 

734,837 

785,985 

Premiums  receivable 

316,560 

193,452 

Interest  receivable 

1,167,912 

1,193,696 

Reinsurance  receivable 

458,624 

Note  receivable  (note  E) 

__ 

37,746 

Inventory 

3,366 

7,502 

Prepaid  expenses 

12,088 

156,860 

Property  and  equipment  (notes  A9  and  H) 

Land 

7,808 

7,808 

Building 

444,789 

409,245 

Furniture,  fixtures,  and  equipment 

150,338 

147,042 

Equipment  under  capital  lease 

18,483 

18,483 

621,418 

582,578 

Less  accumulated  depreciation  and 

amortization 

(117,688) 

(100,140) 

503,730 

482,438 

Loan  acquisition  cost,  net  of  amortization 

1,648 

2,087 

Deferred  income  taxes  (notes  A8  and  F) 

1,782,000 

442,000 

$70,781,055 

$56,439,411 

Liabilities  and  Fund  Balancp 

Checks  drawn  against  future  deposits 

$ 1,302,595 

$ 664,884 

Accounts  payable  (note  G) 

423,726 

1,152,513 

Premium  received  in  advance  (note  Al) 

5,431,773 

1,610,931 

Management  fee  payable  (note  L) 

7,000 

16,.392 

Income  taxes  payable  (notes  A8  and  F) 

— 

1,483 

Losses  and  loss  adjustment  expenses 

(notes  A5,  C.  and  D) 

55,172,507 

46,245,434 

Long-term  debt  (note  H) 

115,408 

126,127 

Deferred  revenue  (note  A2) 

Assessments 

179,123 

242,079 

Contributions 

76,942 

70,687 

Deferred  membership  dues 

815,553 

825,465 

1,071,618 

1,138,231 

Total  liabilities 

63,524,627 

50,955,995 

Commitments  and  contingencies 

(notes  C.  D,  F.  and  J) 

— 

— 

Fund  balance 

7,256,428 

5,483,416 

$70,781,055 

$56,439,411 

The  accompanying  notes  are  an  integral  part  of  these  statements. 

Oklahoma  State  Medical  Association  and  Subsidiaries 
CONSOLIDATED  STATEMENTS  OF  REVENUES  AND  EXPENSES 

AND  CHANGES  IN  FUND  BALANCE 

Year  ended  December  31 

Revenues 

Premiums  earned,  net  of  premiums 
ceded  to  reinsurers  of  $6,347,743 
and  $6,329,253  (note  Al) 

Investment  income 

Membership  dues  (note  Al) 

Policy  fees 

Journal 

Special  assessments 

Settlement  income  (note  K) 

Annual  meeting 

Other 

1990 

1989 

$44,497,186 

5,606,154 

693,485 

312,.300 

145,203 

78,.341 

.341,901 

.38,219 

107,739 

$41,317,909 

5,14.5,232 

673,483 

246,550 

132,711 

75,273 

49,250 

72,919 

51,820,528 

47,713,327 

Expenses 

Losses  (note  C) 

Loss  adjustment  expenses  (note  C) 

Operating  expenses  (note  L) 

Journal 

Annual  meeting 

29,877,922 

12,299,267 

7,492,140 

184,558 

78,324 

29,563,669 

9,769,435 

7,375,141 

160,872 

83,492 

49,932,211 

46,952,609 

Excess  of  revenues  over  expenses  before 
income  taxes  and  extraordinary  item 

1,888,317 

760,718 

Income  taxes  (notes  A8  and  F) 

(501,305) 

(215,594) 

Excess  of  revenues  over  expenses 
before  extraordinary  item 

1,387,012 

545,124 

Extraordinary  item  — utilization  of  net 
operating  loss  carryforward  (note  F) 

386,000 

214,000 

Excess  of  Revenues  over  Expenses 

1,773,012 

759,124 

Fund  balance,  beginning  of  year 

5,483,416 

4,724,292 

Fund  balance,  end  of  year 

$ 7,256,428 

$ 5,483,416 

The  accompanying  notes  are  an  integral  part  of  these  statements. 

Oklahoma  State  Medical  Association  and  Subsidiaries 
NOTES  TO  CONSOLIDATED  FINANCIAL  STATEMENTS 

December  31,  1990  and  1989 

Note  A — Summary  of  Accounting  Policies 

Oklahoma  State  Medical  Association  (the  “Association”)  was  formed  as  a not-for-profit 
organization  that  provides  educational  and  various  other  services  to  the  members  of 
the  medical  profession  in  the  State  of  Oklahoma.  Its  wholly  owned  subsidiary.  Physicians 
Liability  Insurance  Company  (“PLICO”),  provides  professional  medical  malpractice  lia- 
bility insurance  to  doctors  who  are  members  of  the  Association  and  certain  health  and 
accident  insurance  to  such  doctors  and  their  staffs.  Its  other  wholly  owned  subsidiary. 
Member  Services  Corporation,  provides  other  miscellaneous  services  to  members  of  the 
Association. 

A summary  of  the  significant  accounting  policies  consistently  applied  in  the  prepa- 
ration of  the  accompanyging  financial  statements  follows. 

1.  Revenue  Recognition.  Membership  dues  are  recognized  as  revenue  ratably  over 
the  membership  period.  Insurance  premiums  are  recognized  as  income  over  the  terms 
of  the  policies  on  a pro  rata  basis.  Policies  are  written  on  a calendar  year  basis;  premiums 
received  in  advance  relate  to  policy  periods  beginning  on  January  1 ofthe  following  year. 

2.  Deferred  Revenue.  The  Association  restricts  those  funds  received  through  gen- 
eral assessments  or  voluntary  contributions  that  are  restricted  as  to  use.  As  expenditures 
are  made  for  the  various  restricted  purposes,  appropriate  equivalent  amounts  of  revenue 
are  recognized. 

3.  Cash  Equivalents  — Restricted.  This  account  represents  restricted  assess- 
ments received  for  financing  of  tort  reform  activities. 

4.  Investments.  Fixed  maturity  investment  securities,  bonds  and  notes  (securities 
which  PLICO  has  the  ability  to  hold  until  maturity  and  intends  to  hold  for  the  foreseeable 
future)  are  carried  at  cost,  adjusted  for  amortization  of  premium  or  discount  and  other- 
than-temporary  market  value  declines.  Certificates  of  deposit  are  carried  at  cost,  which 
approximates  market.  The  adjusted  cost  of  specific  securities  sold  is  used  to  compute 
gains  or  losses  on  securities  transactions. 

5.  Liability  for  Losses  and  Loss  Adjustment  Expenses  (Reserves).  The  liability 
for  losses  and  loss  adjustment  expenses  (reserves)  includes  an  amount  determined  from 
loss  development  analyses  and  individual  cases  and  an  amount,  based  on  past  experience, 
for  losses  incurred  but  not  reported.  Such  liabilities  are  necessarily  based  on  estimates 
and,  while  management  believes  that  the  amount  is  adequate,  the  ultimate  liability 
may  be  in  excess  of  or  less  than  the  amounts  provided.  The  methods  for  making  such 
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Oklahoma  State  Medical  Association  and  Subsidiaries 

CONSOLIDATED  STATEMENTS  OF  CASH  FLOWS 

Year  ended  December  31 

1990 

1989 

Cash  flows  from  operating  activities 

Excess  of  revenues  over  expenses 

$ 1,773,012 

$ 759,124 

Adjustments  to  reconcile  excess  of  revenues 
over  expenses  to  net  cash  provided  by 
operating  activities 

Amortization  of  net  bond  discount 

(145,124) 

(187  ,858) 

Depreciation  and  amortization 

17,987 

20,284 

Gain  on  sale  of  bonds 

(35,109) 

(94,889) 

Loss  on  sale  of  assets 

_ 

5,286 

Deferred  income  taxes 

(1,340,000) 

(442,000) 

(Increase) decrease  in 

Accounts  receivable 

51,148 

(176,623) 

Premiums  receivable 

(123,108) 

56,355 

Reinsurance  receivable 

458,624 

(458,624) 

Cash  equivalents  — restricted 

(13,986) 

155,058 

Interest  receivable 

25,784 

(298,260) 

Prepaid  expenses 

144,772 

(137,015) 

Inventory 

4,136 

(5,569) 

Increase  (decrease)  in 

Checks  drawn  against  future  deposits 

637,771 

4,390 

Premium  received  in  advance 

3,820,842 

(4,215,597) 

Management  fee  payable 

(9,392) 

(15,491) 

Accounts  payable 

(728,787) 

975,239 

Liability  for  losses  and  loss  adjustment 

expenses 

8,927,073 

6,534,676 

Income  taxes  payable 

(1,483) 

1,483 

Deferred  revenue 

(66,613) 

183,985 

Net  cash  provided  by  operating 

activities 

13,397,487 

2,662,954 

Cash  flows  from  investing  activities 

Proceeds  from  sale  of  bonds 

25,360,973 

25,182,707 

Proceeds  from  maturities  of  certificates  of 

deposit 

150,000 

150,000 

Purchase  of  bonds  and  certificates  of  deposit 

(34,743,973) 

(34,890,943) 

Collections  on  note  receivable 

37,746 

85,338 

Purchase  of  fixed  assets 

(38,840) 

(49,631) 

Net  cash  used  in  investing  activities 

(9,234,094) 

(9,522,529) 

Cash  flows  from  financing  activities 

Payments  on  long-term  debt 

(10,719) 

(9,179) 

Net  Increase  (Decrease) 

In  Cash  and  Cash  Equivalents 

4,152,674 

(6,868,754) 

Cash  and  cash  equivalents  at  beginning  of  year 

3,679,386 

10,548,140 

Cash  and  cash  equivalents  at  end  of  year 

$ 7,832,060 

$ 3,679,386 

Cash  paid  during  the  year  for: 

Interest 

$ 13,950 

$ 6,799 

Income  taxes 

1,201,944 

613,477 

The  accompanying  notes  are  an  integral  part  of  these  statements. 

estimates  and  for  establishing  the  resulting  liability  are  continually  reviewed,  and  any 
adjustments  are  reflected  in  earnings  currently. 

Substantially  all  the  liability  for  losses  and  loss  adjustment  expenses  relates  to 
professional  medical  liability  insurance  and  is  discounted  to  present  values  at  rates 
allowed  by  statutes  (7.5%  for  1990  and  8%  for  1989). 

PLICO  provides  no  liability  for  unallocated  loss  adjustment  expenses  (i.e.,  expenses 
which  cannot  be  readily  attributed  to  specific  cases,  such  as  claim  department  operations) 
because  such  expenses  are  paid  by  C.L.  Frates  and  Company  (“Frates”)  pursuant  to  the 
terms  of  an  administrative  services  agreement  (Note  L).  Should  Frates  be  unable  to 
perform  under  the  agreement,  or  should  the  agreement  be  terminated  or  modified, 
PLICO  may  be  required  to  provide  for  such  expenses. 

6.  Cash  Equivalents.  For  purposes  of  the  statement  of  cash  flows  all  highly  liquid 
debt  instruments  pui'chased  with  a maturity  of  three  months  or  less  are  considered  to 
be  cash  equivalents. 

7.  Statutory  Accounting  Requirements.  PLICO’s  statutory  capital  and  surplus 
was  $4,346,000  and  $4,153,000  at  December  31, 1990  and  1989,  respectively.  The  amount 
of  statutory  capital  and  surplus  necessary  to  satisfy  regulatory  requirements  was 
$4,000,000  at  December  31,  1990  and  1989. 

The  difference  between  capital  for  financial  reporting  purposes  and  capital  for  statut- 
ory purposes  relates  principally  to  the  recording  of  deferred  income  tax  expense  or 
benefits  for  financial  reporting  purposes,  whereas  only  income  taxes  currently  payable 
or  refundable  are  recorded  for  statutory  purposes.  Any  excess  of  capital  for  financial 
reporting  purposes  over  capital  for  statutory  purposes  is  not  available  for  distribution 


to  the  Association.  Also,  PLICO  has  been  restricted  by  Oklahoma  law  from  paying  any 
dividends  through  December  31,  1991. 

8.  Income  Taxes.  The  Association  was  organized  as  a not-for-profit  organization 
and,  as  such,  is  exempt  from  income  taxes  under  Section  501(c)(6)  of  the  Internal  Revenue 
Code.  The  Association  does  pay  income  taxes  on  unrelated  business  income. 

PLICO  provides  for  income  taxes  based  u|>on  income  or  loss  reported  for  financial 
statement  purposes.  Deferred  income  taxes  are  provided  on  differences  in  timing  or 
reporting  of  certain  items  of  income  and  expense  in  the  financial  statements  and  the 
income  tax  returns.  Such  timing  differences  relate  principally  to  unearned  premium 
and  to  differences  in  the  method  of  discounting  reserves  for  income  tax  purposes. 

9.  Property  and  Equipment  Property  and  equipment,  using  the  capitalized 
leases,  are  recorded  at  cost.  Depreciation  is  computed  using  the  straight-line  method 
over  the  estimated  useful  lives  of  the  assets. 

10.  Reclassifications.  Certain  reclassifications  have  been  made  to  the  1989  finan- 
cial statements  to  conform  to  the  current  period  presentation. 


NOTE  B — INVESTMENTS 

The  amounts  at  which  investments  are  carried,  and  the  estimated  market  values,  are 
summarized  as  follows; 


1990 

Carrying 

amount 

Gross  Gross 

unrealized  unrealized 
gains  losses 

Estimated 

market 

value 

U.S.  Treasury  securities  and 
obligations  of  other  U.S. 
governmental  agencies 
and  corporations  $39,280,570 

$764,660  $(132,636) 

$39,912,594 

Corporate  securities 

Public  utilities  3,942,131 

Industrial  and  other  14,948,088 

25,595  (144,147) 

159,163  (209,152) 

3,823,579 

14,898,099 

$58,170,789 

$949,418  $(485,935) 

$58,634,272 

1989 

Carrying 

amount 

Estimated 

market 

value 

U.S.  Treasury  securities  and  obligations 
of  other  U.S.  governmental  agencies 
and  corporations 

$32,644,788 

$32,950,114 

Corporate  notes 

Public  utilities 

Industrial  and  other 

3,886,636 

12,076,132 

3,768,291 

12,219,857 

Certificate  of  deposit 

150,000 

150,000 

$48,757,556 

$ 49,088,262 

The  carrying  amount  and  estimated  market  value  of  debt  securities  at  December  31. 
1990,  by  contractual  maturity,  are  shown  below.  Expected  maturities  will  differ  from 
contractual  maturities  because  borrowers  may  have  the  right  to  call  or  prepay  obligations 
with  or  without  call  or  prepayment  penalties. 

Carrying 

amount 

Estimated 

market 

value 

Due  in  one  year  or  less 

Due  after  one  year  through  five  years 

Due  after  five  years  through  ten  years 

Due  after  ten  years 

$ 4,158,331 
13,845,182 
29,239,263 
10,928,013 

$ 4,190,604 
13,885,722 
29,620,242 
10,937,704 

$58,170,789 

$ 58,634,272 

Proceeds  from  sales  of  investments  in  debt  securities  during  1990  were 

$25,361,000. 

Investment  income  includes  gross  gains  of  $134,000  and  gross  losses  of  $99,000  realized 
on  those  sales. 

To  conform  with  statutory  requirements,  the  Oklahoma  Insurance  Commission  held 
PLICO's  certificates  of  deposit  of  $150,000  at  December  31,  1989,  and  a U.S.  Treasury 
bond  with  a par  value  of  $150,000  was  pledged  to  the  Oklahoma  Insurance  Commission 
at  December  31,  1990. 


NOTE  C — LIABILITY  FOR  LOSSES  AND  LOSS  ADJUSTMENT  EXPENSES 

PLICO  uses  a firm  of  consulting  actuaries  to  review  its  evaluation  of  the  required  level 
of  reserves  for  losses  and  loss  adjustment  expenses  each  year.  At  December  31,  1990  and 
1989,  the  consulting  actuaries  recommended  that  such  reserves  for  PLICO’s  professional 
medical  malpractice  liability  insurance  line,  which  constitutes  the  core  of  PLICO’s 
business,  be  set  at  levels  approximately  $2,900,000  and  $10,900,000,  respectively,  higher 
than  the  reserve  levels  recorded  by  PLICO  at  those  dates,  on  a discounted  basis.  The 
difference  at  December  31,  1990  is  attributable  to  differing  methodology  in  calculating 
the  discount.  The  principal  elements  of  the  difference  in  1989  related  to  ( 1)  assumptions 
used  in  determining  losses  related  to  commuted  reinsurance;  (2)  assumptions  used  in 
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estimating  losses  that  will  develop  beyond  nine  years  IVom  the  occurrence  of  an  event;  and 
(3)  the  effects  of  these  assumptions  on  the  requisite  level  of  loss  adjustment  expenses. 
During  1990.  PLICO’s  approved  plan  to  raise  reserve  levels,  discussed  in  the  following 
paragraph,  and  its  continuing  review  of  reserve  estimates  and  methods  for  establishing 
these  estimates  yielded  results  closely  approximating  those  of  the  consulting  actuaries; 
therefore,  the  difference  narrowed  by  approximately  $8,000,000  during  1990. 

Effective  for  the  1989  policy  year.  PLICO's  board  of  directors  approved  a plan  whereby 
additional  revenue,  in  the  form  of  special  policy  fees,  will  be  remitted  each  year,  at  least 
through  1991.  As  a result,  special  policy  fees  of  $7,576,000  and  $7,552,000  were  received 
during  1990  and  1989,  respectively,  and  included  in  premium  income,  and  a similar 
amount  is  expected  to  be  received  in  1991  Management  believes  that  these  additional 
revenues,  together  with  earnings  thereon,  will  be  sufTicient  to  enable  PLICO  to  raise  its 
reserves  to  levels  estimated  by  its  consulting  actuaries  and  to  meet  reasonably  foreseeable 
business  needs, 

NOTE  D — REINSURANCE 

PLICO  has  reinsured  portions  of  its  medical  malpractice  liability  insurance  coverages 
to  limit  the  amount  of  losses  on  individual  claims.  Losses  incurred  for  years  1980  through 
1983  in  excess  of  $2,000,000  and  up  to  $5,000,000.  the  policy  limit,  are  reinsured  at 
percentages  ranging  from  25^  to  S39c.  Losses  incurred  for  years  after  1985  in  excess  of 
$400,000  and  up  to  $5,000,000,  the  policy  limit,  are  reinsured  pursuant  to  a reinsurance 
agreement  prov’iding  for  a total  maximum  aggregate,  subject  to  certain  experience 
adjustments.  The  maximum  aggregate  available  at  December  31.  1990.  giving  effect  to 
the  experience  adjustments,  is  $25,000,000. 

Accident  and  health  risks  are  reinsured  in  excess  of  $400,000  to  a maximum  of 
$2,000,000  per  person.  Written  premium  is  ceded  to  the  reinsurer  based  on  a flat  rate  per 
insured. 

Loss  reserves  have  been  reduced  by  approximately  $23,000,000  ($550,000  for  case 
basis  reserves  and  $22,450,000  for  loss  development  and  incurred  but  not  reported 
reserv'es)  at  December  31.  1990,  in  anticipation  of  amounts  recoverable  from  reinsurers. 
PLICO  is  contingently  liable  for  claims  in  excess  of  the  retention  limit,  should  the 
reinsurance  companies  be  unable  to  meet  their  contractual  obligations.  Management 
believes  the  reinsurers  wdll  continue  to  meet  their  contractual  obligations,  and  PLICO 
has  never  suffered  a loss  because  of  defaults  by  reinsurers. 

NOTE  E — RELATED  PART\*  TRANSACTIONS 

At  December  31,  1989.  the  Company  had  a balance  of  $37,746  due  pursuant  to  an 
installment  note  receivable  from  Oklahoma  Foundation  for  Peer  Review,  an  affiliate  of 
the  Association.  This  note  matured  in  June.  1990. 

NOTE  F — INCOME  TAX 

The  components  of  income  tax  expense  were  as  follows; 

Year  ended  December  31. 

1990  1989 


Currently  payable  — Federal  $1,455,305  $(657,594) 

Deferred  — Federal  (954.000)  (442,000) 

$ 501,305  $ 215,594 


Deferred  taxes  result  from  timing  differences  in  the  recognition  of  income  and  expense 
for  tax  and  financial  reporting  purposes.  The  sources  of  these  differences  and  the  tax 
effect  of  each  were  as  follows: 


December  31, 

Timing  difference 

1990 

1989 

Financial  income  over  taxable  income  due 
to  20%  of  change  in  unearned  premium 

$ 68,000 

$ 211,300 

Financial  income  under  taxable  income  due 
to  1/6  of  20%  of  the  December  31,  1986 
unearned  premium 

(28,000) 

(29,600) 

Financial  income  under  taxable  income  due 
to  discounting  reserv'es  for  tax  purposes 

(994,000) 

(623,700) 

Total  deferred  tax  benefit 

$ (945.000) 

$ (442.000) 

The  extraordinary  item  in  1990  and  1989  represents  the  income  tax  benefits  resulting 
from  the  utilization  of  a net  operating  loss  carryforward  for  financial  reporting  purposes. 
For  income  tax  purposes.  PLICO  also  utilized  the  remainder  of  its  tax  net  operating  loss 
carryforward  of  approximately  $63 1 .000  in  1989.  No  unused  net  operating  loss  carryforward 
remained  at  December  31,  1990  for  financial  reporting  or  income  tax  purposes. 

During  1988,  the  Internal  Revenue  Service  issued  a Notice  which  provides  guidance 
with  respect  to  certain  “fresh  start”  and  “reserve  strengthening"  provisions  of  the  Tax 
Reform  Act  of  1986.  The  general  effect  of  this  Notice  is  that  PLICO  may  be  required  to 
amend  certain  previously  filed  income  tax  returns  to  include  additional  amounts  of  its 
liability  for  losses  and  loss  adjustment  expenses  in  taxable  income.  PLICO  has  performed 
calculations  indicating  that  the  amount  of  such  additional  taxable  income  would  be 
approximately  $ 1.685.000.  This  would  result  in  additional  income  taxes  of  approximately 
$674,000,  plus  penalty  and  interest.  Management  believes  that  the  literal  application  of 
the  Internal  Revenue  Service  Notice  would  work  an  unintended  hardship  on  PLICO  and 
other  insurance  carriers  in  similar  circumstances.  As  a result,  amended  returns  have 
been  filed  with  no  changes  in  the  amounts  of  reported  taxable  income  or  available  net 
operating  loss  carryforward  (including  the  amounts  utilized  in  1990  and  1989  as 
discussed  above),  disclosing  that  management  of  PLICO  does  not  believe  that  final 


regulations  w ill  result  in  an  interpretation  requiring  immediate  taxation  of  the  computed 
$1,685,000  amount.  PLICO  intends  to  defend  its  position  vigorously  with  respect  to  this 
matter.  No  provision  for  additional  income  taxes  related  to  this  matter  has  been  included 
in  the  accompanying  financial  statements. 

The  Financial  Accounting  Standards  Board  has  issued  Statement  of  Financial 
Accounting  Standards  No.  96  entitled  “Accounting  for  Income  Taxes”  (SFAS  96)  which 
changes  the  way  a business  enterprise  accounts  for  income  taxes  in  its  financial 
statements  Among  other  things.  SFAS  96  specifies  that  deferred  income  taxes  be 
computed  using  the  liability  method,  based  upon  amounts  actually  anticipated  to  be  paid 
or  recovered  in  future  periods. 

PLICO  plans  to  adopt  the  provisions  of  SFAS  96.  which  are  mandatory  for  fiscal  years 
beginning  after  December  15.  1991,  in  preparing  its  1992  financial  statements.  Because 
implementation  ofSFAS  96  involves  certain  complex  determinations  and  analyses  which 
have  not  yet  been  completed,  the  effects  of  adopting  the  new  rule  cannot  be  reasonably 
determined  at  this  time. 

NOTE  G — ACCOUNTS  PAYABLE 

The  following  is  a summary  of  the  accounts  payable  at  December  31: 


1990  1989 


Trade 

$291,507 

$1,040,103 

Dues 

125,434 

95,403 

Leebron  Memorial  Fund 

6,785 

6,842 

Other 

— 

10,165 

$423,726 

$1,152,513 

NOTE  H — LONG  TERM  DEBT 

The  following  is  a summary  of  long-term  debt  at  December  31: 

1990  1989 

Note  payable  to  a company,  collateralized 
by  real  estate;  payable  in  180  monthly 
installments  of  $1,448,  including  interest 
at  lO'^,  plus  one  payment  of  $69,548 

due  in  1984  $101,614  $ 108.448 

Capitalized  leases,  collateralized  by  certain 
equipment;  payable  in  monthly  installments 
of  $247-$310.  including  interest  from 

13%-20'7r.  through  1994  13,794 

$115,408 


The  scheduled  maturities  of  the  long-term  debt  are  as  follows: 


1991 

$ 12,125 

1992 

13,733 

1993 

12,435 

1994 

77,115 

$115,408 

NOTE  I — RETIREMENT  PLAN 

The  Association  has  a defined  benefit  pension  plan  which  covers  all  staff  employees 
who  are  twenty-two  years  of  age  or  older  and  have  at  least  six  months  of  service.  The  plan 
has  a fiscal  year  ending  May  31.  Plan  expenses  were  $27,359  in  1990  and  $0  in  1989.  The 
actuarial  present  value  of  the  accumulated  benefits  to  participants  of  the  plan  and  the  net 
assets  available  for  those  benefits  as  of  June  1,  1990  is  as  follows: 

Actuarial  present  value  of  the  accumulated 
plans  benefits 

Vested  $277,742 

Nonvested  12,471 

$290,213 


Net  assets  available  for  benefits  $296,761 


Financial  Accounting  Standards  No.  87  “Employers’  Accounting  for  Pensions”  (“FAS 
87”)  requires  among  other  things,  the  use  of  a standardized  method  for  measuring  net 
periodic  pension  cost  over  the  employees’  service  lives,  the  recognition  of  a liability  when 
the  accumulated  benefit  obligation  exceeds  the  fair  value  of  plan  assets  and  certain 
disclosures.  Due  to  the  complexities  of  the  calculation  required,  the  Association  has  not 
implemented  FAS  87.  Management  believes  the  effect  of  implementing  FAS  87  on  the 
accompanying  consolidated  financial  statement,  although  not  known  with  certainty,  is 
not  material. 

NOTE  J — COMMITMENTS 

The  Association  has  various  noncancelable  lease  agreements  for  automobiles.  The 
leases  are  for  24-month  periods  expiring  through  1992.  The  minimum  future  lease 
commitments  during  1991  are  $10,264.  Rent  expense  was  $10,716  and  $11,448  for  the 
years  ended  December  31,  1990  and  1989. 

NOTE  K — PROFESSIONAL  LIABILITY  STABILIZATION  PROGRAM 

In  1976.  the  Association  established  a Professional  Liability  Stabilization  Program  by 
assessing  its  member  physicians  a 15%  surcharge  on  their  basic  professional  liability 
policies.  The  purpose  ofthe  program  was  to  avoid  an  additional  15%  increase  in  premiums 
on  the  member  physicians  professional  liability  policies. 


17,679 
$ 126.127 
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This  money  from  the  assessment  was  placed  in  a trust  account  to  secure  future  losses 
on  claims  incurred  by  the  insurance  carrier  and  thus  was  not  included  in  the  financial 
statements  of  the  Association.  The  Association  negotiated  the  disposition  of  these  funds 
and  on  March  12,  1990  an  agreement  was  reached  whereby  the  Association  received 
approximately  49%  of  the  $701,055  fund  balance.  The  Association  recognized  this  in  1990 
as  settlement  income. 

NOTE  L — ADMINISTRATIVE  SERVICES  AGREEMENT 

Under  the  terms  of  an  administrative  services  agreement,  which  expires  in  1995, 
Prates,  a licensed  insurance  agency,  provides  comprehensive  administrative  services  for 
PLICO’s  insurance  business.  The  agreement  provides  for  certain  designated  employees 
of  Prates  to  be  elected  as  officers  of  PLICO  and  for  Prates  to  pay  all  of  the  usual  and 
ordinary  costs  of  operation  of  an  insurance  company,  except  those  costs  specifically  to  be 
paid  by  PLICO.  PLICO  is  required  to  pay  agents’  commissions,  state  and  federal  taxes, 
licensing  and  corporate  fees,  claims,  allocated  claim  expenses,  reinsurance  premiums, 
and  insurance  department  examination  expenses.  For  these  services,  Prates  is  paid  an 
annual  fee  of  12%  of  gross  annual  premiums. 

Also  under  this  agreement.  Prates  is  to  use  best  efforts  to  secure  reinsurance  coverage 
for  PLICO.  For  this  service,  a separate  fee  is  provided  and  PLICO  paid  Prates  $300,000 
in  both  1990  and  1989. 


Kay  K.  Hanley,  MD,  Clearwater,  Fla,  watches  activities  on  the  floor 
of  the  house.  Dr  Hanley,  immediate  past-president  of  the  Florida 
Medical  Association,  was  a special  guest  and  presenter  at  the  Women 
in  Medicine  Symposium. 


Report  of  Independent  Certified  Public  Accountants 
on  Supplemental  Information 

To  the  House  of  Delegates  of  the 
Oklahoma  State  Medical  Association 

Our  audits  were  conducted  for  the  purpose  of  forming  an  opinion  on  the  basic  financial 
statements  taken  as  a whole  of  Oklahoma  State  Medical  Association  and  Subsidiaries  as 
of  and  for  the  years  ended  December  31,  1990  and  1989,  which  are  presented  in  the 
preceding  section  of  this  report.  The  supplemental  information  presented  hereinafter,  is 
presented  for  purposes  of  additional  analysis  and  is  not  a required  part  of  the  basic 
financial  statements.  Such  information  has  been  subjected  to  the  auditing  procedures 
applied  in  the  audit  of  the  basic  financial  statements.  Generally  accepted  accounting 
principles  require  that  the  accounts  of  all  majority  owned  subsidiaries  be  consolidated. 
The  aforementioned  supplemental  information  presents  the  investment  in  one  of  the 
Association's  subsidiaries,  PLICO,  using  the  equity  method  of  accounting,  which  is  not 
in  conformity  with  generally  accepted  accounting  principles.  Because  of  the  materiality 
of  this  departure,  in  our  opinion,  the  supplementary  information  does  not  present  fairly, 
in  conformity  with  generally  accepted  accounting  principles,  the  information  set  forth 
therein. 

Grant  Thornton 
Oklahoma  City,  Oklahoma 
March  22,  1991 


Oklahoma  State  Medical  Association 

CONSOLIDATED  BALANCE  SHEETS 

December  31 

1990 

1989 

Assets 

Current  Assets 

Cash  and  cash  equivalents 

$ 907,508 

$ 618,231 

Cash  equivalents  — restricted 

256,065 

242,079 

Accounts  receivable 

734,837 

785,985 

Inventory 

3,366 

7,502 

Prepaid  expenses 

10,160 

18,603 

Total  current  assets 

1,911,936 

1,672,400 

Property  and  Equipment 

Land 

7,808 

7,808 

Building 

444,789 

409,245 

Furniture,  fixtures,  and  equipment 

150,338 

147,042 

Equipment  under  capital  lease 

18,483 

18,483 

621,418 

582,578 

Less  accumulated  depreciation  and 

amortization 

(117,688) 

(100,140) 

503,730 

482,438 

Equity  In  Unconsolidated 

Subsidiary 

6,187,852 

4,732,354 

Other  Assets 

Loan  acquisition  costs,  net  of 

amortization 

1,648 

2,087 

$8,605,166 

$6,889,279 

Liabilities  and  Fund  Balance 

1990 

1989 

Current  Liabilities 

Current  portion  of  long-term  debt 

$ 12,125 

$ 10,592 

Accounts  payable 

161,712 

140,022 

Income  taxes  payable 

— 

1,483 

Deferred  membership  dues 

815,553 

825,465 

Total  current  liabilities 

989,390 

977,562 

Long-Term  Debt 

103,283 

115,535 

Deferred  Revenue 

Asssessments 

179,123 

242,079 

Contributions 

76,942 

70,687 

256,065 

312,766 

Fund  Balance 

Fund  balance  attributable  to  the 

Association’s  operations 

6,971,948 

6,654,434 

Retained  earnings  (deficit)  attributable 

to  subsidiary 

284,480 

(1,171,018) 

7,256,428 

5,483,416 

$8,605,166 

$6,889,279 
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Oklahoma  State  Medical  Aasoeiation 
BALANCK  SHKET 

March  31,  1991 

('urront  Assets 

C’ash 

Savings  accounts  &.  certiHcates  of  deposit 

Accounts  receivable 

Inventory 

Prepaid  expenses 

$ 47,911) 

1,309,700 
190,123 
3,366 
20,046 

Total  Current  Assets 

1,571,1.51 

Property  and  Equipment 

Land 

Building 

Furniture,  fixtures  & equipment 

Equipment  under  capital  lease 

7.H08 

444,789 

150,607 

18.483 

621,687 

Less:  Accumulated  depreciation 

126,483 

495,204 

Investment  in  Subsidiary 

6,187,852 

Investment  in  OSMA  Member  Service  Corporation 

3,000 

Other  Assets 

Loan  acquisition  costs  — net  of  amortization 

2,762 

Total 

$ 8,259,969 

Current  Liabilities 

Accounts  payable 

Loans  & scholarships  payable 

Student  fund 

Deferred  income  — Assessments 

Deferred  income  — Dues 

Lease  obligation 

$ 104,658 
82,052 
140 
179,123 
611,664 
12,508 

Total  Current  Liabilities 

990,145 

Long-Term  Liabilities 

Notes  payable 

98,851 

Fund  Balance 

Unappropriated 

7,170,973 

Total 

$8,259,969 

OklahoniH  State  Medical 

Association 

CONSOLIDATED  STATEMENTS  OF  REVENUES  AND 

EXPENSES  AND  CHANCES  IN  FUND  BAIANCE 

Year  ended  December  31 

1990 

1989 

Revenue 

Membership  dues 

$ 693,485 

$ 673,483 

Journal 

145.203 

132,711 

Annual  meeting 

38,219 

49,250 

Special  assessments 

78,341 

75,273 

Settlement  income 

,341,901 

— 

Interest  and  other 

230,850 

173,964 

1.527,999 

1,104,681 

Expenses 

General  membership 

946,379 

785,236 

Journal 

184,558 

160,872 

Annual  meeting 

78,324 

83,492 

1,209,261 

1,029,600 

Excess  of  revenues  over  expenses 

before  equity  in  net  earnings 

of  unconsolidated  subsidiary 

and  before  provision  for 

income  taxes 

318,738 

75,081 

Provision  for  income  taxes 

1,224 

1,594 

Excess  of  revenues  over  expen.ses 

before  equity  in  net  earnings 

of  unconsolidated  subsidiary 

317,514 

73,487 

Equity  in  net  earnings  of  unconsolidated 

subsidiarj' 

1,455,498 

685,637 

Excess  of  revenues  over  expenses 

1,773,012 

759,124 

Fund  balance,  beginning  of  year 

5.483,416 

4,724,292 

Fund  balance,  end  of  year 

$7,256,428 

$5,483,416 

Oklahoma  State  Medical  Association 
CONSOLIDATED  STATEMENTS  OF  CASH  FLOW 
Year  ended  December  31 

1990 

Cash  flows  from  operating  activities 

Excess  of  revenues  over  expenses  $1,773,012 

$ 

1989 

759,124 

Adjustments  to  reconcile  excess  of  revenues 
over  expenses  to  net  cash  provided  by 
operating  activities 

Depreciation  and  amortization 

17,987 

20,284 

Equity  in  earnings  of  subsidiary 

(1,455,498) 

(685,637) 

Loss  on  sale  of  fixed  assets 

— 

5,286 

(Increase)  decrease  in 

Membership  dues  receivable 

51,148 

(176,623) 

Inventory  and  prepaid  expenses 

12,579 

(14,1.34) 

Increase  (decrease)  in 

Accounts  and  income  taxes  payable 

20,207 

9,302 

Deferred  membership  dues  and 
revenue 

(66,613) 

183,985 

Increase  in  cash  equivalents  — 
restricted 

(13,986) 

— 

Net  cash  provided  by  operating 

activities 

338,836 

101,587 

Cash  flows  used  in  investing  activities 

Additions  to  property  and  equipment 

(38,840) 

(49,631) 

Cash  flows  used  in  financing  activities 

Reductions  in  notes  payable 

(10,719) 

(9,179) 

Net  Increase  in  Cash  and 

Cash  equivalents 

289,277 

42,777 

Cash  and  cash  equivalents  at  beginning  of  year 

618,231 

575,454 

Cash  and  cash  equivalents  at  end  of  year 

$ 907,508 

$ 

618,231 

Cash  paid  during  the  year  for: 

Interest 

$ 13,950 

$ 

6,799 

Income  taxes 

1,944 

121 

Oklahoma  State  Medical  Association 

SCHEDULE  OF  REVENUES 

For  the  Months  Ended  March  31,  1991 

Operations 

Dues 

$ 181,389 

Interest 

37,087 

Commissions 

35,041 

Building  lease 

2,524 

Directory  sales  & advertising 

3,965 

Computer  label  sales 

1,885 

Subtotal 

261,891 

Excess  reimbursement  over  expenses 

From  contract  with  subsidiary 

81,644 

From  Operations 

343,535 

Less:  General  Membership  Expenses 

422,586 

(79,051) 

Journal 

Revenue 

33,026 

Expenses 

33,843 

(817) 

Annual  Meeting 

Revenue 

9,390 

Expenses 

691 

8,699 

Net  from  Operations 

$ (71,169) 
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Oklahoma  State  Medical  Association 

SCHEDULE  OF  EXPENSES 

For  the  Months  Ended  March  31,  1991 

tionoriil  MtMnborship  Expenses 

Salaries 

$ 

124,500 

Pension 

24,980 

Councils  pro^Tanis 

41,911 

Depreciation  of  leased  equipment 

6,033 

Dues  & subscriptions 

2.086 

Awards  & contributions 

242 

Equipment  rental 

8,011 

Insurance 

16,477 

Interest 

2,525 

Ortice  supplies 

7,862 

In-state  travel 

49 

•\MA  conventions 

10,206 

Pavroll  taxes 

11,618 

Postage  & shipping 

24,756 

Building  repairs  & maintenance 

40,385 

Legal  & accounting 

1,337 

Sendees 

1,708 

Staff  & officers 

8,359 

Telephone  & utilities 

13.917 

Countv  dues  commission 

4,081 

Computer 

68,150 

Other  operating 

3,393 

422,586 

Less:  Excess  reimbursement  over  subsidiary  expense 

81,644 

Total  General  Membership  Expenses 

$ 

340,942 

Councils  & Programs  (included  above) 

Planning  & development 

$ 

4,634 

Governmental  activities 

7,269 

State  legislation 

9,196 

Professional  & public  relations 

9,402 

Member  sendees 

(33,557) 

Public  & mental  health 

231 

Medical  education 

(280) 

Medical  sendees 

208 

Physician  recoven'  program 

34,906 

OALA 

7,499 

Auxiliary 

190 

Student  activities 

1,356 

Newsletter 

857 

Total  Council  & Program  Expenses 

$ 

41,911 

Oklahoma  State  Medical  Association 

PROPOSED  BUDGET 

1991 

General  Expenses 

Salaries 

$ 

435,000 

Awards  & Contributions 

3,000 

Data  Processing 

10,000 

Depreciation  & Amortization 

20,000 

Dues  & Subscriptions 

6,000 

Equipment  Rental 

25,000 

In-State  Travel 

1,500 

Insurance 

55,000 

Interest 

8.000 

Legal  & Professional 

6,000 

Loss  Prevention 

60,000 

Office  Supplies 

25,000 

AMA  Convention 

65,000 

Payroll  Taxes 

36,000 

Pension  Costs 

30,000 

Postage  & Shipping 

50,000 

Repairs  & Maintenance 

15,000 

Services 

4,000 

Staff  & Officers 

45,000 

Telephone  & Utillities 

40,000 

County  Dues  Commission 

18,000 

Other 

2,500 

Total  General  Expenses 

$ 

960,000 

Council  & Program  Expenses 

State  Legislation 

$ 

75,000 

Governmental  Activities 

30,000 

Medical  Education 

3,000 

Medical  Services 

500 

Member  Services 

2,000 

Planning  & Development 

3,500 

Professional  & Public  Relations 

50,000 

Public  & Mental  Health 

1,000 

Hospital  Medical  Staff 

2,000 

Resident  Activities 

2,000 

Student  Activities 

11,000 

Young  Physician 

5,000 

Auxiliary  Activities 

10,000 

Physician  Recovery 

125,000 

AMA  Campaign  Fund 

5,000 

Total  Council  & Program  Expense 

$ 

325,000 

Oklahoma  State  Medical  Association 
MEMBERSHIP  REPORT 

April  5,  1991 

3,229 

5 

Life  Members  

Junior  (Residents  &,  Students) 

485 

625 

0 

Corresponding  Members 

1 

4,345 

143 

There  are  849  non-members  listed  on  the  OSMA  Physician  File. 

4,488 

Oklahoma  State  Medical  Association 

PROPOSED  BUDGET 

1991 

Revenue 

Dues 

$ 700,000 

Interest  & commission 

150,000 

Building  lease 

15,000 

Membership  directory 

10,000 

Computer  labels 

15,000 

Contracts  with  subsidiary 

450,000 

Total  Revenue 

$ 1,340,000 

Council  & Program  Expense 

^General  administration 

$ 960,000 

*Councils  & committees 

325,000 

Journal 

—0— 

Annual  meeting 

__o— 

Total  expenses 

$1,285,000 

Net  excess  of  revenue  over  expenses 

$ 55,000 

*See  next  table. 

1990  DUES  COMPARISON 

Regional  Comparison 

Regular 

Student 

Resident 

State 

Size 

Dues 

Dues 

Dues 

Arkansas 

2,660 

$400,00 

_ 



Colorado 

4,123 

475,00 

5.00 

10,00 

Kansas 

3,111 

320.00 

— 

10.00 

Missouri 

6,012 

300.00 

5.00 

20.00 

New  Mexico 

2,355 

250.00 

— 

45.00 

Texas 

27,801 

265.00 

_ 

— 

Oklahoma 

4,423 

250.00 

— 

21.00 

State  Size  Comparison 

Arizona 

3,319 

375.00 

— 

37.50 

Washington  DC 

3,429 

685.00 

10.00 

45.00 

Iowa 

3,826  • 

350.00 

5.00 

25.00 

S.  Carolina 

3,658 

254.00 

10.00 

15.00 

Oklahoma 

4,423 

250.00 

— 

21.00 

OSMA 

DUES  AMOUNTS 

1991  - $250 

1985 -$210 

1990  - $250 

1984 -$210 

1989  - $250 

1983 -$210 

1988 -$210 

1982 -$210 

1987 -$210 

1981  -$180 

1986 -$210 

1980 -$180 
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Report  of  the 
APPROPRIATIONS  AND 
AUDIT  COMMITTEE 

Subject:  Annual  Report 
Presented  by:  OSMA  Executive 
Committee  Functioning  as  the 
Appropriations  and  Audit 
Committee 

Referred  to:  Reference  Committee  I 

Introduction 

The  association  bylaws  require 
that  each  year  an  Appropriations  and 
Audit  Committee  be  appointed  to  re- 
view the  audited  statements  of  the  as- 
sociation and  report  to  the  House  of 
Delegates  as  to  the  veracity  of  the  ac- 
counts. 

Audit  Review 

The  association’s  accounts  were 
audited  by  Grant-Thornton,  and  a 
detailed  presentation  is  a part  of  the 
Secretary-Treasurer’s  report.  The  firm 
has  issued  the  association  a report 
that  meets  the  standards  of  the  Gener- 
ally Accepted  Accounting  Principles 
(GAAP).  The  audit  partner  meeting 
with  the  Board  ofTrustees  verified  the 
report  and  assured  us  that  the  appro- 
priate accounting  and  financial  man- 
agement systems  are  in  place. 

Recommendation 

That  the  annual  audit  be  accepted. 


! Report  of  the 

COUNCIL  ON  PLANNING 
AND  DEVELOPMENT 

Subject:  Annual  Report 
Presented  by:  John  R.  Alexander, 
MD,  Chairman 

Referred  to:  Reference  Committee  I 

Introduction 

The  Council  on  Planning  and  De- 
velopment is  charged  with  the  respon- 
sibility of  studying  and  recommend- 
ing long-range  objectives  for  the 
OSMA  and  assessing  and  making  re- 
commendations regarding  the  re- 
I sources  and  programs  necessary  to 
I reach  the  objectives.  Council  member- 
i ship  consists  of  all  of  the  OSMA’s  gen- 
I eral  officers,  the  delegates  and  the  al- 


ternate delegates  to  the  AMA,  and  the 
chairmen  of  all  other  association  coun- 
cils and  sections. 

Denis  Greene  of  the  Support 
Center  in  Oklahoma  City  was  the 
facilitator  for  the  four-step  planning 
process.  The  four  steps  include  a half- 
day meeting  of  the  staff  of  the  OSMA; 
the  second  step  was  a full-day  meeting 
of  the  Council  on  Planning  and  De- 
velopment at  the  Harrison  House  in 
Guthrie;  third,  all  councils  and  sec- 
tions met  to  review  and  prioritize  the 
items  set  forth  by  the  Council;  and  fi- 
nally the  Council  on  Planning  and  De- 
velopment met  to  hear  the  reports  of 
the  councils  and  sections. 

Council  Goals  and 
Recommendations 

On  March  15,  1991,  the  councils 
presented  their  recommendations  for 
long-range  goals  to  the  Council  on 
Planning  and  Development  for  consid- 
eration. As  a result,  the  Council  on 
Planning  and  Development  submits 
the  following  reports  to  the  OSMA 
House  of  Delegates  for  consideration: 

(1)  Council  on  Public  and  Mental 
Health 

The  Council  continues  to  be  very 
concerned  with  issues  of  prenatal  care, 
the  uninsured  and  underinsured  and 
the  problem  of  the  lack  of  immuniza- 
tions in  children  up  to  the  age  of  two 
years. 

Recommendations: 

(A)  The  Council  recommends  the 
OSMA  appoint  a panel  to  actively  seek 
solutions  and  make  recommendations 
on  the  issues  of  prenatal  care, 

(B)  The  Council  recommends  the 
OSMA  place  priority  on  seeking  solu- 
tions to  minimize  the  numbers  of  unin- 
sured and  underinsured  (i.e.  Health 
Access  America). 

(C)  The  Council  recommends  the 
OSMA  make  the  medical  community 
and  the  public  aware  of  the  numbers 
of  children  under  the  age  of  two  years 
who  are  not  immunized  in  our  state. 

(2)  Council  on  Professional  and 
Public  Relations 

The  Council  met  on  February  21, 
1991,  to  discuss  the  following  recom- 
mendations: 


Recommendations: 

(A)  The  Council  recommends 
changing  the  name  of  the  Council  on 
Professional  and  Public  Relations  to 
the  Council  on  Public  Relations.  This 
would  focus  the  Council’s  efforts  to- 
ward the  public/communities  rather 
than  toward  physicians. 

(B)  The  Council  recommends 
transferring  certain  activities  that  do 
not  relate  out  of  the  Council  on  Public 
Relations,  i.e.  the  Journal,  newsletter, 
doctor/doctor  relationships. 

(C)  The  Council  would  like  to 
maintain  a funding  level  to  increase 
advertising. 

(D)  The  Council  recommends  an 
increase  in  staff  and  finances  to  enable 
the  OSMA  councils  and  sections  to 
have  more  impact. 

(E)  The  Council  would  like  to 
focus  on  a single  statewide  topic  in  the 
next  year  such  as  “immunizations.” 

(3)  Hospital  Medical  Staff  Section 

The  Hospital  Medical  Staff  Section 

met  on  March  10,  1991,  and  discussed 
the  following  recommendations: 

Recom  mendations: 

(A)  The  HMSS  recommends  ex- 
tending Annual  Meeting  to  three 
days,  Friday,  Saturday  and  Sunday. 
The  Council  recommends  a task  force 
of  OSMA  officers  would  coordinate  the 
activities  of  the  Annual  Meeting.  It 
was  also  recommended  that  caucuses 
could  be  held  prior  to  Annual  Meeting. 

(B)  The  HMSS  strongly  recom- 
mends a leadership  conference  be  held 
in  the  state  prior  to  AMA  interim 
meeting.  Newly  appointed  Council 
members  would  benefit.  Possibly  a 
council  convocation  could  be  held  at 
the  end  of  the  leadership  conference. 

(C)  The  HMSS  recommends  they 
write  articles  on  a regular  basis  and 
explore  the  possibility  of  a section 
newsletter. 

(4)  Council  on  State  Legislation 
and  Regulation 

The  Council  on  State  Legislation 
and  Regulation  discussed  many  of  the 
priority  issues  of  the  Council  such  as 
stopping  mandatory  assignment,  tort 
reform,  reform  of  the  Natural  Death 
Act  and  power  of  attorney,  better  pro- 
tection of  peer  review  and  many  more 
issues.  This  Council  plans  to  meet 
after  the  1991  Legislative  Session  to 
further  develop  long  and  short  range 
goals. 
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(5)  Council  on  Government  Affairs 

The  Council  on  Government  Af- 
fairs has  had  an  active  and  successful 
year.  The  following  recommendations 
are  being  submitted  for  consideration 
before  the  OSMA  House  of  Delegates. 

Recom  mendations: 

(A)  The  Council  is  organizing  one 
meeting  per  Congressional  District  in 
coordination  with  the  county  medical 
societies.  Arrangements  will  be  made 
for  the  Congressman  from  each  Dis- 
trict to  attend  their  respective  meet- 
ing. 

(B)  The  Council  recommends  that 
the  Delegation  visits  to  Washington 
continue  as  needed. 

(6)  Council  on  Member  Services 

The  Council  on  Member  Services 

has  submitted  a number  of  planned 
activities  for  the  consideration  of  the 
OSMA  House  of  Delegates. 

Recommendations: 

(A)  The  Council  is  working  toward 
supplementing  the  OSMA  Group  Dis- 
ability coverage.  The  Council  will  be 
able  to  increase  coverage  and  offer 
revenue  to  the  state  and  county 
societies  for  the  amount  of  insurance 
sold.  An  agreement  has  been  reached 
that  OSMA  will  share  at  least  5%  of 
the  premiums  as  revenues.  In  order  to 
implement  this,  OSMA  will  have  a 
licensing  agreement  by  which  C.L. 
Prates  would  pay  OSMA  for  the  rights 
to  use  our  name  and  image  to  make 
the  revenues  available  to  our  member- 
ship. 

(B)  Meetings  have  been  held  with 
AMA  Advisors  concerning  a retire- 
ment plan  to  OSMA  members.  Promo- 
tion is  planned  to  start  in  July.  There 
will  be  several  programs  offered  as  op- 
tions with  the  plan. 

(C)  Doane  Harrison  of  Harrison 
and  Associates,  Norman,  has  agreed 
to  take  telephone  inquiries  regarding 
management  from  the  OSMA  mem- 
bership at  no  charge.  If  the  inquiry 
requires  indepth  study,  there  will  be 
a charge.  Mr.  Harrison  is  preparing  a 
workshop  on  how  to  deal  with  insur- 
ance companies,  HMOs  and  PPOs, 
which  will  be  presented  in  June. 

(D)  The  Council  recommends  that 
the  OSMA  offer  a basic  course  on  x-ray 
operation  and  safety.  It  will  be  for 
physicians  who  have  x-ray  services  but 
do  not  have  a registered  x-ray  techni- 
cian in  their  office. 


(E)  The  Council  recommends  that 
the  membership  be  surveyed  through 
the  OSMA  newsletter  to  determine 
whether  the  OSMA  membership  feels 
there  is  a need  to  work  with  UPAL 
(Utica  Physicians  Associates,  Ltd.)  for 
the  services  UPAL  offers. 

(7)  Council  on  Medical  Services 

The  Council  on  Medical  Services 

continues  to  review  and  adjudicate 
various  types  of  grievances  between 
physician  and  patient,  or  physician 
and  third-party  carrier.  The  Council 
also  works  toward  improving  the  re- 
lationship between  this  Council  and 
the  Board  of  Medical  Licensure  and 
Supervision  and  PLICO  Loss  Preven- 
tion Committee. 

(8)  Council  on  Medical  Education 

The  Council  has  met  several  times 
in  the  past  year.  The  Council  is  looking 
at  restructuring  the  way  it  operates  to 
better  serve  the  membership. 

Recommendations: 

(A)  There  are  currently  fourteen 
members  serving  on  the  Council.  The 
Council  feels  there  should  be  eighteen 
members  appointed  for  three-year 
terms  with  one-third  going  off  and 
one-third  coming  on  each  year. 

(B)  The  Council  recommends  a 
one-day  CME  training  workshop  like 
the  one  held  in  December,  1990,  in 
Oklahoma  City,  for  all  members  of  the 
Council  and  all  directors  of  CME  at 
the  institutions  accredited  by  the 
Council  on  Medical  Education. 

(C)  The  Council  recommends  that 
the  Council  ensure  that  personalized 
focused  CME  be  available  to  all  physi- 
cians seeking  it. 

(D)  The  Council  will  work  to  in- 
crease the  number  of  institutions 
accredited  to  provide  CME  Category  I 
programs,  especially  in  the  rural 
areas. 

(E)  The  Council  shall  serve  as  an 
oversight  and  coordinating  committee 
for  CME  for  the  State  of  Oklahoma. 

(9)  Journal 

The  Managing  Editor  of  the  Jour- 
nal has  begun  training  on  the  new 
desktop  publishing  computer.  The 
Editorial  Board  has  been  expanded. 
There  will  be  an  appointee  from  the 
University  of  Oklahoma  Health  Sci- 
ences Center  who  will  be  assigned  the 
title  of  Associate  Editor. 


(10)  Physician  Recovery  Committee 

The  Physician  Recovery  Commit- 
tee recently  did  a solicitation  to  enable 
the  program  to  become  self-sustain- 
ing. 

Recommendation: 

The  long-range  goal  of  the  Com- 
mittee is  to  keep  doing  what  they  are 
doing  now,  identifying  physicians 
with  problems  and  getting  them  into 
treatment  and  recovery. 

(11)  The  OSMA  Educational  and 
Research  Foundation 

The  OSMA  recently  received  a 
501(03  IRS  Status  for  the  above  men- 
tioned foundation.  This  allows  any 
contributions  to  the  foundation  to  be 
tax  deductible  to  the  donor.  The  Board 
of  Trustees  for  the  OSMA  would  serve 
as  the  Board  of  Directors  for  the  foun- 
dation. 

Recommendations: 

(A)  The  foundation  can  be  used  by 
the  Physician  Recovery  Committee  to 
support  its  activities. 

( B ) The  foundation  can  be  used  for 
scholarship  money  for  medical  stu- 
dents. 

( C ) The  foundation  can  be  used  for 
providing  special  CME  programs  to 
members. 

(D)  Solicitations  can  be  made 
through  wills,  estates,  etc.  The  funds 
received  by  the  foundation  can  be  ear- 
marked for  specific  education  and  re- 
search use. 

Respectfully  submitted, 

John  R.  Alexander,  MD,  Chairman 

Perry  A.  Lambird,  MD 

Billy  Dale  Dotter,  MD 

Michael  J.  Haugh,  MD 

James  D.  Funnell,  MD 

Larry  L.  Long,  MD 

Victor  L.  Robards,  Jr.,  MD 

Sara  R.  DePersio,  MD 

Jay  A Gregory,  MD 

William  G.  Bernhardt,  MD 

Ronald  S.  Barlow,  MD 

Lofty  L.  Basta,  MD 

Richard  J.  Boatsman,  MD 

Warren  V.  Filley,  MD 

Robert  M.  Mahaffey,  MD 

M.  Joe  Crosthwait,  MD 

Ed  L.  Calhoon,  MD 

George  H.  Kamp,  MD 

William  O.  Coleman,  MD 

Clarence  Robison,  Jr.,  MD 

Burdge  F.  Green,  MD 

Gary  F.  Strebel,  MD 

John  A.  McIntyre,  MD 

Norman  L.  Dunitz,  MD 
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Report  of  the 
CONSTITUTION  AND 
BYLAWS  COMMITTEE 

(Not  Adopted.  Recommendation  on  Life  Members 
rejected.  Original  language  approved.) 

Subject:  Annual  Report 
Presented  by:  James  B.  Eskridge  III, 
MD,  Chairman 

Referred  to:  Reference  Committee  I 

Introduction 

The  Constitution  and  Bylaws  Com- 
mittee considers  amendments  pro- 
posed by  members  of  the  Association 
or  by  component  societies  and  presents 
them  with  its  recommendations  to  the 
House  of  Delegates  for  consideration. 
The  committee  may  originate  amend- 
ments to  the  constitution  and/or 
bylaws  and  submit  them  in  like  man- 
ner to  the  House.  If  the  committee  re- 
fuses to  present  a proposed  amend- 
ment to  the  House  of  Delegates,  it  may 
be  presented  on  the  floor  of  the  House 
by  any  delegate.  The  committee  may 
be  called  upon  by  the  Board  ofTrustees 
to  serve  in  an  advisory  capacity  in  any 
judicial  hearings  involving  an  in- 
terpretation of  the  constitution  and 
bylaws. 

Review  of  Activities 

Your  Constitution  and  Bylaws 
Committee  met  by  telephone  confer- 
ence call  on  Monday,  April  5,  to  con- 
sider and  make  recommendations  re- 
garding a proposed  change  in  the 
bylaws  section  dealing  with  Life  Mem- 
berships. 

Prior  to  the  1990  meeting  of  the 
OSMA  House  of  Delegates,  the  Con- 
stitution and  Bylaws  Committee  was 
asked  to  study  the  requirements  for 
Life  Membership  in  the  Association  as 
set  out  in  its  bylaws.  The  request  was 
made  because  of  a difference  between 
the  OSMA’s  requirements  and  those 
of  the  American  Medical  Association. 

Whenever  the  OSMA  awards  a 
“Life  Membership”  to  a physician,  this 
does  not  automatically  make  the 
physician  dues-exempt  under  the 
American  Medical  Association  Bylaws. 
There  was  a difference  in  the  two  sets 
of  bylaws  and  their  requirements. 
While  the  AMA  usually  honored  the 
OSMA  Life  Membership  Award,  it  did 
create  a problem  whenever  an  indi- 
vidual did  not  meet  the  AMA  require- 
ments. Although  the  Life  Membership 
provisions  in  the  OSMA  Bylaws 


applied  only  to  OSMA  members,  be- 
cause the  Oklahoma  Association  was 
a unified  member,  i.e.,  it  required 
membership  in  the  American  Medical 
Association  in  order  to  be  an  OSMA 
member,  the  AMA  would  honor  the 
Life  Membership  designation  and 
grant  dues-exemption  status  to  the  in- 
dividual. However,  this  was  more  of  a 
“gentleman’s  agreement”  than  any- 
thing else. 

An  attempt  was  made  in  1990  to 
bring  the  OSMA  requirements  for  Life 
Membership  into  line  with  those  of  the 
AMA.  Unfortunately,  after  the  action 
of  the  House  of  Delegates  it  was  dis- 
covered that  the  new  bylaw  had  con- 
fused matters  further.  Specifically,  the 
American  Medical  Association  re- 
quires that  in  order  to  be  fully  dues- 
exempt,  a member  must  have  attained 
the  age  of  65  years  and  be  “fully  re- 
tired” from  practice.  The  OSMA 
Bylaws  did  not  require  full  retirement. 

Confusion  over  retirement  caused 
the  OSMA  Board  of  Trustees  to  ap- 
point a special  ad  hoc  committee  on 
Life  Membership  to  consider  the  situ- 
ation and  develop  appropriate  recom- 
mendations. The  committee  received 
information  concerning  a revision  in 
the  AMA  Bylaws  setting  the  minimum 
age  at  65,  rather  than  70  years  of  age, 
with  the  stipulation  that  the  physician 
be  “fully  retired”  from  the  active  prac- 
tice of  medicine. 

In  its  report  to  the  Board  of  Trus- 
tees, the  committee  stated,  “(We)  con- 
curred that  the  word  ‘retired’  is  a 
rather  abstract  term,  as  many  physi- 
cians upon  retirement  do  some  charity 
work  or  locum  tenens.  (We)  agreed 
that  retired  physicians  should  not  be 
penalized  for  working  a few  days  each 
month,  by  not  being  granted  Life 
Membership  status.” 

The  committee  then  went  on  to  dis- 
cuss the  problem  of  physician  mem- 
bers who  might  be  forced  to  retire 
early  due  to  ill  health,  or  those  who 
might  be  undergoing  rehabilitation  or 
doing  full-time  charity  work.  It  was 
the  committee’s  feeling  that  rather 
than  being  considered  for  Life  Mem- 
bership, these  cases  should  be  submit- 
ted for  dues  relief  under  the  “Undue 
Hardship”  provisions  of  the  OSMA 
Bylaws  and  reviewed  on  a yearly  basis. 

The  ad  hoc  committee  then  recom- 
mended to  the  Board  ofTrustees  a spe- 
cific amendment  to  the  OSMA  Bylaws 
as  follows: 


2.03  LIFE  MEMBERS.  Any 
physician,  a member  in  good  stand- 
ing of  this  Association  who  meets 
the  following  qualification,  may  be 
elected  to  Life  Membership:  (1) 
Upon  age  65,  provided  he  or  she 
has  retired  from  the  full-time 
practice  of  medicine. 

The  report  of  the  ad  hoc  committee 
was  submitted  to  the  OSMA  Constitu- 
tion and  Bylaws  Committee  for  consid- 
eration. During  a conference  call  on 
April  6,  the  Constitution  and  Bylaws 
Committee  chose  to  amend  the  lan- 
guage recommended  by  the  ad  hoc 
committee  by  changing  the  wording 
“(1)  Upon  age  65,”  to  read  “upon 
attaining  the  age  of  65,”  and  dele- 
tion of  the  qualifying  term  “full- 
time” to  read  “retired  from  the 
practice  of  medicine.” 

The  new  section  as  recommended 
by  the  Constitution  and  Bylaws  reads 
as  follows: 

2.03  LIFE  MEMBERS.  Any 
physician,  a member  in  good 
standing  of  this  Association 
who  meets  the  following  qualifi- 
cation, may  be  elected  to  Life 
Membership  upon  attaining  the 
age  of  65,  provided  he  or  she  has 
retired  from  the  practice  of 
medicine. 

Following  the  conference  call,  it 
was  discovered  there  was  a possibility 
of  conflicts  in  other  portions  of  the 
OSMA  Bylaws  dealing  with  Life  Mem- 
bership. Specifically,  sections  2.031 
and  2.032.  These  sections  currently 
read  as  follows: 

2.031  ELIGIBILITY  AND  APPLI- 
CATION. Eligibility  for  such  con- 
sideration is  limited  to  physicians 
who  have  been  active  members  of 
this  Association  for  not  less  than 
five  years  immediately  preceding 
the  application,  unless  in  the  dis- 
cretion of  the  Board  of  Trustees 
there  are  mitigating  circumstances 
justifying  the  waiver  of  this  re- 
quirement, and  whose  petition  for 
Life  Membership  meets  the  follow- 
ing conditions:  (a)  Initiated  by  a 
component  society;  (b)  Approved  by 
the  Board  of  Trustees  prior  to  the 
annual  meeting;  (c)  Approved  by 
the  House  of  Delegates  at  the  an- 
nual meeting. 

2.032  RIGHTS.  Life  Mem- 
bers who  reside  in  the  State  of 
Oklahoma  shall  have  full  rights 
and  privileges  of  Association  mem- 
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bership,  including  the  rights  to 
vote  and  hold  office. 

By  mail  ballot,  the  Constitution 
and  Bylaws  Commitee  recommended 
that  these  two  sections  be  rewritten 
to  read  as  follows: 

2.031  ELIGIBILITY  AND  AP- 
PLICATION. Eligibility  for 
consideration  of  Life  Member- 
ship is  available  only  to  physi- 
cians who  have  been  active 
members  of  this  Association,  in 
good  standing,  having  attained 
the  age  of  65  years  and  retired 
from  medical  practice,  whose 
application  for  Life  Member- 
ship is:  (a)  Initiated  by  the  appli- 
cation to  his  or  her  component 
society,  for  approval;  (b)  Sub- 
mitted by  the  component  soci- 
ety to  the  Board  of  Trustees 
prior  to  the  annual  meeting,  for 
approval;  (c)  Endorsed  by  the 
House  of  Delegates  for  Life 
Membership  at  the  annual 
meeting. 

2.032  RIGHTS.  Life  Mem- 
bers shall  have  the  full  rights 
and  privileges  of  Association 
membership,  including  the 
rights  to  vote  and  hold  office. 
The  basic  changes  between  the  cur- 
rent bylaw  provisions  and  the  two 
proposed  revisions  are  the  removal  of 
the  requirement  for  five  years  active 
membership  and  insertion  of  a provi- 
sion that  the  applicant  can  initiate  the 
Life  Member  request.  In  addition,  the 
requirement  that  the  Life  Member 
must  reside  in  the  State  of  Oklahoma 
has  been  removed  from  the  RIGHTS 
Section. 

The  Constitution  and  Bylaws  Com- 
mittee recommends  that  its  recom- 
mended language  for  Section  2.03, 
2.031  and  2.032  by  adopted. 

Respectfully  submitted, 

James  B.  Eskridge  III,  MD,  Chairman 
Larry  L.  Long,  MD,  Vice-Chairman 
David  Browning,  Jr.,  MD 
Scott  J.  Dunitz,  MD 
Andrew  C.  Gin,  MD 
Arnold  G.  Nelson,  MD 
Orange  M.  Welbom,  MD 
Ed  Kelsay,  Staff 


Report  of  the 
PHYSICIANS  LIABILITY 
INSURANCE  COMPANY 

Subject:  Annual  Report 
Presented  by:  C.  Alton  Brown,  MD, 

Chairman  and  President 
Referred  to:  Reference  Committee  I 

Letter  From  The  President 
And  Chairman 

Dear  Colleagues: 

Our  insurance  company.  Physi- 
cians Liability  Insurance  Company, 
has  completed  another  successful  year 
of  operation.  We  ended  1990  in  the 
strongest  financial  position  the  com- 
pany has  ever  enjoyed.  We  now  have 
over  $65  million  in  assets  and  a 
policyholders  surplus  in  excess  of  $4.3 
million. 

Your  board  continues  to  strive  to 
keep  rates  as  low  as  possible  while  still 
maintaining  levels  of  reserves  that 
will  assure  your  claim  will  be  paid  no 
matter  how  far  in  the  future  it  may 
occur.  You  will  recall  that  two  years 
ago  the  Oklahoma  legislature  passed 
a law  requiring  independent  actuarial 
opinions  from  insurers  that  discount 
loss  reserves.  This  law  directly  affects 
all  liability  insurers.  PLICO’s  average 
professional  liability  claim  that  is 
eventually  settled  or  a judgment  paid, 
takes  five  years  from  the  time  of  report 
until  it  is  paid.  Therefore  it  is  ex- 
tremely important  for  PLICO  to  re- 
ceive credit  for  the  interest  it  draws 
on  the  reserves  it  has  set  up  as  this 
becomes  a large  sum  of  money.  By  tak- 
ing credit  for  this  interest,  PLICO  is 
able  to  keep  our  premiums  lower.  This 
credit  for  interest  income  is  so  signifi- 
cant that  it  saves  us  about  30%  of  the 
premium  that  would  otherwise  be 
charged.  The  only  “Catch  22”  is  the 
perceived  professional  liability  of  ac- 
tuaries. When  the  bill  was  passed  no 
one  could  anticipate  that  actuaries 
nationwide  would  be  sued  by  insur- 
ance departments  for  underestimat- 
ing reserve  requirements,  but  this  has, 
indeed,  happened.  As  a result,  PLICO 
has  had  to  increase  its  reserves  which 
has  made  the  company  stronger.  Now, 
two  years  into  the  policy  fee,  which 
was  devised  to  produce  the  increase  in 
reserves,  it  would  appear  that  the 
goals  and  objectives  will  be  more  than 
accomplished  in  the  time  allowed.  This 
may  well  make  it  possible  for  PLICO 


to  increase  its  surplus  and  capital, 
thereby  increasing  its  retention  and 
significantly  reducing  the  dependency 
of  the  company  on  reinsurers.  If  this 
occurs,  what  initially  appeared  to  be 
an  additional  expense,  may  prove  to 
be  a long  term  savings  for  all  of  us. 
We  will  gain  greater  control  over  our 
own  future.  We  will  be  able  to  virtually 
assure  a continued  occurrence  insur- 
ance policy  regardless  of  what  others 
do.  And  of  course,  this  growth  in  re- 
serves made  it  unnecessary  to  increase 
premiums  on  January  1,  1991.  In  our 
litiginous  malpractice  climate,  this  op- 
portunity to  maintain  our  present  cost 
was  indeed  welcome. 

Accident  and  Health  insurance 
continues  to  be  a difficult  area.  Medi- 
cal costs  continue  to  escalate  in  spite 
of  everyone’s  efforts  to  control  them. 
Much  of  this  increase  in  cost  is  due  to 
our  ability  to  provide  treatment  for  a 
multitude  of  ailments  that  were  incur- 
able or  untreatable  in  the  past.  Some 
of  this  increased  expense  is  due  to  an 
aging  population  and  a part  of  this 
increase  in  cost  is  attributable  to  a 
combination  of  the  malpractice  cli- 
mate and  inflation.  Despite  the  in- 
crease in  premium  which  accident  and 
health  experienced  in  1990,  the  plan 
operated  at  a bare  break  even  point. 
However,  effective  1991  we  have  se- 
cured some  additional  reinsurance 
which  will  make  it  possible  for  us  to 
expand  coverage  for  transplants.  This 
improvement  in  coverage  was  not  ac- 
companied by  an  increase  in  cost  on 
January  1.  However,  at  this  point  in- 
creases in  cost  over  the  year  1991  ap- 
pear inevitable.  Also  during  1990  you 
instructed  us  to  go  to  a statewide  fee 
schedule.  This  has  been  accomplished. 

In  summary,  the  overall  perfor- 
mance of  the  company  has  been  excel- 
lent. With  PLICO  Health  marginally 
breaking  even  and  PLICO  Profes- 
sional Liability  contributing  substan- 
tially to  an  increase  in  company  re- 
serves and  an  overall  increase  in  com- 
pany strength  which  ultimately  will 
lead  to  better  control  of  premiums  and 
greater  assurance  of  superior,  high 
quality  occurrence  coverage  for  us  all. 

Sincerely, 

C.  Alton  Brown,  MD 
Chairman  and  President 
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Physicians  Liability  Insurance  Company 
PREMIUM  (JROWTH 
PROFESSIONAL  LIABILITY 
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*Adverse  court  rulings  and  legislation  led  the  Company  to  assess 
a 30*^  policy  fee  in  1989  and  1990  to  raise  reserves  to  a more 
conservative  level. 


Physicians  Liability  Insurance  Company 
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Physicians  Liability  Insurance  Company 
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Physicians  Liability  Insurance  Company 
ACCUMULATIVE  INVESTMENT  INCOME  GROWTH 
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Physicians  Liability  Insurance  Company 
CLAIMS  INFORMATION 
NUMBER  OF  CLAIMS  REPORTED  EACH  YEAR 
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Physicians  Liability  Insurance  Company 
PROFESSIONAL  LIABILITT 
(Inception  to  12-31-90) 


Net  Earned  I I Investment  I 1 Losses,  Loss 
Premium  Income  Adjustment  and 

Other  Expenses 


The  Company’s  investment  income  (light  section  of  first  graph) 
has  been  more  than  the  management  cost  of  the  program,  and 
therefore  contributes  to  the  payment  of  claims  and  defense  cost. 
In  contrast,  commercial  carriers  use  all  of  investment  income, 
plus  a portion  of  premiums  (often  40%),  to  cover  expenses  and 
profits.  The  premium  savings  produced  exceed  $30,000,000  for 
OSMA  members,  not  to  mention  the  savings  produced  by  physician 
review  of  each  claim  filed  and  the  aggressive  “not  one  penny  for 
tribute”  policy  of  your  board. 


Physicians  Liability  Insurance  Company 
ACCIDENT  AND  HEALTH 
(Inception  to  12-31-90) 
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PLICO  Accident  and  Health  Insurance  has  saved  Oklahoma 
physicians  millions  of  dollars  in  premiums  since  its  birth  in 
1982,  but  in  order  to  make  these  benefits  possible  in  the  future, 
PLICO  Health,  like  other  health  insurance  plans,  must  deal 
with  the  rising  cost  of  medical  care  and  the  increasing  utilization 
of  medical  services.  With  PLICO  you  have  a guarantee  that  as 
long  as  the  Company  is  in  business  and  you  are  loyal  to  the 
Company,  your  insurability  will  never  come  into  question. 


Includes  $218,896 
Investment  Income 

New  Earned  Losses,  Loss 

Premium/  Adjustment  and 

Investment  Income  Other  Expenses 
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PLICO  Operations 

The  PLICO  Board  personally 
supervises  the  activities  of  manage- 
ment company  personnel  through  its 
committees  and  reviews  their  efforts, 
setting  standards  of  performance 
which  the  management  company  is  re- 
quired to  meet.  The  PLICO  Board  con- 
venes six  times  a year.  Committees  of 
the  Board  meet  at  least  six  times  a 
year  with  some  committees  meeting 
more  often  as  required.  These  commit- 
tees expend  hundreds  of  man  hours 
reviewing  the  operations  of  the  com- 
pany and  making  decisions  on  PLICO 
operations. 

Claims  Committee.  The  PLICO 
Claims  Committee  consists  of  nine 
physician  Board  members.  The  com- 
mittee’s responsibilities  include  re- 
viewing all  reported  claims  and  suits, 
reviewing  all  cases  set  for  trial  and 
authorizing  settlement  on  cases  with 
a value  greater  than  $100,000. 

During  1990,  494  professional  lia- 
bility claims  were  reported  and  118 
claims  were  paid  for  a total  payment 
of  $11,524,729.  Since  PLICO’s  incep- 
tion on  January  1,  1980  to  December 
31,  1990,  4683  claims  have  been  re- 
ported and  905  claims  have  been  paid 
for  a total  payment  of  $90,906,999.  Re- 
I serves  for  open  claims  and  IBNR  total 
I $48,346,934  and  reseiwes  for  allocated 
claims  expense  total  $21,786,934.  De- 
fense cost  from  inception  to  December 
1 31,  1990  totals  $34,645,232. 

Investment  Committee.  The 
I Investment  Committee  consists  of  four 
Board  members.  They  are  charged 
with  the  responsibilty  of  investing 
I PLICO’s  reserves  to  obtain  the  highest 
return  on  investment  possible  utiliz- 
I ing  high  quality  corporate  bonds  or 
I Government  Guaranteed  Bonds. 
PLICO  currently  has  $58,170,789  in- 
vested in  these  bonds.  The  total  in- 
' terest  income  earned  for  1990  was 
$5,780,236  which  represents  an  8.64% 
return  on  average  invested  assets.  In- 
I vestment  income  more  than  offsets  the 
' management  fee,  leaving  more  than 
100  cents  on  every  premium  dollar 
available  for  claims  and  defense  costs. 
Investment  income  since  inception 
equals  $34,586,248. 

Loss  Prevention  Committee. 
The  company’s  Loss  Prevention  Com- 
i mittee  consists  of  eight  Board  members. 

> One  of  this  committee’s  respon- 
sibilities is  conducting  Loss  Preven- 

i tion  Seminars.  During  1990,  25  semi- 
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nars  were  conducted  and  over  1000 
insured  physicians  attended.  The  com- 
mittee also  analyzes  loss  experience 
to  determine  if  trends  are  developing. 

During  1990  the  Loss  Prevention 
Committee  created  a prenatal  form  for 
recommended  use  by  insured  physi- 
cians. Another  prenatal  form  created 
by  the  OSMA  Prenatal  Task  Force  was 
also  approved  for  use. 

The  committee  also  distributed  an 
obstetrics  activities  questionnaire. 
This  study  determined  that  the 
number  of  family  practitioners  and 
general  practitioners  delivering 
babies  was  down  from  36%  to  33%. 

A study  was  done  on  breast  cancer 
and  lung  cancer  cases.  The  committee 
distributed  a letter  to  PLICO’s  in- 
sureds cautioning  on  follow-up  exams 
and  consultations  in  the  presence  of 
any  breast  symptoms  or  inconclusive 
findings  with  consideration  for 
mammography  or  biopsy. 

The  Placenta  Examination  Pro- 
gram instituted  in  1987  has  become 
known  outside  Oklahoma.  The  com- 
mittee distributed  two  articles  to 
PLICO  insureds. 

A review  of  the  anesthesia  cases 
was  conducted  with  resulting  changes 
made  to  the  Desiderata:  Anesthesia. 
The  Desiderata  now  requires  the  use 
of  pulse  oximeter  during  all  general, 
spinal  and  managed  intravenous  anes- 
thesia and  capnography  when  an  endo- 
tracheal tube  is  used. 

Seminars  for  allied  health  person- 
nel were  conducted  during  1990.  Loss 
Prevention  Seminar  attendance  will 
be  required  for  insured  nurses  during 
1991. 

Underwriting  Committee.  The 
PLICO  Underwriting  Committee  un- 
derwrites applications  of  physicians 
applying  for  professional  liability 
coverage.  The  committee  reviews  all 
applicants  who  have  a claim  history, 
substance  abuse  problem,  loss  or  alter- 
ation of  hospital  privileges,  loss  or  re- 
striction of  medical  or  narcotic  license, 
chronic  illness  that  affects  their  abil- 
ity to  practice,  conviction  of  a crime 
or  loss  or  nonrenewal  of  professional 
liability  insurance.  After  reviewing 
the  application  the  committee  may  ap- 
prove the  application  as  requested  or 
they  may  approve  it  for  smaller  limits, 
restricted  coverage  (i.e.,  not  cover  a 
specific  procedure),  with  a surcharge 
or,  if  the  applicant  has  had  a substance 
abuse  problem,  the  committee  may  ap- 


PHYSICIANS LIABILITY 

INSURANCE  COMPANY 

BALANCE  SHEET 

Year  Ended  December  31,  1990 

Assets 

Cash  and  Invested  Assets 

$63,792,745 

Premium  and  Agent  Balances 
in  Course  of  Collection 

180,627 

Interest  Receivable 

1,167,912 

TOTAL  ASSETS 

$65,141,284 

Liabilities 

Advance  Premium 

$ 5,298,191 

Losses  and  Loss  Adjustment 
Expenses 

55,172,507 

Federal  Income  Tax 

176,779 

Miscellaneous  Accounts  Payable 

147.668 

TOTAL  LIABILITIES 

$60,795,145 

Capital 

Common  Stock 

$ 150,000 

Additional  Paid-In  Capital 

5,753,372 

Retained  Loss 

( 1,557, 233j 

TOTAL  CAPITAL 

$ 4,346,139 

TOTAL  LIABILITIES 

AND  CAPITAL 

$65,141,284 

STATEMENT  OF  INCOME 

Year  Ended  December  31,  1990 

Premiums 

Direct  Premium  Written 

$51,157,228 

Net  Premium  Written 

$44,809,485 

Premium  Earned 

$44,809,485 

Expenses 

Losses 

$29,877,922 

Loss  Adjustment  Expenses 

12,299,255 

Other  Underwriting  Expenses 

6,582,329 

TOTAL  UNDERWRITING 
EXPENSE 

$48,759,506 

Underwriting  Loss 

$ (3,950,021) 

Investment  Income 

5,519,599 

Federal  Taxes  Incurred 

(1,376,7791 

Net  Profit 

$ 192.799 

CAPITAL  December  31.  1989 

4,153,340 

Gain  in  Surplus  — 1990 

192,799 

CAPITAL  December  31,  1990 

$ 4.346,139 

prove  an  application  subject  to  con- 
tinued successful  involvement  with 
the  OSMA  Physician  Recovery  Pro- 
gram. 

The  Underwriting  Committee  con- 
sists of  eight  Board  members  and  in- 
volves specialized  help  when  neces- 
sary. Its  duty  is  to  protect  all  of 
PLICO’s  insureds  and  guarantee  fair 
and  understanding  treatment  of  each 
physician. 

Health  Committee.  The  health 
line  was  added  in  February  of  1982 
because  physicians  were  left  with  no 
health  coverage  by  the  commercial 
market.  The  PLICO  Health  Commit- 
tee was  formed  in  February  1982  to 
supervise  the  health  line.  The  Health 
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Committee  consists  of  seven  Board 
members. 

PLICO  Health  offers  the  broadest 
benefits  available.  The  benefits  that 
make  PLICO  Health  better  are: 

— You  cannot  be  cancelled  as  long 
as  you  are  a member  of  OSMA,  and 
continue  to  pay  your  premium. 

— Your  premiums  will  never  be  in- 
creased unless  all  PLICO  premiums 
are  increased. 

— Coverage  is  provided  for  any  un- 
married dependent  child. 

— In  the  event  of  death  of  the  in- 
sured coverage  for  the  insured’s  spouse 
and  dependents  will  continue. 

— FVeedom  of  choice  to  use  the  hos- 
pital or  physician  of  your  choice. 

— Premiums  always  fairly  reflect 
losses. 

PLICO  Health  currently  has  over 
7600  policies  in  force  which  represents 
in  excess  of  17,000  insured  individu- 
als. 

During  1990,  43,707  claims  were 
processed  and  a total  of  $15,994,694 
in  benefits  was  paid  on  those  claims. 

Since  inception  of  the  plan, 
340,568  claims  have  been  processed 
and  $89,119,392  in  benefits  has  been 
paid  to  the  PLICO  insured  physicians 
and  their  families  and  the  physicians’ 
employees  and  their  families. 

Audit  Committee.  The  Audit 
Committee  consists  of  three  PLICO 
Board  members.  This  committee  re- 
views the  annual  audit  conducted  by 
Grant  Thorton.  The  committee  pre- 
sents the  audit  to  the  PLICO  Board. 

The  Audit  Committee  also  reviews 
the  actuarial  report  of  Milliman  & 
Robertson  and  presents  this  report  to 
the  PLICO  Board. 

Executive  Committee.  The 
Executive  Committee  consists  of  the 
chairman  of  each  committee,  the 
executive  director  of  the  Oklahoma 
State  Medical  Association  and  is 
chaired  by  the  Chairman  of  the  PLICO 
Board  of  Directors. 

This  committee  sets  the  agenda  for 
the  Board  meetings,  and  is  empowered 
to  act  for  the  full  Board  on  PLICO  bus- 
iness if  necessary. 


Report  of  the 
OSMA  AUXILIARY 

Subject:  Annual  Report 
Presented  by:  Nora  H.  White, 

Auxiliary  President 
Referred  to:  Reference  Committee  I 

As  I began  my  year  as  President 
of  the  OSMA  Auxiliary,  I said  to  the 
members,  “Let’s  talk,”  and  talk  I did 
as  I traveled  over  6,000  miles  and  vis- 
ited county  auxiliaries  throughout  the 
state. 

We  talked  about  the  state  of 
medicine,  the  value  of  the  volunteer, 
membership,  legislation,  AMA-ERF, 
the  Physician  Recovery  Foundation 
Fund,  and  health  projects.  And  I’m 
happy  to  report  it  was  a good  year. 

Membership  is  always  a priority 
and  what  better  way  to  gain  members 
than  through  personal  communica- 
tion. This  is  accomplished  through 
county  auxiliary  visits  by  the  state 
president  and  president-elect,  mail- 
ings, and  many,  many  phone  calls 
throughout  the  year.  As  a result,  mem- 
bership is  up  approximately  4%  in 
Oklahoma. 

To  help  train  new  leaders,  six 
county  presidents-elect  attended  the 
AMA  Auxiliary  Leadership  Conflu- 
ence. This  confluence  is  held  twice  a 
year  in  Chicago  and  is  most  beneficial 
in  helping  auxiliary  members  realize 
their  potential  not  only  as  leaders,  but 
in  many  areas  of  human  relations.  On 
a state  level,  a leadership  workshop 
was  held  in  early  fall.  Our  speaker  was 
Mary  Strauss,  a past  president  of  the 
AMA  Auxiliary.  She  focused  on  every- 
one’s potential  and  different  styles  of 
leadership. 

Legislatively,  many  Auxiliary 
members  were  involved  in  various 
areas  of  campaigning  during  this  year 
of  elections.  As  I traveled,  I spoke  of 
the  mandatory  assignment  bill  that 
was  expected  to  come  up  and  urged  all 
counties  to  have  phone  banks  in  place. 
This  past  year  102  auxiliary  members 
paid  OMPAC/AMPAC  dues.  This  is 
another  way  we  are  involved  in  the 
legislative  process.  Also,  this  year 
OMPAC  and  the  Auxiliary  have  placed 
Sherry  Strebel’s  name  in  nomination 
for  the  Belle  Chenault  Award  granted 
every  two  years  by  AMPAC  to  someone 
who  has  been  very  involved  in  political 
campaigns.  Results  will  not  be  known 
until  June. 


AMA-ERF  donations  to  date  are 
$34,337.74.  This  is  up  from  last  year. 
Our  new  fundraiser  “Fitness  Form” 
was  very  well  received,  especially  by 
you,  the  physician.  Thank  you  to  all 
who  participated. 

Throughout  the  state  Auxiliary 
members  were  informed  about  the 
Physician  Recovery  Foundation  Board, 
a new  joint  program  of  the  OSMA  and 
the  OSMA  Auxiliary.  Once  again  the 
physicians  were  most  generous.  Not 
only  is  the  Auxiliary  grateful  to  the 
physicians,  but  also  the  ones  you  will 
help. 

Health  projects  throughout  the 
state  are  numerous  and  varied.  Aux- 
iliary members  are  involved  in  sub- 
stance and  alcohol  abuse  education, 
AIDS  education,  adolescent  health, 
child  abuse  prevention  programs,  vis- 
ion screening,  and  health  clinics  at 
daycare  shelters  for  the  homeless  to 
name  just  a few.  Financially  they  sup- 
port hospice,  day  shelters  for  the  home- 
less, child  abuse  agencies  and  many 
more  health-related  groups.  This  year 
our  state  is  a contributing  member  to 
California’s  San  Mateo  County  Aux- 
iliary’s “Metal  Implant  Bank”  which 
sends  orthopedic  supplies  to  non- 
military hospitals  in  Mexico  and  Latin 
America. 

Our  Health  Education  Foundation 
this  year  for  the  first  time  was  able  to 
award  four  nursing  school  scholar- 
ships to  outstanding  nursing  students 
from  four  state  nursing  schools  and 
also  two  grants  to  county  auxiliaries 
to  help  with  worthwhile  health  pro- 
jects. • 

The  Auxiliary  is  very  proud  of 
Sherry  Strebel  who  will  be  installed 
in  June  as  Oklahoma’s  first  president 
of  the  AMA  Auxiliary.  Plans  are  un- 
derway for  all  Oklahomans  to  attend 
the  AMA  and  AMA  Auxiliary  annual 
meeting  in  Chicago  to  have  a most 
memorable  and  enjoyable  time. 

The  Auxiliary  expresses  its 
deepest  gratitude  to  the  Board  of  Trus- 
tees, the  House  of  Delegates,  and  all 
of  you  for  your  continued  support.  You 
have  our  promise  that  we  will  continue 
to  work  for  medicine’s  cause  whenever 
and  however  needed. 

Respectfully  submitted, 

Nora  H.  White,  President 
OSMA  Auxiliary 
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Report  of  the 
OKLAHOMANS  AGAINST 
LAWSUIT  ABUSE  COALITION 

Subject:  Annual  Report 
Presented  by:  Lyle  Kelsey,  OALA 

Executive  Director 
Referred  to:  Reference  Committee  I 

Introduction 

The  Coalition  of  Oklahomans 
Against  Lawsuit  Abuse  (OALA)  com- 
prised of  business  leaders  and  profes- 
sionals, continues  to  seek  legislative 
change  in  the  civil  (tort)  statutes.  The 
coalition  has  introduced  legislation 
and  monitored  bills  on  general,  profes- 
sional and  product  liability.  Several 
changes  have  been  made  over  the  years 
that  have  improved  the  defense  side  of 
liability  cases.  Punitive  damages  are 
capped  at  a level  equal  to  actual  dam- 
ages; there  is  a 7-year  statute  of  limi- 
tations on  minors  and  imcompetents; 
and  a judge  can  fine  plaintiff  counsel 
up  to  $10,000  for  filing  an  unmeritori- 
ous  lawsuit.  Several  statutes  protect 
professional  groups  when  performing 
peer  review  and  some  of  the  media/ 
press  sensation  has  been  removed  by 
eliminating  the  dollar  amount  for 
which  a suit  is  filed. 

Current  Activities 

The  1990-91  legislative  session  has 
produced  a number  of  tort  bills  affect- 
ing both  sides  of  the  courtroom.  OALA 
introduced  and  supported  a number  of 
bills  dealing  with  statute  of  limita- 
tions, collateral  sources,  and  con- 
tingency fees. 

Bills  Supported  By  OALA 

SB  467  Placing  caps  on 

Sen.  Mike  Fair  contingency  fees  in 

certain  types  of 
cases. 

Status:  Held  over- 
Sen.  Judiciary- 1992. 
SB  468  Establishing  a 

Sen.  Mike  Fair  statute  of  limita- 

tions of  two  years  for 
personal  injury 
caused  by  a product 
or  professional  ser- 
vice. 

Status:  Held  over- 
Sen.  Judiciary- 1992. 


OKI.AHOMANS  AGAINST  LAWSUIT  ABUSE 

FINANCIAL  STATEMENT 

THRU  MARCH  31,  1991 

Income: 

Initial  Assessment  ( 1985-1986)  $491,994 

Interest  earned  (7/87-12/90)  105,574 

OSMA  Tort  Reform  Assessment  balance 

$.597,568 

Contributions  from  other  sources  (1986-1991) 

111,148 

Total  Income 

$708,716 

Expenses:  (1986—4/91) 

Administrative 

$173,043 

Advertising 

116,749 

Office 

70,604 

Legal 

17,911 

Total  Expenses 

$378,307 

Balance 

$330,409 

SB  495 

Sen.  Mike  Fair 


HB  1194 


Placed  limita- 
tions on  companies 
offering  a claims- 
made  policy  for  lia- 
bility. 

Status:  Held  over- 
Sen.  Judiciary- 1992. 
Allows  provision 


Rep.  Ray  Vaughn  for  change  of 
Sen.  Howard  venue  in  civil 

Hendrick  cases. 

Status:  Signed  by 
Governor  4-2-91 
Raise  the  cost  of 
copying  medical  re- 
cords from  ten  cents 
to  fifteen  cents. 
Status:  Held  over- 
Sen.  Judiciary- 1992 
Would  establish  a 
Rep.  Charles  Key  judicial  evaluation 
based  on  perfor- 
mance of  judges. 
Status:  Held  over- 
House  Judiciary- 
1992 


HB  1291 
Sen.  Bill  Mickle 


HB  1355 


HB  1360  Would  hold  juries 

Rep.  Charles  Key  responsible  for  de- 
termining law  as 
well  as  fact  (crimi- 
nal). 

Status:  Held  over- 
House  Judiciary- 
1992 

HB  1653  Would  allow  for 

Rep.  Charles  Key  admission  into  evi- 
dence of  proof  of  all 
collateral  sources. 
Status:  Held  over- 
House  Judiciary- 
1992. 


The  opposition  introduced  legisla- 
tion to  ease  qualifications  of  expert 
witnesses  and  restrict  access  to  medi- 
cal record  information  by  the  defense 
counsel. 


Bills  Opposed  By  OALA 

SB  232  Required  an  ap- 

Sen.  Bill  Mickle  plication  to  the 
court  for  release 
of  records  and  testi- 
mony upon  determi- 
nation that  it  is 
material  and  rele- 
vant. 

Status:  Held  over- 
House  Judiciary- 
1992 


SB  263  Eliminating  the 

Rep.  Lewis  Long 

Rep.  Russ  Roach  requirement  to  es- 
tablish the  founda- 
tion facts  for  an  ex- 
pert witness. 

Status:  Held  over- 
Sen.  Judiciary- 1992 
HB  1509  Would  allow  a 

Rep.  Gary  Taylor  claimant  to  initiate 
legal  action  against 
an  insurer  for  viola- 
tion of  the  Unfair 
Claims  Settlement 
Act  or  Claims  Re- 
stitution act. 

Status:  Held  over- 
House  Judiciary- 
1992 


A current  accounting  of  the  OSMA 
Tort  Reform  Asessment  Account  is  at- 
tached. 


Respectfully  submitted, 

Lyle  R.  Kelsey,  OALA  Executive 
Director 
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Report  of  the 
OSMA  FIELD  OFFICE 

Subject:  Annual  Report 
Presented  by:  Robert  W.  Baker,  III, 
Associate  Director 
Referred  to:  Reference  Committee  I 

Introduction 

The  OSMA  Field  Office  began  oper- 
ations on  July  3,  1990.  Respon- 
sibilities of  the  office  include  serving 
the  needs  of  OSMA  physician  mem- 
bers, particularly  in  county  societies 
that  do  not  have  paid  staff.  The  Field 
Office  is  responsibile  for  conducting 
the  Association’s  County  Society  rela- 
tions program,  as  well  as  serving  as 
staff  support  for  a number  of  OSMA 
Councils  and  Committees.  Activities 
of  the  OSMA  Field  Office  are  governed 
by  the  OSMA  Executive  Committee 
and  Board  of  Trustees. 

Review  of  Activities 

The  activities  of  the  OSMA  Field 
Office  provide  an  additional  benefit  of 
OSMA  membership.  Various  visits  to 
county  societies,  hospitals,  physicians’ 
offices,  and  congressional  offices  serve 
to  complement  the  work  of  the  estab- 
lished councils  and  committees  of  the 
OSMA. 

An  outline  of  Field  Office  activities 
follows.  More  detailed  information  re- 
garding these  activities  is  available 
upon  request. 

• Met  with  Tulsa  Mayor  Rodger  A. 
Randle  to  discuss  health  issues 

• Visited  with  congressional  candi- 
dates of  Congressional  District  II 
and  III 

• Visited  Campaigns  of  each  candi- 
date for  Governor 

• Attended  Ad  Hoc  Committee  on  Pre- 
natal Care  in  Tulsa 

• Met  with  Senate  Appropriation 
Chairman,  Stratton  Taylor,  in 
Claremore 

• Attended  Eastern  Oklahoma  meet- 
ing of  National  Practitioner  Data 
Bank 

• Communicated  OSMA  positions  to 
Oklahoma  Congressional  Delega- 
tion offices  “in-district”  and  in 
Washington,  DC 

• Attended  OSMA  Student  Picnic  in 
Oklahoma  City 

• Met  with  physicians  and  Pittsburg 
County  Medical  Society  on  two  occa- 
sions 


• Attended  Oklahoma  Foundation  for 
Excellence  Event 

• Attended  Garfield  County  Medical 
Society  Meeting 

• Attended  O.U.  College  of  Medicine— 
Tulsa  Centennial  Celebration 

• Organized  and  attended  two  meet- 
ings of  the  Hospital  Medical  Staff 
Section 

• Organized  and  attended  meetings 
of  Young  Physicians  and  Resident 
Sections 

• Organized  and  attended  meetings 
of  OMPAC  Board  of  Directors  in 
Tulsa  and  Oklahoma  City 

• Met  on  numerous  occasions  with 
Comanche-Cotton-Tillman  Medical 
Society  Executive  Jane  Van  Wey 

• Traveled  to  Washington,  DC  to  meet 
with  Congressional  Delegation  on 
two  occasions 

• Met  with  AMPAC  Board  of  Direc- 
tors in  Houston,  Texas 

• Assisted  AMPAC  with  “Get  out  the 
vote”  drive  for  OMPAC  Congres- 
sional candidates 

• Attended  legislative  reception  in 
Lawton,  Oklahoma 

• Attended  AMA  interim  meeting  — 
AMA  YPS,  AMA  RPS 

• Met  with  Tulsa  County  Medical  So- 
ciety Executive  Committee  to  dis- 
cuss elections  and  issues 

• Attended  Health-Care  Forum  spon- 
sored by  Senator  Nickles 

• Organized  and  attended  two  Coun- 
cil on  Governmental  Activities 
meetings 

• Attended  Council  on  State  Legisla- 
tion Meetings 

• Planned  first  meeting  of  Rural 
Caucus 

• Contacted  area  legislators  to  dis- 
cuss OSMA  issues 

• Attended  Payne-Pawnee  County 
Medical  Society 

• Met  with  Lt.  Governor 

• Met  with  Governor’s  staff 

• Attended  Tulsa  County  Doctor’s 
Day/Inauguration  of  President 

• Visited  the  following  hospitals: 

— Muskogee  Regional  Medical 
Center 

— Sallisaw-Sequoyah  Memorial 
Hospital 

— Broken  Arrow  Medical  Center 
— Okmulgee  Medical  Center 
— Henryetta  Medical  Center 
— Okemah-Creek  Nation  Commu- 
nity Hospital 

— Sapulpa-Bartlett  Memorial 
Medical  Center 


— Bristow  Memorial  Hospital 
— Stroud  Municipal  Hospital 
— Claremore  Regional  Medical 
Center 

— Pryor-Grand  Valley  Hospital 
— Vinita-Craig  General  Hospital 
— Miami-Baptist  Regional  Health 
Center 

— Ponca  City-St.  Joseph  Regional 
Health  Center 

— Bartlesville-Jane  Phillips  Medi- 
cal Center 

— Stillwater  Medical  Center 

• Assisted  local  news  media  with  in- 
formation on  health  issues 

• Attended  East  Central  County  Med- 
ical Society  Meeting 

Conclusion 

Overall,  I believe  that  the  OSMA 
Field  Office  has  had  a productive  first 
year  of  operation.  The  County  Society 
Relations  Program  has  assisted  a 
number  of  societies,  and  I welcome  in- 
vitations to  visit  more  county  societies 
in  the  months  ahead. 

It  has  been  my  pleasure  to  have 
served  the  physicians  of  the  Oklahoma 
State  Medical  Association  through  the 
OSMA  Field  Office.  I believe  that  the 
activities  of  the  Field  Office  have  not 
only  provided  an  additional  benefit  of 
membership  in  the  OSMA,  but  also 
served  to  strengthen  the  OSMA 
through  the  office’s  visibility  through- 
out Oklahoma. 

Respectfully  submitted, 

Robert  W.  Baker,  III,  Associate 
Director 


Report  of  the 
OKLAHOMA  STATE 
MEDICAL  ASSOCIATION- 
EDUCATION  AND 
RESEARCH  FOUNDATION 

Subject:  Annual  Report 
Presented  by:  David  Bickham, 
Incorporator 

Referred  to:  Reference  Committee  I 

In  October,  1990,  the  Oklahoma 
State  Medical  Association  formed  a 
separate  not-for-profit  organization  to 
be  known  as  the  OSMA-Education 
and  Research  Foundation,  Inc.  The 
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purpose  of  the  corporation  was  to  give 
the  OSMA  a vehicle  that  it  could  use 
to  accept  donations  and  contributions 
not  only  from  its  members  but  also 
from  the  general  public  to  support 
medical  education,  research  activities, 
impaired  physician  activities,  medical 
student  grant  and  loan  programs,  and, 
where  appropriate,  community  health 
and  education  programs. 

Application  was  made  to  the  Inter- 
nal Revenue  Service  to  have  the  Okla- 
homa not-for-profit  corporation  desig- 
nated as  a 501(c)(3)  under  the  Internal 
Revenue  Code  as  adopted  by  the 
United  States  Congress.  The  OSMA 
has  now  been  notified  by  the  district 
director  of  the  Internal  Revenue  Ser- 
vice that  the  designation  has  been 
granted  to  the  Foundation. 

Under  the  IRS  rules,  donations  or 
contributions  to  a 501(c)(3)  organiza- 
tion are  tax  deductible  as  charitable 
contributions.  In  addition,  bequeaths, 
legacies,  devices,  transfers,  or  gifts  to 
the  Foundation  are  deductible  for  fed- 
eral estate  and  gift  tax  purposes  if  they 
meet  certain  requirements. 

The  advantage  to  the  OSMA  in 
having  a Foundation  with  the  501(c)(3) 
designation  is  it  can  seek  donations 
and  contribuitions  from  any  source 


and  is  not  limited  just  to  solicitations 
from  its  own  members.  It  is  antici- 
pated that  such  a statewide  campaign 
will  be  conducted  in  the  near  future 
in  order  to  begin  to  accumulate  funds 
for  the  various  Foundation  activities. 
Members  of  the  OSMA  will  be  encour- 
aged to  not  only  make  direct  contribu- 
tions, but  also  to  remember  the  Foun- 
dation through  provisions  in  wills  and 
by  transfers  and  gifts  as  a part  of  a 
formal  estate  planning  activity. 

The  Foundation  is  set  up  in  such  a 
way  as  to  be  able  to  accept  “dedicated” 
or  special  donations  or  contributions 
to  go  for  very  specific  projects.  As  an 
example,  if  someone  wished  to  start 
an  endowment  fund  to  create  a special 
“chair”  at  the  University  Health  Sci- 
ences Center,  this  could  be  handled 
through  the  Foundation.  Contribu- 
tions made  to  the  special  fund  would 
be  segregated  and  retained  until 
enough  money  was  accumulated  to 
fund  the  full  project.  The  Foundation 
could  also  accept  general  contribu- 
tions to  be  used  for  any  of  its  activities. 

Another  example  would  be  the  im- 
paired physician  program.  This  has  al- 
ready been  expanded  to  other  health 
care  professionals,  including  osteo- 
pathic physicians  and  podiatrists.  It 


would  be  possible  to  expand  it  even 
further  to  include  pharmacists, 
lawyers,  accountants,  and  anyone  else 
in  need  of  help  because  of  drug  or  al- 
cohol impairment.  Contributions 
could  then  be  sought  from  anyone  and 
either  dedicated  to  the  “impaired  pro- 
fessional” fund  in  general  or  to  a spe- 
cial fund  for  specific  professionals. 
Where  individuals  that  are  not  medi- 
cal doctors  or  related  to  medical  doc- 
tors might  be  reluctant  to  make  a 
contribution  to  the  Oklahoma  State 
Medical  Association,  a contribution  to 
the  Educaton  and  Research  Founda- 
tion dedicated  to  a special  fund  might 
be  more  palatable. 

A fund  raising  campaign  for  the 
Foundation  will  be  developed  over  the 
next  few  months. 

Respectfully  submitted, 

Perry  Lambird,  MD,  Director 
Billy  Dotter,  MD,  Director 
James  Funnell,  MD,  Director 
David  Bickham,  Incorporator 
Claudia  Kamas,  Incorporator 
Ed  Kelsay,  Incorporator 


I 


i 


Among  those  leading  the  OSMA  this  year  will  be  (I  to  r):  Norman  L.  Dunitz,  MD,  AMA  delegate;  Jay  A.  Gregory,  MD,  vice-chair.  Board  of 
Trustees;  David  M.  Selby,  MD,  PLICO  board;  Mary  Anne  McCaffree,  MD,  vice-speaker.  House  of  Delegates;  Richard  L.  Martin,  MD,  trustee; 
Elaine  N.  Davis,  MD,  secretary-treasurer;  Sara  R.  DePersio,  MD,  chair.  Board  of  Trustees;  Ron  M.  Kreger,  MD,  trustee;  Billy  Dale  Dotter, 
MD,  president;  Michael  |.  Haugh,  MD,  AMA  delegate;  Ed  L.  Calhoon,  MD,  AMA  delegate;  Gary  F.  Strebel,  MD,  AMA  alternate  delegate; 
Douglas  G.  Cox,  MD,  alternate  trustee;  James  B.  Eskridge  III,  MD,  PLICO  board;  William  O.  Coleman,  MD,  AMA  delegate;  Boyd  O.  Whitlock, 
MD,  trustee;  James  D.  Funnell,  MD,  president-elect;  and  Edward  J.  Tomsovic,  MD,  AMA  alternate  delegate. 
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REFERENCE  COMMITTEE  II 


Reference  Committee  II 

REPORTS  TO  THE 
HOUSE  OF  DELEGATES 


Report  of 

REFERENCE  COMMITTEE  II 

Presented  by:  G.  Lance  Miller,  MD, 
Chairman 

Mr.  Speaker  and  Members  of  the 
House  of  Delegates: 

Reference  Committee  II  carefully 
reviewed  the  various  items  referred  to 
it  and  submits  the  following  report: 

(1)  Report  of  the  President 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  President  be  filed  for 
information. 

Your  Reference  Committee  would 
like  to  commend  Perry  Lambird,  MD, 
for  his  exemplary  service  to  his  profes- 
sion and  for  his  excellent  leadership 
of  the  OSMA  this  past  year. 

Doctor  Lambird  should  be  recog- 
nized for  his  leadership  role  in  initiat- 
ing the  Women  in  Medicine  Commit- 
tee. Dr.  Lambird  has  recognized  a 
growing  force  within  the  association 
and  taken  appropriate  steps  to  direct 
its  energy  in  a constructive  and  sup- 
portive way. 

No  one  can  deny  the  significant  im- 
pact that  Dr.  Lambird  has  had  in  the 
area  of  governmental  legislation  and 
regulation. 

The  Association  is  indebted  to  his 
services  as  President. 


(2)  Report  of  the  President-Elect 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  President-Elect  be  filed 
for  information. 

The  members  of  the  Reference 
Committee  anticipate  an  excellent 
year  under  the  leadership  of  Billy  Dale 
Dotter,  MD,  and  convey  their  best 
wishes  to  Dr.  Dotter  as  he  takes  the 
helm.  We  are  confident  that  Dr.  Dotter 
will  lead  our  Association  with 
strength  and  integrity. 

(3)  Report  of  the  Council  on  Pro- 
fessional and  Public  Relations 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Council  on  Professional 
and  Public  Relations  be  filed  for 
information. 

Reference  Committee  II  expresses 
appreciation  to  Warren  V.  Filley,  MD, 
and  the  members  of  this  Council  for 
their  efforts  to  improve  the  image  of 
physicians  to  the  public. 

The  Reference  Committee  com- 
mends the  Council  for  development  of 
new  programs  to  educate  both  physi- 
cians and  the  public. 


The  Reference  Committee  would 
like  to  commend  the  Council  for  its 
efforts  with  the  VIP  program  in  en- 
rolling over  50%  of  the  OSMA  mem- 
bership as  VIP  participating  physi- 
cians. The  Reference  Committee 
would  like  to  urge  the  Council  to  make 
an  extra  effort  to  expand  the  VIP  pro- 
gram, especially  in  those  counties  that 
have  low  participation. 

(4)  Report  of  the  Council  on  Public 
and  Mental  Health 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Council  on  Public  and 
Mental  Health  be  filed  as  amended. 
Your  Reference  Committee  notes 
that  Dr.  Mahaffey  made  the  following 
correction  in  his  report  for  clarifica- 
tion: 

On  Line  18,  after  the  word  “chil- 
dren” and  before  the  word  “in,”  in- 
sert “less  than  age  2.” 

Your  Reference  Committee  wishes 
to  express  thanks  to  Robert  M.  Mahaf- 
fey, MD,  Chairman,  for  his  continued 
efforts  to  make  this  Council  a strong 
voice  in  the  area  of  issues  relating  to 
public  and  mental  health. 

It  is  noted  that  within  the  Council 
there  are  a number  of  physicians  that 
need  to  be  commended  for  their  efforts 
in  chairing  related  committees. 

Your  Reference  Committee  would 
like  to  commend  Ricky  Reeves,  MD, 
Chairman  of  the  Committee  on  HIV 
Related  Issues  (previously  Ad  Hoc 
Committee  on  AIDS);  Mary  Ann 
McCaffree,  MD,  Chairman  of  the 
OSMA  Perinatal  Task  Force;  John  B. 
Nettles,  MD,  Chairman,  Maternal 
Mortality  Committee;  and  Chester 
Bynum,  MD,  Chairman,  Committee 
on  Physicians  and  the  Environment. 

(5)  Report  of  the  Council  on 
Medical  Education 

Mr.  Speaker,  for  purposes  of  this 
report,  the  Reference  Committee  con- 
sidered the  Report  of  the  Council  on 
Medical  Education  to  include  the  Re- 
port of  the  Physician/Nurse  Commit- 
tee; the  Report  of  the  Women  in 
Medicine  Committee;  and  the  Report 
of  the  OSMA/OU  College  of  Medicine 
Liaison  Committee  since  they  are 
under  the  purview  of  this  Council. 


368 


/ O/c/a  State  Med  Assoc,  Vol  84,  July  1991 


Reconi  rn  en  da  t ion  : 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Council  on  Medical  Edu- 
cation be  filed  for  information. 

Mr.  Speaker,  your  Reference  Com- 
mittee was  impressed  by  the  amount 
of  work  done  by  Lofty  L.  Basta,  MD, 
Chairman,  with  regards  to  the  expan- 
sion of  Council  membership  and  em- 
phasis in  broadening  the  Council’s  role 
in  offering  CME  to  physicians  through- 
out the  state. 

Mr.  Speaker,  the  Reference  Com- 
mittee would  like  to  recognize  the 
; leadership  of  Billy  Dale  Dotter,  MD, 
in  chairing  the  Physician/Nurse  Com- 
mittee, as  special  honor  is  given  to 
nurses  during  this  National  Nurses 
Week,  May  6-12,  1991. 

Your  Reference  Committee  would 
like  to  recognize  the  willingness  of 
Rebecca  G.  Tisdal,  MD,  to  accept  the 
chairmanship  of  the  first  OSMA 
j Women  in  Medicine  Committee  and 
I her  efforts  in  organizing  the  first 
I Women  In  Medicine  Forum  during  this 
annual  meeting. 

I Reference  Committee  II  strongly 
supports  the  recommendation  to  make 
' the  Women  in  Medicine  Committee  a 
permanent  committee  of  the  OSMA. 

I The  Reference  Committee  was 
( complimentary  of  the  continued  ef- 
forts to  create  a strong  liaison  between 
t the  OSMA  and  the  OU  College  of 
j Medicine  through  this  established 
, liaison  committee  under  the  able  di- 
1 rection  of  Doctors  John  Alexander  and 
Edward  Brandt,  co-chairs.  The  con- 
tinued strength  of  OSMA  depends  on 
I good  communication  with  the  OU  Col- 
. lege  of  Medicine  staff  and  faculty. 

I 

I 

(6)  Report  of  the  Council  on 
Medical  Services 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Council  on  Medical  Ser- 
vices be  filed  for  information. 

Mr.  Speaker,  your  Reference  Com- 
mittee wants  to  recognize  the  time  and 
effort  expended  by  Ronald  S.  Barlow, 
' MD,  and  the  Council  members  for 
their  professional  work  in  resolving 
grievances  and  peer  review  matters. 
This  Council  performs  a worthwhile 
■ function  in  the  ongoing  operation  of 
OSMA  and  should  be  commended  for 
its  excellent  services. 


Sherry  Strebel  (Mrs  Gary),  Oklahoma  City,  a 
past  president  and  longtime  activist  of  the 
OSMA  Auxiliary,  becomes  president  of  the 
American  Medical  Association  Auxiliary  this 
summer. 


(7)  Report  of  the  Young  Physicians 
Section 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Young  Physicians  Sec- 
tion be  filed  for  information. 

Mr.  Speaker,  your  Reference  Com- 
mittee commends  the  efforts  of  this 
Section  in  trying  to  involve  more 
physicians  under  the  age  of  40  in 
OSMA  activities.  Hopefully,  the  ef- 
forts of  reorganizing  the  governing 
council  and  the  Section  breakfast  will 
have  an  impact  on  more  involvement. 


(8)  Report  of  the  Medical  Students 
Section 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Medical  Students  Sec- 
tion be  filed  for  information. 

Mr.  Speaker,  the  Reference  Com- 
mittee was  very  impressed  with  the 
many  activities  of  this  Section  as  it 
relates  to  awareness  and  involvement 
in  the  medical  association.  We  would 
encourage  the  Section  to  continue  to 
send  representatives  to  the  various 
OSMA  councils  and  committees,  as 
well  as  to  AMA  meetings;  thereby  en- 
hancing their  total  medical  education. 

(9)  Report  of  the  Hospital  Medical 
Staffs  Section 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Hospital  Medical  Staffs 
Section  be  filed  for  information. 
Your  Reference  Committee  would 
like  to  express  its  appreciation  to  Will- 
iam O.  Coleman,  MD,  Chairman,  for 
his  continued  efforts  to  increase  par- 
ticipation by  all  Oklahoma  hospitals 
designating  a representative  to  this 
Section. 

With  more  and  more  emphasis 
being  placed  on  the  relationship  be- 
tween physicians  and  hospitals,  this 
Section  serves  a very  worthwhile  pur- 
pose. 

(10)  Report  of  the  Oklahoma 
Foundation  for  Peer  Review 

Recom  mendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Oklahoma  Foundation 
for  Peer  Review  be  filed  for  infor- 
mation. 

Your  Reference  Committee  noted 
that  the  OFPR  has  responded  to  the 
recommendations  of  last  year’s  Refer- 
ence Committee  to  provide  a written 
annual  report  to  the  OSMA  House  of 
Delegates. 

(11)  Report  of  the  Journal  of  the 
Oklahoma  State  Medical 
Association 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Journal  of  the  Okla- 
homa State  Medical  Association  be 
filed  for  information. 
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RCFERINCC  COMMIlTiE  II 


Mr.  Speaker,  your  Reference  Com- 
mittee extends  congratulations  to  Ray 
V.  McIntyre,  MD,  for  being  reelected 
as  Editor-in-Chief  of  the  OSMA  Jour- 
nal. 

The  Journal  continues  to  receive 
national  awards  which  speaks  very 
highly  of  the  excellent  endeavors  of 
Dr  McIntyre  and  Susan  Records. 

(12)  Resolution  2 — Recognition 
for  MDs  in  Operation  Desert  Storm 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion 2 be  adopted  as  amended,  to 
read  as  follows: 

On  Line  7 after  the  word  “men” 
and  before  the  word  “were”  insert 
“and  women.” 

On  Line  15  after  the  word  “and” 
and  before  the  word  “give,”  delete 
the  word  “finally.” 

On  Line  16  after  the  word  “ef- 
forts” and  before  the  “semicolon” 
(;),  insert  “who  served  in  Desert 
Shield  and  Desert  Storm.” 

Mr.  Speaker,  the  Reference  Com- 
mittee indicated  that  many  women 
physicians  were  also  involved  in  this 
military  action  and  therefore  should 
be  included  in  the  praise  and  commen- 
dation. 

(13)  Resolution  3 — Student 
Lifestyles 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion 1 be  adopted  as  amended,  to 
read  as  follows: 

On  Line  17,  after  the  word  “in- 
deed” and  before  the  word  “state” 
delete  “recognize  this”  and  insert 
“support  educational  programs 
that  deal  with  this.” 

On  Line  18,  after  the  word 
“problem”  and  before  the  “comma” 
(,),  insert  “of  alcoholism.” 

On  Line  20,  after  the  word 
“citizenry,”  add  a “period”  (.).  De- 
lete the  last  Resolved. 

The  Resolved  should  then  read 
as  follows: 

Resolved,  That  the  OSMA  does 
indeed  support  educational  pro- 
grams that  deal  with  this  state  and 
national  problem  of  alcoholism, 
knowing  that  later  in  life  early  al- 
cohol and  drug  habits  take  a terri- 
ble toll  on  the  productiveness  of  our 
citizenry. 


(14)  Resolution  4 — Health  Policy 
Options 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion 4 be  adopted  and  referred  to 
the  OSMA  Council  on  Public  and 
Professional  Relations  and  the 
AMA  House  of  Delegates. 

(15)  Resolution  7 — Insurance 
Coverage  for  Mental  Illness  and 
Chemical  Dependence 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion 7 not  be  adopted  and  the  fol- 
lowing substitute  resolution  be 
adopted  in  its  place: 

Resolved,  That  the  Oklahoma 
State  Medical  Association  support 
legislative  action  requiring  all  in- 
surance companies  and  other  deliv- 
ery payment  systems,  HMOs, 
PPOs,  etc.  doing  business  in  the 
State  of  Oklahoma  to  offer  optional 
coverage  for  mental  illness/chemi- 
cal dependence. 

Mr.  Speaker,  your  Reference  Com- 
mittee heard  considerable  discussion 
concerning  the  issue  of  providing 
coverage  for  mental  illness  and  chem- 
ical dependence.  The  Reference  Com- 
mittee recognized  the  benefits  of  this 
type  of  care  to  patients;  however,  the 
Reference  Committee  was  also  re- 
minded of  the  financial  demands  in- 
herent with  this  type  of  coverage.  It  is 
felt  that  the  amended  Resolve  sup- 
ports the  availability  of  mental  illness 
and  chemical  dependence  coverage 
within  financial  parameters. 

(16)  Resolution  8 — Funding  for 
Mental  Illness  and  Chemical 
Dependence  Services 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion 8 be  adopted. 

(17)  Resolution  10  — National 
Nurses  Week,  May  6-12,  1991 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion 10  be  adopted. 

Mr.  Speaker,  your  Reference  Com- 
mittee strongly  supports  the  recogni- 
tion of  Oklahoma  nurses  through  the 
observance  of  National  Nurses  Week. 


Your  Reference  Committee  recom- 
mends the  continuation  of  the  Physi- 
cian/Nurse Committee  to  improve 
working  relations  between  the  two 
professions. 

(18)  Resolution  11  — Identification 
as  a Physician 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion 11  be  adopted. 

Mr.  Speaker,  Reference  Committee 
II  unanimously  supports  the  concept 
of  this  resolution  in  that  our  honorable 
profession  should  be  separate  and  dis- 
tinct as  medical  doctors  and  physi- 
cians and  not  as  wholesale  health  care 
providers. 

(19)  Late  Resolution  14  — Deaths 
and  Smoking 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Late  Res- 
olution 14  not  be  adopted. 

Mr.  Speaker,  your  Reference  Com- 
mittee listened  to  debate  on  this  issue 
and  while  the  Reference  Committee  is 
sympathetic  with  the  intent  of  the  res- 
olution to  extoll  the  dangers  of  second- 
hand smoke,  it  is  concerned  about  the 
legal  ramifications  of  notation  on  the 
death  certificate  since  there  is  not  suf- 
ficient medical  verification  of  deaths 
related  to  second-hand  smoke. 

(20)  Late  Resolution  18  — 
Continuing  Medical  Education 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Late  Res- 
olution 18  not  be  adopted  and  be 
referred  back  to  the  Council  on 
Medical  Education  for  restudy  and 
clarification. 

Mr.  Speaker,  your  Reference  Com- 
mittee listened  to  a great  deal  of  dis- 
cussion concerning  this  resolution  and 
felt  the  Resolved  did  not  clearly  define 
the  task  of  the  oversight  body  and 
raised  concerns  about  the  budgetary 
requirement  to  accomplish  this  task. 

(21)  Late  Resolution  20  — 
Pregnancy  Planning 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Late  Res- 
olution 20  not  be  adopted  and  the 
following  substitute  resolution  be 
adopted: 


370 


/ Okla  State  Med  Assoc,  Vol  84,  July  1991 


Resolved,  That  the  Oklahoma 
State  Medical  Association  support 
quality  programs  which  encourage 
planning  for  pregnancy;  and  be  it 
further 

Resolved,  That  the  OSMA  urge 
health  care  professionals  providing 
care  for  women  of  reproductive  age 
to  assist  them  in  planning  for  preg- 
nancy; and  be  it  further 

Resolved,  That  the  OSMA  sup- 
port age-appropriate  education  in 
esteem-building,  decision-making, 
and  family  life  in  an  effort  to  intro- 
duce the  concept  of  planning  for 
childbearing  in  the  educational 
process. 

(22)  Late  Resolution  21  — 
Speakers’  Bureau 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  Late  Resolu- 
tion 21  be  adopted. 

Mr.  Speaker,  your  Reference  Com- 
mittee commends  the  Pontotoc- 
Johnston-Murray  County  Medical  So- 
ciety for  introduction  of  this  resolution 
in  its  effort  to  educate  the  public  con- 
cerning medical  issues. 

(23)  Late  Resolution  22  — WIC 
Program 

Recom  mendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  Late  Resolu- 
tion 22  be  adopted  as  amended. 

On  Line  14,  after  the  word  “sup- 
port” and  before  the  word  “the,”  de- 
lete the  words  “expansion  of.” 

Mr.  Speaker,  Reference  Committee 
II  heard  considerable  testimony  pro 
and  con  concerning  the  Women,  In- 
fants and  Children  (WIC)  Medicaid 
program.  The  Reference  Committee 
recommends  that  OSMA  support  the 
continuation  of  the  program. 

(24)  Late  Resolution  29  — Single- 
Zone  Payment  System 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Late  Res- 
olution 29  be  adopted. 

Mr.  Speaker,  your  Reference  Com- 
mittee commends  the  Council  on  Med- 
ical Services  for  its  expedient  effort  to 
the  Oklahoma  State  Employees  Insur- 
ance Plan  as  to  the  unacceptable 
three-zone  payment  schedule. 


Your  Reference  Committee  recom- 
mends that  this  resolution  be  trans- 
mitted to  tbe  administration  and 
board  of  the  state  insurance  plan  for 
implementation  of  a single-zone  pay- 
ment schedule. 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  adoption  of  the 
Report  of  Reference  Committee  II,  as 
amended,  as  a whole. 

Mr.  Speaker,  this  concludes  the  re- 
port of  Reference  Committee  11.  Your 
Reference  Committee  wishes  to  thank 
all  who  participated  in  the  hearing 
and  contributed  to  the  preparation  of 
this  report. 

Respectfully  submitted, 

G.  Lance  Miller,  MD,  Tulsa,  Chairman 
R.  Timothy  Coussons,  MD, 

Oklahoma  City 
Douglas  C.  Cox,  MD,  Grove 
Royice  B.  Everett,  MD, 

Oklahoma  City 
Lyle  Kelsey,  Staff 
Susan  Tindall,  Staff 


Report  of  the 
COUNCIL  ON 
PROFESSIONAL  AND 
PUBLIC  RELATIONS 

Subject:  Annual  Report 
Presented  by:  Warren  V.  Filley,  MD, 
Chairman 

Referred  to:  Reference  Committee  II 

Introduction 

The  Council  on  Professional  and 
Public  Relations  is  responsible  for  in- 
ternal and  external  communications 
of  the  Oklahoma  State  Medical  Associ- 
ation, including  maintaining  under- 
standing about  medical  issues  among 
patients  and  physicians  and  keeping 
members  informed  about  policies  of 
the  Association. 

Review  of  Activities 

The  Council  remained  active  this 
year  in  overseeing  the  OSMA’s  Very 
Important  Patient  program.  Last  year 
at  this  time  some  1,000  OSMA  mem- 
bers were  VIP  doctors.  Today  that 
number  has  reached  nearly  1,700. 


The  VIP  program  is  designed  to 
identify  low  income  Medicare  patients 
for  whom  physicians  will  take  Medi- 
care assignment.  The  program  con- 
tinues to  be  an  effective  tool  in  clearly 
demonstrating  physicians’  concern  for 
their  Medicare  patients.  It  also  serves 
as  a symbol  of  cooperation  between 
senior  citizens  and  physicians. 

A statistical  breakdown  of  VIP 
physicians  by  county  is  part  of  this 
report. 

The  Council  will  continue  efforts 
to  publicize  the  program  with  the  pub- 
lic, physicians,  and  physician  office 
personnel. 

The  Council  worked  with  KTOK 
radio  in  Oklahoma  to  produce  several 
“Viewpoint”  commentaries  delivered 
by  the  OSMA  President. 

In  an  effort  to  get  medicine’s  word 
to  a broader  audience,  the  Council  pro- 
duced a series  of  “infomercials”  that 
were  broadcast  over  the  statewide 
Oklahoma  News  Network.  The  info- 
mercials were  mostly  on  medical  top- 
ics but  the  format  is  designed  to  allow 
for  editorial  comment  on  socioeconomic 
or  political  topics  as  well. 

The  Council  will  explore  combin- 
ing several  infomercials  on  a cassette 
and  distribute  to  physicians  to  use  on 
their  telephone  systems  when  people 
are  on  hold. 

The  Council  has  reviewed  the 
OSMA’s  entire  Medical  Update  Series. 
Several  pamphlets  will  be  discon- 
tinued because  they  are  out  of  date. 
Several  others  will  be  revised.  The 
Council  identified  a number  of  topics 
for  new  pamphlets  that  will  be  pro- 
duced. 

The  Council  has  received  a commit- 
ment from  the  Oklahoma  Chapter  of 
the  American  Academy  of  Family 
Practice  to  cosponsor  a “phon-a-thon” 
in  which  the  public  would  be  invited 
to  ask  questions  of  a physician. 

The  Council’s  Medicare  Education 
Subcommittee  met  once  to  prepare  for 
what  were  then  thought  to  be  major 
campaigns  to  seek  a single  Medicare 
reimbursement  zone  in  Oklahoma  and 
to  avert  a Mandatory  Law  in  Okla- 
homa. When  these  two  goals  were  ac- 
complished through  political  means, 
it  was  not  necessary  for  the  subcom- 
mittee to  meet  again.  However,  the 
subcommittee  can  be  reactivated  if 
necessary. 

In  other  areas,  the  Council  serves 
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as  the  OSMA’s  liaison  with  both  print 
and  broadcast  media  across  the  state. 

The  Council  is  responsible  for  pro- 
duction of  the  monthly  OSMA  News 
and  contributes  material  on  occasion 
to  the  Journal  of  the  OSMA. 

The  Council  looks  forward  to  work- 
ing with  other  councils  and  auxiliary 
to  identify  programs  that  will  portray 
physicians  positively,  offer  education 
on  medicine  and  health  to  the  public, 
and  serve  the  public  health. 

Recommendations 

1)  Continue  to  produce  the  OSMA 
News. 

2)  Support  VIP  Program. 

3)  Write  KTOK  Viewpoint. 

4)  Produce  Infomercials  for  Okla- 
homa News  Network. 

5)  Produce  telephone  cassettes  for 
physician  offices. 

6)  Produce  Medical  Updates. 

7)  Work  with  Specialty  Societies 
to  develop  cooperative  programs. 

8)  Produce  radio  and/or  television 
public  service  announcements  as 
needed. 

Respectfully  submitted, 

Warren  F.  Riley,  MD,  Chairman 

John  W.  Phillips,  MD,  Vice-Chairman 

Steven  L.  Fillmore,  MD 

Tim  L.  Grode,  MD 

James  C.  King,  III,  MD 

Charles  L.  Lackey,  MD 

Gary  L.  Massad,  MD 

L.  Sam  Musallam,  MD 
Ruth  H.  Oneson,  MD 
Gary  L.  Paddack,  MD 
Michael  R.  Talley,  MD 

M.  Michael  Sulzycki,  OSMA  Staff 


VIP  Participating  Physicians  by  County: 

Adair  — 4 
Stilwell  4 


Alfalfa  — 0 

Atoka  — 2 
Atoka  2 

Beaver  — 0 

Beckham  — 8 
Elk  City  8 

Blaine  — 2 
Watonga  2 

Bryan  — 7 
Durant  7 

Caddo  — 1 
Hinton  1 

Canadian  — 5 

El  Reno  2 
Mustang  2 
Yukon  1 

Carter  — 39 
Ardmore  37 
Healdton  1 
Ratliff  City  1 

Cherokee  — 4 
Tahlequah  4 

Choctaw  — 5 

Hugo  5 

Cimarron  — 0 

Cleveland  — 33 

Norman  29 
Moore  4 

Coal  — 1 
Coalgate  1 

Comanche  — 19 

Lawton  19 

Cotton  — 0 

Craig  — 1 
Ketchum  1 

Creek  — 11 
Drumright  3 
Sapulpa  8 

Custer  — 7 
Clinton  2 
Weatherford  5 

Delaware  — 5 

Grove  4 
Kansas  1 

Dewey  — 3 

Selling  3 

Ellis  — 2 
Shattuck  2 

Garfield  — 28 

Enid  28 

Garvin  — 7 

Pauls  Valley  4 
Stratford  2 
Lindsay  1 

Grady  — 7 
Chickasha  7 

Grant  — 1 
Wakita  1 

Greer  — 5 
Mangum  5 

Harmon  — 1 

Hollis  1 


Harper  — 0 

Haskell  — 2 
Stigler  2 

Hughes  — 0 

Jackson  — 13 

Altus  13 

Jefferson  — 1 

Ryan  1 

Johnston  — 3 

Tishomingo  3 

Kay — 9 

Blackwell  1 
Ponca  City  7 
Tonkawa  1 

Kingfisher  — 1 

Okarche  1 

Kiowa  — 5 

Hobart  5 

Latimer  — 2 
Wilburton  2 

LeFlore  — 7 

Poteau  7 

Lincoln  — 3 

Prague  3 

Logan  — 4 
Crescent  1 
Guthrie  3 

Love  — 0 

McClain  — 1 

Purcell  1 

McCurtain  — 2 
Broken  Bow  2 

McIntosh  — 4 

Checotah  1 
Eufaula  3 

Major  — 0 

Marshall  — 0 

Mayes  — 2 

Locust  Grove  1 
Pryor  1 

Murray  — 2 

Sulphur  2 

Muskogee  — 40 

Muskogee  40 

Noble  — 0 
Nowata  — 0 

Okfuskee  — 4 

Okemah  2 
Weleetka  2 

Oklahoma  — 688 

Bethany  9 
Del  City  2 
Edmond  13 
Midwest  City  30 
OKC  634 

Okmulgee  — 10 

Henryetta  2 
Okmulgee  8 

Osage  — 2 
Pawhuska  2 

Ottawa  — 2 
Miami  2 

Pawnee  — 0 


Payne  — 20 
Cushing  4 
Stillwater  16 

Pittsburg  — 13 

McAlester  13 

Pontotoc  — 9 
Ada  8 
Allen  1 

Pottawatomie  — 57 

Shawnee  56 
Tecumseh  1 

Pushmataha  — 0 

Roger  Mills  — 2 

Cheyenne  2 

Rogers  — 6 
Claremore  6 

Seminole  — 8 

Seminole  6 
Wewoka  2 

Sequoyah  — 2 

Sallisaw  2 

Stephens  — 8 

Duncan  6 
Marlow  2 

Texas  — 4 
Guymon  4 

Tillman  — 1 
Frederick  1 

Tulsa  — 499 

Broken  Arrow  5 
Collinsville  1 
Glenpool  1 
Jenks  3 
Sand  Springs  6 
Skiatook  1 
Tulsa  482 

Wagoner  — 0 

Washington  — 18 

Bartlesville  18 

Washita  — 1 
Cordell  1 

Woods  — 1 
Alva  1 

Woodward  — 9 

Mooreland  1 
Woodward  8 

Total  = 1.673 
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Report  of  the 
COUNCIL  ON 
PUBLIC  AND 
MENTAL  HEALTH 

(Amended) 

Subject:  Annual  Report 
Presented  by;  Robert  M.  Mahaffey, 

MD,  Chairman 

Referred  to:  Reference  Committee  II 

Introduction 

It  is  the  goal  of  the  Council  on  Pub- 
lic and  Mental  Health  to  provide  the 
citizens  of  the  state,  as  well  as  OSMA 
members,  with  timely  information  re- 
garding the  medical  aspects  of  public 
health  and  oversee  needed  programs 
in  those  areas. 

Review  of  Activities 

This  Council,  as  always,  remains 
one  of  the  OSMA’s  most  active. 

Perinatal  care  and  access  to  health 
care  continue  to  be  primary  areas  of 
concern  for  the  Council. 

In  order  to  address  the  issue  of  pre- 
natal and  obstetrical  care  in  Okla- 
homa in  a non-partisan  manner,  the 
Council  recommended  that  the  OSMA 
appoint  a blue  ribbon,  inter-discipli- 
nary panel  to  consist  of  physicians,  at- 
torneys, legislators,  nurses,  and  lay- 
men. While  the  panel  has  not  yet  been 
appointed,  the  Council  will  continue 
to  seek  its  implementation. 

Problems  in  the  perinatal  care 
area  could  be  eased  in  Oklahoma  if 
there  were  more  avenues  to  educate 
the  public  about  pregnancy.  The  Coun- 
cil has  introduced  a resolution  asking 
the  OSMA  to  make  pregnancy  educa- 
tion a high  priority  and  urge  the  Okla- 
homa Legislature  to  fund  pregnancy 
education  more  adequately  in  our 
state. 

After  hearing  testimony  on  the  de- 
teriorating, even  bleak,  condition  of 
state-run  mental  hospitals,  the  Coun- 
cil is  concerned  with  calls  to  reduce 
funding  to  these  institutions.  Such 
working  conditions  as  delapidated 
physical  plants  and  overcrowdedness 
and  non-competitive  compensation 
make  it  virtually  impossible  to  recruit 
physicians  to  work  in  these  institu- 
tions. Bum-out  of  clinical  directors  at 
these  facilities  is  a very  real  problem. 


Rather  than  cutting  funds  for  men- 
tal health  in  Oklahoma,  there  is  a com- 
pelling case  that  funding  must  in- 
crease dramatically.  The  Council  has 
introduced  a resolution  to  that  effect. 

During  a presentation  by  a repre- 
sentative of  the  Oklahoma  Academy 
for  State  Goals,  the  Council  was 
shocked  to  learn  that  some  60  percent 
of  children  less  than  age  2 in  Okla- 
homa are  inadequately  immunized. 
The  immunization  of  90  percent  of  2- 
year-olds  by  the  year  2000  is  the  top 
health  care  priority  of  the  Oklahoma 
Academy  for  State  Goals.  The  Council 
agrees  and  will  make  this  a top  prior- 
ity issue.  Other  health  care  goals 
listed  by  the  Oklahoma  Academy  for 
State  Goals  are  universal  access  to 
pre-  and  perinatal  services;  health 
education  in  schools;  neutral  fomm  to 
implement  meaningful  tort  reform; 
more  flexible  natural  death  act;  fluori- 
dated water;  health  promotion  and  dis- 
ease prevention;  and  preservation  of 
access  to  health  care  in  rural  areas. 

The  Council  would  encourage  more 
physician  involvement  in  the  Okla- 
homa Academy  for  State  Goals. 

The  Council  also  feels  that  physi- 
cians would  be  more  likely  to  volun- 
teer time  to  see  charity  patients  if  they 
were  protected  from  liability.  There- 
fore, the  Council  has  introduced  a res- 
olution asking  the  OSMA  to  seek 
enactment  in  Oklahoma  of  President 
Bush’s  model  State  Volunteer  Services 
Act. 

The  Council  believes  the  OSMA 
must  be  pro-active  on  issues  affecting 
the  future  of  health  care. 

The  Council’s  Committees  also 
were  very  active  this  year; 

Committee  on  HIV  Related  Is- 
sues: The  members  of  the  AIDS  Com- 
mittee, chaired  by  Ricky  L.  Reaves, 
MD,  adopted  a new  name.  Committee 
on  HIV  Related  Issues.  It  is  the  charge 
of  this  Committee  to  educate  the  pub- 
lic and  physicians  on  HIV  infection 
and  AIDS. 

In  the  fall  of  1990,  the  Committee 
sponsored  a three-month  public  aware- 
ness campaign  utilizing  billboards  to 
encourage  those  at  risk  to  be  tested. 
Contributing  agencies  include  the 
OSDH,  Tulsa  County  Medical  Society 
and  the  Oklahoma  County  Medical  So- 
ciety. Several  of  the  larger  cities  in 
Oklahoma  were  targeted  to  educate 
the  public  on  the  “need  to  be  tested 
for  HIV.” 


The  Committee  will  sponsor  a fall 
workshop  for  physicians  in  Stillwater 
on  the  Clinical  Management  of  HIV 
Infected  Patients. 

The  Committee  members  will  con- 
tinue to  submit  scientific  articles  on 
HIV  and  AIDS  to  the  Journal  for  pub- 
lication. (Attached  to  this  report  is  a 
copy  of  the  April  1991,  summary  of  re- 
ported AIDS  cases  in  Oklahoma  from 
the  Oklahoma  AIDS  Update.) 

Perinatal  Task  Force:  Mary  Anne 
McCaffree,  MD,  Chair  of  this  Task 
Force,  indicated  the  Council’s  com- 
munications to  officials  in  the  State 
Health  Department  and  elsewhere 
were  instrumental  in  the  OSDH’s 
reemphasis  of  the  Women,  Infants  and 
Children  (WIC)  program.  The  Council 
has  introduced  a resolution  asking  the 
OSMA  to  assist  in  educating  physi- 
cians about  the  WIC  program. 

The  Task  Force  recommended  the 
continuation  of  screening  programs 
for  hemoglobinopathies  and  galac- 
tosemia. The  Task  Force  commends 
the  OSDH  for  undertaking  a preva- 
lence study  of  maternal  substances 
abuse  in  Oklahoma.  The  Task  Force 
supports  the  implementation  of  a 
birth  defects  registry  in  our  state. 

The  Task  Force  also  is  pleased  that 
the  Oklahoma  Department  of  Human 
Services  initiated  this  year  a program 
of  presumptive  eligibility  for  pregnant 
women  whereby  they  would  he  pre- 
sumed eligible  for  Medicaid  benefits 
based  on  their  stated  income.  The  pro- 
gram provides  up  to  45  days  of  Medi- 
caid benefits  while  the  formal  applica- 
tion for  Medicaid  benefits  is  being  pro- 
cessed. 

The  following  clinics,  listed  by 
county,  are  entry  points  for  presump- 
tive eligibility:  Caddo  County,  Indian 
Health  Center,  Anadarko;  Canadian 
County  Health  Department,  El  Reno; 
Cleveland  County  Health  Depart- 
ment, Norman;  Comanche  County, 
Lawton  Indian  Hospital;  Delaware 
County  Health  Department,  Jay; 
Grady  County  Health  Department, 
Chickasha;  Greer  County  Health  De- 
partment, Mangum;  Jackson  County 
Health  Department,  Altus;  Johnston 
County,  Chickasaw  Nation  Health 
Clinic,  Tishomingo;  Kay  County 
Health  Department,  Ponca  City;  Le- 
flore County,  Choctaw  Nation  Health 
Service,  Talihina;  McCurtain  County 
Health  Department,  Idabel;  Okla- 
homa County  Health  Department  and 
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Southeast  Area  Health  Clinic,  both  of 
OKC;  Okfuskee  County,  Okemah  In- 
dian Health  Clinic,  Okemah;  Ok- 
mulgee County  Health  Department, 
Okmulgee;  Payne  County  Health  De- 
partment, Stillwater;  Pittsburg 
County  Health  Department,  McAles- 
ter;  Pontotoc  County,  Carl  Albert  In- 
dian Hospital,  Ada;  Pottawatomie 
County  Health  Department,  Shaw- 
nee; Rogers  County  Health  Depart- 
ment, Claremore;  Seminole  County, 
Konawa  Community  Health  Center, 
Konawa;  Sequoyah  County  Health  De- 
partment, Sallisaw;  Stephens  County 
Health  Department,  Duncan;  Tulsa 
County,  Indian  Health  Care  Resource 
Center,  Planned  Parenthood,  Chil- 
dren’s Medical  Center  and  Tulsa  Med- 
ical Center  Women’s  Clinic,  all  of 
Tulsa. 

Maternal  Mortality  Committee; 

After  several  years  without  meeting, 
the  Maternal  Mortality  Committee, 
under  the  leadership  of  Chairman 


John  B.  Nettles,  MD,  met  to  review 
cases  and  discuss  future  activities. 

Committee  on  Physicians  and 
the  Environment:  A primary  concern 
of  the  Committee,  chaired  by  Chester 
Bynum,  MD,  is  to  encourage  those  in 
the  pharmaceutical  industry  and 
other  businesses  to  replace  the  use  of 
plastic  and  styrofoam  products  with 
biodegradable  or  recyclable  materials. 
Two  resolutions  to  that  effect  have 
been  submitted  for  consideration  by 
the  OSMA  House  of  Delegates. 

The  Committee  is  developing  ma- 
terial to  assist  physicians  in  learning 
what  they  have  to  do  to  most  efficiently 
dispose  of  biomedical  waste  in  their 
offices. 

The  Committee  also  is  working 
with  the  AMA  to  possibly  bring  an 
indoor  air  pollution  seminar  dealing 
specifically  with  radon  to  Oklahoma 
sometime  this  fall. 


Recommendations 

1 ) Interface  with  Oklahoma  State 
Departments  of  Health  and  Mental 
Health;  OU  College  of  Public  Health; 
OU  College  of  Medicine;  and  the 
Physician  Manpower  Training  Com- 
mission. 

2)  Continue  to  support  the 
Perinatal  Task  Force;  Maternal  Mor- 
tality Committee;  Committee  on  HIV 
Related  Issues;  and  the  Committee  on 
Physicians  and  the  Environment. 

3)  Continue  to  develop  initiatives 
to  alleviate  the  problem  of  access  to 
medical  care  for  indigent  and  unin- 
sured patients. 

4)  Continue  to  develop  initiatives 
to  increase  availability  of  prenatal 
care  for  all  pregnant  women  in  Okla- 
homa. 

5)  Educate  physicians  regarding 
WIC  and  presumptive  eligibility. 


OKLAHOMA  AIDS  CASES 

WITH  CUMULATIVE  CASE  REPORTS  BY  COUNTY* 

County 

as  of  March  31, 1991 

Cases 

% 

Oklahoma 

Cases 

Atoka 

4 

0.5 

Beckham 

4 

0.5 

Bryan 

4 

0.5 

Caddo 

3 

0.4 

Canadian 

11 

1.5 

Carter 

3 

0.4 

Cleveland 

34 

4.5 

Comanche 

21 

2.8 

Creek 

7 

0.9 

Garfield 

10 

1.3 

Grady 

4 

0.5 

Jackson 

3 

0.4 

Kay 

4 

0.5 

Logan 

4 

0.5 

Love 

4 

0.5 

McClain 

4 

0.5 

McCurtain 

6 

0.8 

Mayes 

4 

0.5 

Muskogee 

7 

0.9 

Oklahoma 

315 

41.8 

Okmulgee 

12 

1.6 

Osage 

6 

0.8 

Ottawa 

7 

0.9 

Payne 

11 

1.5 

Pittsburg 

9 

1,2 

Pontotoc 

4 

0.5 

Pottawatomie 

11 

1.5 

Rogers 

4 

0.5 

Sequoyah 

5 

0.7 

Stephens 

3 

0.4 

Tulsa 

195 

25.8 

Wagoner 

3 

0.4 

Washington 

3 

0.4 

Other  Counties 

25** 

3.4** 

TOTAL 

756 

100.0 

*Resident  Oklahoma  county  at  time  of  diagnosis. 

**Confidentiality  concerns  restrict  releasing  data  for  Oklahoma  counties 

which  have  two  (2)  or  fewer  AIDS  cases. 

REPORTED  AIDS  CASES 

OKLAHOMA 

CUMULATIVE  TOTALS 

JAN  83  thru  MAR  31,  1991 

PRIMARY  DISEASE  REPORTED 

Cases 

Deaths 

% Dead 

Pneumocystis  carinii  Pneumonia 

450 

289 

64%. 

Other  Infection 

278 

163 

59% 

Kaposi’s  Sarcoma 

28 

18 

M2: 

TOTAL 

756 

470 

62% 

CURRENT  MONTH  AND 

ANNUAL  TOTALS 

Reported  Reported 

PRIMARY  DISEASE  Reported  in 

1-1-91 

1-1-90 

REPORTED  March  91  thru  3-31-91  thru  3-31-90 

Pneumocystis  carinii  Pneumonia 

13 

27 

24 

Other  Infection 

7 

14 

17 

Kaposi’s  Sarcoma 

1 

1 

3 

TOTAL 

21 

42 

44 

AGE  Cases  % Age 

SEX 

Cases 

% Sex 

Under  5 7 1% 

Male 

706 

93% 

5-12  5 1% 

Female 

50 

7%> 

13-19  5 1% 

TOTAL 

756 

100% 

IRQ  25% 

30-39  349  4691 

RACE 

Cases 

% Race 

40-49  119  16% 

621 

82%. 

Over  49  82  11% 

Black 

89 

12% 

TOTAL  756  100% 

American  Indian 

29 

4%; 

Hispanic 

16 

2%. 

Asian/Pacific  Is. 

1 

0%. 

TOTAL 

756 

100% 

Since 

TRANSMISSION  CATEGORIES 

Cumulative 

1-1-91 

Homosexual  or  Bisexual  Male 

510 

679'c 

24 

57% 

IV  Drug  User 

62 

8% 

3 

1% 

Homosexual  Male  and  IV  Drug  User 

86 

11% 

4 

10% 

Blood  Transfusion 

34 

4%c 

3 

1% 

Hemophiliac 

17 

2% 

1 

2% 

Mother  W/HIV  Infection 

6 

1%. 

1 

2% 

Heterosexual  Contact 

26 

3% 

5 

12%. 

None  of  the  Above/Other 

15 

2%r 

1 

2% 

TOTAL 

756 

100% 

42 

100% 
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Budget  Request 

Council  Expenses  $ 500.00 

Subcommittee  Expenses  500.00 
Total  $1,000.00 

Respectfully  submitted, 

Robert  M.  Mabaffey,  MD,  Cbair 

Jodie  L.  Edge,  MD,  Vice-Chair 

Chester  L.  Bynum,  MD 

Edgar  M.  Cleaver,  MD 

Gordon  H.  Deckert,  MD 

Sara  R.  DePersio,  MD 

Charles  W.  Dickerson,  MD 

Jerry  Hordinsky,  MD 

Gregory  Istre,  MD 

Mary  Anne  McCaffree,  MD 

Mukesh  T.  Parekh,  MD 

George  W.  Pro  thro,  MD 

Ricky  L.  Reaves,  MD 

Ralph  W.  Richter,  MD 

Joseph  B.  Ruffin,  MD 

Bruce  W.  Tagge,  MD 

Lany  G.  Willis,  MD 

Robert  C.  Wright,  MD 

M.  Michael  Sulzycki,  OSMA  Staff 


Report  of  the 
COUNCIL  ON 
MEDICAL  EDUCATION 

Subject;  Annual  Report 
Presented  by:  Lofty  L.  Basta,  MD 
Chairman 

Referred  to:  Reference  Committee  II 

Introduction 

The  Oklahoma  State  Medical 
Association  Council  on  Medical  Edu- 
cation studies  and  makes  recommen- 
dations related  to  all  matters  of  main- 
taining or  improving  the  level  of 
medical  competency  in  Oklahoma,  in- 
cluding but  not  limited  to  maintaining 
liaison  with  other  emerging  health 
professions  or  occupations,  to  conduct- 
ing continuing  medical  education  pro- 
grams in  Oklahoma.  The  Council  also 
monitors  continuing  medical  educa- 
tion standards  as  they  may  be  required 
by  association  policy. 

Review  of  Activities 

During  the  past  year,  the  Council 
corresponded  with  the  following  ac- 
credited hospitals,  requesting  a list  of 
CME  programs  they  have  sponsored 
during  the  last  year  and  any  changes 
in  medical  directors: 


Baptist  Medical  Center,  OKC 
Duncan  Regional  Hospital, 
Duncan 

Hillcrest  Medical  Center,  Tulsa 
Mercy  Health  Center,  OKC 
Presbyterian  Hospital,  OKC 
South  Community  Hospital,  OKC 
St.  Anthony  Hospital,  OKC 
St.  John  Medical  Center,  Tulsa 


Frank  K.  Buster,  OSMA  trustee,  gathers  ballots 
during  elections  in  the  House  of  Delegates. 
Dr  Buster  is  this  year's  winner  of  the  Physician 
Award  for  Community  Service,  formerly  the 
A.H.  Robins  Award. 


Stillwater  Medical  Center, 
Stillwater 

The  Council  also  has  given  two 
year  provisional  accreditation  to  the 
Department  of  Mental  Health,  Hayden 
Donahue,  MD,  Program  Director,  and 
Jane  Phillips  Episcopal  Memorial 
Medical  Center,  Bartlesville. 

In  December  of  1990,  the  Council 
held  a CME  workshop  for  Directors 
and  staffs  of  the  institutions  accred- 
ited by  the  OSMA. 

Recommendations 

1)  The  Council  on  Medical  Educa- 
tion recommends  increasing  its  mem- 
bership to  eighteen  members,  to  serve 
for  three-year  staggered  terms,  with 
one-third  leaving  the  Council  while 
one-third  comes  onto  the  Council. 


2)  The  Council  recommends  offer- 
ing an  annual  CME  workshop  for  the 
new  Council  members  and  the  direc- 
tors and  staffs  of  CME  at  the  institu- 
tions OSMA  accredits  for  CME  pro- 
gramming. 

3)  The  Council  will  develop  a fo- 
cused personalized  CME  to  be  offered 
throughout  the  state. 

4)  The  Council  will  seek  institu- 
tions to  serve  regionally  as  CME  pro- 
viders in  the  areas  lacking  CME  pro- 
grams. 

5)  The  Council  will  serve  as  a coor- 
dinating and  advisory  body  for  CME 
to  ensure  access  to  CME  for  the  entire 
OSMA  membership. 

Budget  Request  *$5,000.00 

*The  majority  of  these  expenditures 
will  be  offset  by  increased  accredita- 
tion fees  for  institutions. 

Respectfully  submitted. 

Lofty  L.  Basta,  MD,  Chair 
Tim  Smalley,  MD,  Vice-Chair 
Irwin  H.  Brown,  MD,  Advisor 
Edward  N.  Brandt,  MD 
Ward  M.  Hardin,  MD 
Joel  E.  Holloway,  MD 
Carol  Blackwell  Imes,  MD 
Robert  W.  King,  MD 
Joseph  R.  Knapek,  MD 
Thomas  N.  Lynn,  MD 
B.  Bhushan  Sharma,  MD 
Audie  G.  Swinney,  MD 
Edward  J.  Tomsovic,  MD 
Claudia  Kamas,  OSMA  Staff 


Report  of  the 
PHYSICIAN/NURSE 
COMMITTEE 

Subject:  Annual  Report 
Presented  by:  Billy  Dale  Dotter,  MD 
Chair 

Referred  to:  Reference  Committee  II 

Introduction 

The  Physician/Nurse  Committee  is 
comprised  of  four  members  of  the 
Oklahoma  State  Medical  Association 
and  four  members  of  the  Oklahoma 
Nurses  Association.  The  charge  of  this 
Committee  is  to  improve  physician 
and  nurse  relations. 
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Review  of  Activities 

The  Physician/Nurse  Committee 
met  on  January  31, 1991.  The  Commit- 
tee continues  to  support  the  effort  to 
establish  a University  of  Oklahoma 
baccalaureate  degree  program  for 
nursing  in  Tulsa. 

The  OSMA  Journal  recently  pub- 
lished an  article  on  nurse  recruitment. 
There  will  be  another  article  pub- 
lished on  the  different  levels  of  nurse 
education. 

The  Committee  is  pursuing  the 
idea  of  a physician/nurse  workshop 
and  will  look  into  the  possibility  of 
incorporating  this  into  a PLICO  semi- 
nar. The  subject  would  deal  with  the 
doctor/nurse  relationship  as  it  affects 
the  patient. 

Respectfully  submitted, 

Billy  Dale  Dotter,  MD,  Chair 
John  R.  Alexander,  MD 
Lofty  L.  Basta,  MD 
William  Hughes,  MD 
Katherine  A.  Choate,  RN 
Betty  Ales,  RN 
Pam  Price-Hoskins,  RN 
Claudia  Kamas,  OSMA  Staff 


Report  of  the 
WOMEN  IN  MEDICINE 
COMMITTEE 

Subject:  Annual  Report 
Presented  by:  Rebecca  G.  Tisdal,  MD 
Chairman 

Referred  to:  Reference  Committee  II 

Introduction 

The  charge  of  this  Committee  is  to 
involve  more  women  physicians  in  or- 
ganized medicine  and  mainstream 
more  women  into  leadership  roles. 

Review  of  Activities 

The  Women  in  Medicine  Committee 
is  sponsoring  the  Friday  noon  lunch- 
eon at  Annual  Meeting.  Palma 
Formica,  MD,  AMA  trustee,  will  be  the 
keynote  speaker. 

The  luncheon  will  provide  an  op- 
portunity for  the  Women  in  Medicine 
Committee  to  familiarize  the  mem- 
bers of  the  OSMA  with  what  the  Com- 
mittee’s purpose  is. 


Immediately  following  the  Women 
in  Medicine  Luncheon,  there  will  be  a 
Women  in  Medicine  Forum.  Serving 
on  the  panel  will  be  Laura  Rankin, 
MD,  OUHSC;  Rebecca  G.  Tisdal,  MD, 
Chairman,  Women  in  Medicine  Com- 
mittee; Palma  Formica,  MD,  AMA 
Board  of  Trustees;  Sara  R.  DePersio, 
MD,  Chair  of  the  Board  of  Trustees, 


Elaine  N.  Davis,  MD,  newly  elected  secretary- 
treasurer  of  the  OSMA,  extends  her  hand  to 
a well  wisher  as  President  Billy  D.  Dotter, 
MD,  looks  on. 


OSMA;  Carol  Blackwell  Imes,  MD, 
President-Elect,  Oklahoma  County 
Medical  Society;  Donna  Brown,  MD, 
Tulsa;  and  Kay  Henley,  MD,  Past  Pres- 
ident of  the  Florida  State  Medical  As- 
sociation. The  Forum  is  designed  to 
provide  networking  opportunities  for 
women  physicians  in  the  state  and 
also  provide  an  opportunity  to  discuss 
issues  that  have  been  deterrents  for 
women  physicians’  involvement  in  or- 
ganized medicine. 


Recommendations 

1)  The  Women  in  Medicine  Com- 
mittee recommends  that  the  Commit- 
tee become  a permanent  Committee 
of  the  OSMA. 

Respectfully  submitted, 

Rebecca  G.  Tisdal,  MD,  Chairman 

Michael  J.  Haugh,  MD 

Marjorie  Bennett,  MD 

Donna  Brown,  MD 

Sara  DePersio,  MD 

Scott  J.  Dunitz,  MD 

Vic  Fey,  MD 

Charles  Fullenwider,  MD 

Holly  Heaver,  MD 

June  Holmes,  EdD 

Ellen  Hope,  MD 

Carol  Blackwell  Imes,  MD 

Dala  Jarolim,  MD 

Perry  A.  Lambird,  MD 

Nancy  Lewis,  OCMS 

Laura  Rankin,  MD 

Joni  Scott,  MD 

Valerie  Williams,  OUHSC 

Renee  Willis,  MD 

Kathy  Wyant,  MD 

Claudia  Kamas,  OSMA  Staff 


Report  of  the 
OSMA/OU  COLLEGE 
OF  MEDICINE  LIAISON 
COMMITTEE 

Subject:  Annual  Report 
Presented  by:  John  R.  Alexander, 
MD,  Co-Chair 

Edward  Brandt,  MD,  Co-Chair 
Referred  to:  Reference  Committee  II 

Introduction 

The  charge  of  this  Committee  is  to 
keep  open  communications  between 
the  two  entities. 

Review  of  Activities 

The  OSMA/OU  College  of  Medi- 
cine Liaison  Committee  met  twice  in 
the  past  year. 

Doctor  Brandt  reported  that  the 
State  Regents  determined  this  year 
that  the  minimal  criteria  for  admis- 
sions to  the  medical  school  are  a grade 
point  average  of  3.0  and  a MCAT  score 
of  7;  15  is  the  maximum  score  that  can 
be  achieved,  and  the  average  is  8.  The 
College  of  Medicine  may  admit  10%  or 
15  students  as  exceptions  to  this  rule. 
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Doctor  Brandt  announced  there  was 
an  applicant  pool  of  1,031  this  year,  up 
dramatically  over  the  past  two  years. 
Of  this  1,031,  three  hundred  were  Ok- 
lahomans and  731  were  non-Oklaho- 
mans. 

Doctor  Ray  McIntyre  reported  on 
the  involvement  of  the  Office  of  the 
Chief  Child  Abuse  Examiner  which 
went  into  effect  September  1,  1990. 
Doctor  Robert  Block,  Vice-Chair  of  the 
Pediatrics  Department  at  the  OU  Col- 
lege of  Medicine  in  Tulsa,  was  ap- 
pointed by  the  Advisory  Board  of  the 
Child  Abuse  Examiners.  The  first 
training  sessions  are  scheduled  for 
June,  1991.  There  are  a number  of 
physicians  who  have  expressed  in- 
terest in  receiving  training.  The  train- 
ing will  be  conducted  in  conjunction 
with  the  faculty  at  Children’s  Hospi- 
tal. 

Doctor  McIntyre  also  reported  on 
the  OSMA  Journal.  He  discussed 
some  of  the  objectives  put  forth  by  the 
Council  on  Planning  and  Develop- 
ment. The  Council  recommended  more 
active  involvement  on  the  part  of  the 
College  of  Medicine.  Dr.  Pat  McKee 
indicated  the  College  of  Medicine  and 
the  medical  center  would  be  willing 
to  submit  articles  which  would  be  use- 
ful to  the  practitioner. 

It  was  agreed  that  an  Associate 
Editor  from  the  College  of  Medicine 
would  be  designated. 

Mr.  Bickham  reported  on  the  plans 
for  implementing  a desktop  publish- 
ing system  for  the  Journal. 

Doctor  Brandt  reported  that  OU 
has  received  deferred  gifts  of  about  $23 
million,  $111  million  cash,  gifts  and 
property  and  a reasonable  amount  of 
pledges  due  to  the  efforts  of  those  in- 
volved in  the  Centennial  Campaign. 
The  Medical  Alumni  Association  has 
donated  about  $200,000  for  scholar- 
ships over  the  past  three  years.  Money 
was  also  donated  by  a private  indi- 
vidual to  establish  a research  endow- 
ment. Doctor  Brandt  also  noted  that 
several  alumni  want  to  leave  a bequest 
or  trust  in  their  wills,  which  would 
probably  amount  to  $3-4  million. 

Doctor  Brandt  outlined  some  of  the 
goals  of  the  College  of  Medicine;  1)  by 
1995,  increase  the  number  of  matricul- 
ants without  a bachelor’s  degree;  2)  by 
2000,  increase  the  number  of  Native 
Americans  matriculating  by  100%;  3) 
increase  the  number  of  primary  care 
graduates;  and  4)  by  2000,  increase 


the  number  of  graduates  entering  into 
academic  medicine  by  100%. 

Doctor  Brandt  also  reported  that  a 
standardized  course  evaluation  sys- 
tem is  being  developed  for  this  fall 
dealing  with  quality  of  presentation 
and  content;  he  hopes  to  have  the  en- 
tire student  evaluation  system  rede- 
signed this  year,  including  a clinical 
skills  evaluation  each  student  must 
take  in  order  to  graduate. 

Mr.  Bickham  reported  the  develop- 
ment of  a foundation  to  receive  money 
to  be  used  for  programs  such  as  the 
Physician  Recovery  Foundation.  This 
money  would  be  used  to  assist  physi- 
cians. 

Doctor  Silva  noted  that  Ed  Kelsay 
has  been  providing  loss  prevention 
seminars  to  residents  and  expressed 
interest  in  Mr.  Kelsay  offering  pro- 
grams to  upper  level  medical  students. 
Mr.  Kelsay  will  contact  Phil  McHale 
to  coordinate  these  presentations. 

Respectfully  submitted, 

John  R.  Alexander,  MD,  Co-Chair 

Edward  N.  Brandt,  Jr.,  MD,  Co-Chair 

Sara  R.  DePersio,  MD 

Billy  Dale  Dotter,  MD 

Mark  Allen  Everett,  MD 

James  D.  Funnell,  MD 

Perry  A.  Lambird,  MD 

Patrick  A.  McKee,  MD 

J.  Michael  Pontious,  MD 

Fred  G.  Silva,  MD 

J.  Andrew  Sullivan,  MD 

Claudia  Kamas,  OSMA  Staff 


Report  of  the 
COUNCIL  ON 
MEDICAL  SERVICES 

Subject:  Annual  Report 
Presented  by:  Ronald  S.  Barlow,  MD, 
Chairman 

Referred  to:  Reference  Committee  II 

Introduction 

The  Council  is  charged  with  the 
responsibility  to  serve  the  public  and 
our  profession  by  reviewing  and  resolv- 
ing disputes  and/or  grievances  be- 
tween patients  and  physicians.  In 
many  cases  the  Council  becomes  a 
mediator  between  the  patient  and  the 
health  insurance  company.  The  Coun- 
cil’s activities  are  regulated  by  ap- 


proved guidelines  for  tbe  review  and 
adjudication  of  certain  types  of  com- 
plaints from  patients,  family  mem- 
bers, and  other  professionals. 

The  Council  also  addresses  other 
issues  as  they  relate  to  quality  medical 
care,  peer  review,  standards  of  prac- 
tice, etc.  Within  the  scope  of  this  Coun- 
cil is  the  Joint  OSMA/Pharmaceutical 
Association  Committee.  This  commit- 
tee is  comprised  of  several  physicians 
that  have  considerable  knowledge  and 
experience  in  the  area  of  pharmaceut- 
icals. They  handle  various  issues  that 
relate  to  interaction  between  physi- 
cians and  the  pharmaceutical  profes- 
sion. 

The  Council  also  is  available  to  the 
Board  of  Trustees  and  the  House  of 
Delegates  to  handle  any  special  pro- 
jects that  either  body  may  assign. 

Review  of  Activities 

The  Council  on  Medical  Services 
met  twice  during  1990-91,  November 
27,  1990  in  Oklahoma  City  and  Feb- 
ruary 26,  1991  in  Oklahoma  City.  The 
Council  has  reviewed  28  cases  since 
the  last  annual  report.  Many  initial 
complaints  are  handled  on  the  phone 
with  no  formal  grievance  being  filed. 

The  Council  has  provided  a repre- 
sentative to  attend  the  AMA  meetings 
on  Practice  Parameters.  Jay  Gregory, 
MD,  has  attended  several  meetings 
and  made  reports  to  the  Council  and 
the  OSMA  Board  of  Trustees. 

The  Council  has  continued  to 
monitor  the  changes  in  the  State  Edu- 
cation and  Employees  Group  Insur- 
ance Plan  over  the  past  year.  Mr. 
Kelsey  attends  their  board  meetings 
and  has  reported  the  significant 
changes  related  to  physician  practice 
within  the  plan. 

The  Council  discussed  the  issue  of 
increased  incidents  of  insurance  has- 
sle, both  government  and  private.  The 
Council  receives  copies  of  letters  from 
physicians  in  response  to  Medicare, 
Medicaid,  Blue  Cross,  Aetna,  OFPR, 
etc.,  relating  to  specific  cases  of  harass- 
ment. The  Council  will  continue  to  re- 
view these  matters  and  work  with 
other  medical  specialties  and  societies 
to  effectively  respond  to  these  issues. 

The  Council  has  experienced  a 
high  rate  of  attendance  at  meetings 
and  an  excellent  participation  in  re- 
view activities.  As  chairman,  I would 
like  to  express  appreciation  to  each  of 
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Rebecca  R.  Tisdal,  MD,  receives  a President  Citation  from  Dr  Perry  Lambird.  She  was  honored 
for  her  work  this  year  as  chair  of  the  Women  in  Medicine  Committee. 


the  Council  members  for  their  diligent 
service  and  dedication  and  to  Mr. 
Kelsey  for  his  effective  support  and 
guidance. 

Respectfully  submitted, 

Ronald  Barlow,  MD,  Chairman 
James  Hutton,  MD,  Vice-Chair 
Michael  Babb,  MD 
John  Christiansen,  MD 
A.  Paul  Compton,  MD 
Donald  Cooper,  MD 
Harriett  J.W.  Coussons,  MD 
Ross  Fisher,  MD 
Kurt  Frantz,  MD 
Jay  Gregory,  MD 
Charles  Harmon,  MD 
Mark  Kelley,  MD 
Bartis  Kent,  MD 
Brent  Laughlin,  MD 
Dennis  Mask,  MD 
John  Migliaccio,  MD 
Gregory  Parker,  MD 
John  Perkins,  MD 
Donald  Stout,  MD 
Lyle  Kelsey,  Staff 


Report  of  the 
YOUNG  PHYSICIANS 
SECTION 

Subject:  Annual  Report 
Presented  by:  Don  Crawley,  MD, 
Chairman 

Referred  to:  Reference  Committee  II 

Introduction 

Recognizing  the  importance  and 
involvement  of  young  physicians  in  or- 
ganized medicine,  the  American  Med- 
ical Association  created  the  AMA 
Young  Physicians  Section  in  1986. 
Similarly,  in  May  of  1987,  the  Okla- 
homa State  Medical  Association 
amended  its  Bylaws  to  create  the 
OSMA  Young  Physicians  Section. 

Review  of  Activities 

The  OSMA  Young  Physicians  Sec- 
tion continues  to  pursue  greater  in- 
volvement from  OSMA  physicians 
under  the  age  of  40. 

In  the  AMA-YPS,  Oklahoma  is  rep- 
resented by  Don  Crawley,  MD,  Dele- 
gate, and  Carol  Blackwell  Imes,  MD, 
Alternate  Delegate. 


In  an  effort  to  increase  participa- 
tion in  Section  activities,  the  Young 
Physicians  Section  is  reorganizing  its 
Governing  Council  and  will  be  meet- 
ing at  a 6:30  AM  breakfast  during  the 
OSMA  Annual  Meeting  on  Friday, 
May  10.  All  physicians  under  the  age 
of  40  are  encouraged  to  attend. 

Conclusion 

The  OSMA  Young  Physicians  Sec- 
tion intends  to  increase  its  member- 
ship and  thereby  offer  an  additional 
avenue  to  bring  the  views  and  in- 
terests of  Young  Physicians  before  the 
AMA  and  OSMA. 

We  believe  that  the  new  Young 
Physicians  Section  Governing  Council 
will  strengthen  the  Section  as  a whole 
and  we  welcome  everyone’s  support. 


Budget  Request  $3,000. 

Respectfully  submitted, 

Donald  E.  Crawley,  MD,  Chairman 

Cynthia  L.  Reid,  MD,  Vice-Chairman 

Steven  L.  Coulter,  MD 

Gilbert  Edward  Emde,  MD 

Steven  L.  Fillmore,  MD 

Robert  M.  Gold,  MD 

Michael  D.  Hartwig,  MD 

James  P.  Hutton,  MD 

Carol  Blackwell  Imes,  MD 

Mike  C.  Murphy,  MD 

Robert  W.  Baker,  III,  Staff 
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Report  of  the 
MEDICAL  STUDENT 
SECTION 

Subject:  Annual  Report 
Presented  by:  M.  Michael  Sulzycki 
Referred  to:  Reference  Committee  II 

Introduction 

The  OSMA  Medical  Student  Sec- 
tion consists  of  325  members  from  the 
OU  College  of  Medicine  at  the  Health 
Sciences  Center  and  the  OU  College 
of  Medicine-Tulsa.  The  OSMA  Medi- 
cal Student  Section  is  the  largest  ex- 
tracurricular group  on  the  Oklahoma 
City  campus.  The  purpose  of  the  Sec- 
tion is  to  introduce  students  to  or- 
ganized medicine  and  the  issues  that 
affect  the  practice  of  medicine. 

Review  of  Activities 

The  Section  continues  to  sponsor  a 
welcoming  picnic  for  freshmen  medi- 
cal students  and  looks  forward  to  plan- 
ning a similar  function  for  third-year 
students  in  Tulsa. 

The  Section  continues  to  sponsor  a 
series  of  highly  popular  Roundtable 
Luncheons  where  a group  of  freshmen 
students  discuss  pertinent  legal,  ethi- 
cal and  regulatory  aspects  of  medicine 
with  a practicing  physician. 

The  Section  also  sponsors  an  AIDS 
Speakers  Bureau.  Medical  student 
members  also  speak  to  high  school  and 
college  groups  about  careers  in 
medicine. 

OSMA  medical  student  members 
attend  council,  committee,  board  and 
House  of  Delegate  meetings.  This  year 
the  Section  has  introduced  a resolu- 
tion asking  the  OSMA  to  amend  its 
Bylaws  to  allow  both  the  medical  stu- 
dent delegate  and  the  resident  physi- 
cian delegate  to  vote  in  the  OSMA 
House  of  Delegates. 

Oklahoma  medical  students  from 
I both  campuses  continue  to  represent 
our  state  well  at  national  meetings  of 
I the  American  Medical  Association 
I Medical  Student  Secton. 

Budget  Request  $11,000.00. 

! Respectfully  submitted, 

I M.  Michael  Sulzycki,  OSMA  Staff 

i 


Report  of  the 

HOSPITAL  MEDICAL  STAFF 
SECTION 

Subject:  Annual  Report 
Presented  by:  William  O.  Coleman, 

MD 

Referred  to:  Reference  Committee  II 

Introduction 

The  purpose  of  the  OSMA  Hospital 
Medical  Staff  Section  is  to  provide  a 
means  to  address  the  relationship  be- 
tween members  of  the  OSMA  and  hos- 
pital medical  staffs.  The  Section  main- 
tains communications,  develops  policy 
recommendations  and  establishes  and 
maintains  relations  with  federal  and 
state  government  entities  having 
statutory  or  regulatory  jurisdiction 
affecting  hospital  medical  staffs.  The 
Section  communicates  the  activities  of 
the  HMSS  to  the  OSMA  and  AMA 
through  its  Delegate  and  Alternate 
Delegate. 

Review  of  Activities 

The  OSMA-HMSS  has  met  twice 
during  the  year  and  will  be  holding 
its  annual  meeting  in  conjunction 
with  the  OSMA  Annual  Meeting.  The 
Section  will  meet  at  6:30  AM  for  break- 
fast on  Friday,  May  10th  to  review  the 
resolutions  to  come  before  the  OSMA 
House  of  Delegates.  The  OSMA-HMSS 
will  offer  its  resolutions  at  this  time. 

Overall,  the  Hospital  Medical  Staff 
Section  has  had  an  active  year.  We  con- 
tinue to  monitor  the  National  Prac- 
titioner Data  Bank  activity.  Peer  Re- 
view activity,  as  well  as  issues  such  as 
reimbursement,  economic  credential- 
ing  and  ethics. 

Additionally,  the  OSMA-HMSS 
has  proposed  to  the  Council  On  Plan- 
ning and  Development,  that  the 
OSMA  reconsider  its  two-day  annual 
meeting  position  in  favor  of  a three- 
day  annual  meeting  format.  The  Sec- 
tion believes  that  a longer  annual 
meeting  will  afford  attendees  with  the 
additional  time  necessary  to  review 
reference  committee  reports.  The  Sec- 
tion is  also  in  favor  of  the  OSMA  host- 
ing a leadership  conference  during  the 
fall  of  each  year. 
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Conclusion 

The  OSMA  Hospital  Medical  Staff 
Section  encourages  all  Oklahoma  Hos- 
pitals to  participate  in  the  Section  by 
designating  a delegate.  The  Section 
will  continue  to  attend  the  State 
Chairman’s  Meetings,  as  well  as  AMA 
and  OSMA  Annual  Meetings. 

Budget  Request  $1,000. 

Respectfully  submitted, 

William  O.  Coleman,  MD,  Chairman 

Clarence  Robison,  Jr.,  MD,  Vice-Chair 

Robert  L.  Anderson,  MD 

Alan  E.  Aycock,  MD 

R.  Timothy  Coussons,  MD 

Ollie  W.  Dehart,  MD 

Jerome  M.  Dilling,  Jr.,  MD 

J.  Keith  Falsarella,  MD 

Joseph  Godfrey,  MD 

George  R.  Jay,  MD 

Nick  Knutson,  MD 

Julius  A.  Lacroix,  Jr.,  MD 

Ronal  D.  Legako,  MD 

Terry  M.  Lewis,  MD 

Richard  A.  Liebendorfer,  MD 

James  B.  Lockhart,  Jr.,  MD 

Leo  Meece,  MD 

Joseph  P.  Moore,  MD 

Kenneth  A.  Muckala,  MD 

Yale  Parkhurst,  MD 

John  R.  Perkins,  MD 

Gary  W.  Rahe,  MD 

A.  Craig  Roberson,  MD 

Michael  E.  Sandlin,  MD 

Seinde  Sawyerr,  MD 

Michael  J.  Schwartz,  MD 

Norma  L.  Sneed,  MD 

Michael  R.  Talley,  MD 

Robert  J.  Weedn,  MD 

Orange  M.  Welbom,  MD 

Peggy  J.  Wisdom,  MD 

Robert  W.  Baker,  III,  Staff 


Report  of  the 
JOURNAL  OF  THE 
OKLAHOMA  STATE 
MEDICAL  ASSOCIATION 

An  Addendum  to  the  Report  of  the 
Council  on  Professional  and  Public  Relations 

Subject:  Annual  Report 
Presented  by:  Ray  V.  McIntyre,  MD, 
Editor-in-Chief 

Referred  to:  Reference  Committee  II 
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lOURNAL 


At  his  Inaugural  Banquet,  Billy  D.  Dotter,  MD,  Okeene,  new  president  of  the  OSMA,  is  greeted 
with  a standing  ovation  from  his  colleagues  and  family. 


Introduction 

The  Journal  of  the  Oklahoma 
State  Medical  Association  has  main- 
tained its  position  as  one  of  the  na- 
tion’s finest  medical  publications  by 
providing  its  readers  with  timely,  sig- 
nificant scientific  articles  and  special 
feature  stories.  It  continues  to  serve 
as  an  open  forum  for  the  exploration 
and  discussion  of  issues  vital  to  the 
physicians  of  Oklahoma  and  remains 
a popular  and  important  benefit  of 
membership  in  the  Association. 

Awards 

At  its  meeting  in  March,  the  Edito- 
rial Board  selected  the  winner  of  the 
1990  Charlotte  S.  Leebron  Award,  pre- 
sented annually  to  the  author(s)  of  the 
“most  worthy”  scientific  paper  pub- 
lished during  the  year.  The  $500  award 
will  be  divided  by  Piers  R.  Blackett, 
MD;  Thomas  Lera,  Jr.,  MD;  Adolfo 
Gamica,  MD;  G.  Bradley  Schaefer, 
MD;  David  Domek,  MD;  and  Michael 
Parker,  MD,  co-authors  of  the  De- 
cember 1990  article  “Diabetic  Keto- 
acidosis at  the  Children’s  Hospital  of 
Oklahoma:  A Review  on  Presentation 
and  Management.”  The  award  is  pre- 
sented each  year  at  the  OSMA  Annual 
Meeting. 

A new  award  was  established  this 
spring  for  the  best  Journal  cover 
photograph  submitted  by  a physician. 
Louis  S.  Frank,  MD,  Oklahoma  City, 
was  named  winner  of  the  award  for 
his  photograph  “Reflections,”  a study 
of  the  Roman  Templietta  in  the  Italian 
Tiered  Garden  at  Tulsa’s  Philbrook 
Museum.  The  photo  was  featured  on 
the  February  1990  cover.  The  award  is 
to  be  presented  at  the  OSMA  Annual 
Meeting. 

Review  of  Activities 

In  1990,  the  Journal  published  18 
scientific  manuscripts  and  12  other 
major  articles  representing  the  efforts 
of  67  different  authors. 

The  Leaders  in  Medicine  series 
continues,  focusing  on  state  physi- 
cians who  have  made  significant  con- 
tributions to  Oklahoma  medicine  and 
who,  in  the  opinion  of  the  Editorial 
Board,  deserve  to  be  recognized  for 
their  accomplishments.  The  June  1990 
issue  featured  Dr  Jess  D.  Herrmann, 
the  November  issue  featured  Dr  Joe 
L.  Duer,  and  the  April  1991  issue  fea- 
tured Dr  C.S.  Lewis,  Jr.  Oklahoma 


City  writer  Richard  Green,  author  of 
these  and  nine  other  Leaders  articles 
for  the  Journal,  was  awarded  the  1991 
Black  Gold  Award  of  Excellence  in  the 
feature  story  category  for  the  article 
on  Dr  Herrmann.  Mr  Green  received 
the  award  in  April  from  the  Central 
Oklahoma  Chapter  of  the  Intema- 
.tional  Association  of  Business  Com- 
municators (lABC). 

At  the  request  of  Editor-in-Chief 
Ray  V.  McInt3Te,  MD,  who  wanted  to 
institute  a peer  review  system  for  the 
Journal,  and  also  at  the  suggestion  of 
the  OSMA-OUHSC  Liaison  Commit- 
tee, who  hope  to  improve  the  quality 
and  quantity  of  scientific  articles  sub- 
mitted to  the  Journal,  the  OSMA 
Board  of  Trustees,  at  its  February 
meeting,  appointed  four  new  As- 
sociate Editors  for  the  Journal:  Drs 
M.  DeWayne  Andrews,  Ruth  H.  One- 
son,  David  M.  Selby,  and  Clifford  G. 
Wlodaver.  These  editors  will  assist  Dr 
McIntyre  in  soliciting,  reviewing,  and 
editing  manuscripts. 

Final  tabulations  of  last  fall’s 
readership  survey,  which  had  a re- 
sponse rate  of  approximately  25%, 
were  completed  in  January  and  a 12- 
page  report  of  the  results  has  been 
compiled.  A complete  copy  of  the  re- 
port is  available  upon  request  in  the 
Journal  office. 


Budget  Notes 

Subscription  rates  for  1992  will  be 
held  at  the  current  level,  $20  a year 
for  members  and  $30  a year  for  non- 
members. 

Advertising  rates  will  be  raised 
8%,  effective  January  1,  1992.  The  in- 
crease will  help  to  offset  inflation  as 
well  as  recently  increased  postal  rates. 

Respectfully  submitted, 

Ray  V.  McIntyre,  MD,  Editor-in-Chief 
Harris  D.  Riley,  Jr.,  MD,  Editor 
Robert  L.  Scott,  MD,  Editor 
M.  DeWayne  Andrews,  MD,  Associate 
Editor 

Ruth  H.  Oneson,  MD,  Associate  Editor 
David  M.  Selby,  MD,  Associate  Editor 
Clifford  G.  Wlodaver,  MD,  Associate 
Editor 

Susan  F.  Records,  Managing  Editor 
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Reference  Committee  III 

REPORTS  TO  THE 
HOUSE  OF  DELEGATES 


Report  of 

REFERENCE  COMMITTEE  III 

Presented  by:  Michael  J.  Schwartz, 
MD,  Chairman 

Mr.  Speaker  and  Members  of  the 
House  of  Delegates: 

Reference  Committee  III  has  care- 
fully considered  the  items  which  were 
assigned  to  it  and  submits  the  follow- 
ing report: 

(1)  Report  of  the  Council  on 
Governmental  Activities 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Council  on  Governmen- 
tal Activities  be  adopted. 
Reference  Committee  III  wishes  to 
recognize  and  commend  the  outstand- 
ing work  of  this  Council  under  the  cur- 
rent leadership  of  Council  Chairman 
Richard  J.  Boatsman,  MD.  The  success 
of  this  Council  may  also  be  attributed 
to  Perry  A.  Lambird,  MD,  and  we  wish 
to  acknowledge  his  efforts  at  this  time. 

(2)  Report  of  the  Council  on  State 
Legislation  and  Regulation 

Recom  mendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Council  on  State  Legis- 
lation and  Regulation  he  adopted. 
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Reference  Committee  III  wishes  to 
commend  all  members  of  the  Council, 
especially  Larry  L.  Long,  MD.  This 
Reference  Committee  wishes  to  recog- 
nize the  entire  staff  responsible  for  the 
Association’s  legislative  activities  for 
their  numerous  success  at  the  State 
Capitol. 

(3)  Report  of  the  Council  on 
Member  Services 

Recommendation: 

Mr.  Speaker,  Reference  Committee 
III  recommends  that  the  Report  of 
the  Council  on  Member  Services 
be  filed  for  information. 

Mr.  Speaker,  the  Reference  Com- 
mittee wishes  to  commend  the  Council 
on  Member  Services  and  its  Chair- 
man, William  G.  Bernhardt,  MD,  on 
their  numerous  successful  activities. 
Your  Reference  Committee  encour- 
ages all  members  of  the  OSMA  House 
to  provide  input  to  this  Council  regard- 
ing future  Council  activities. 

(4)  Report  of  the  Oklahoma 
Medical  Political  Action 
Committee 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Oklahoma  Medical 
Political  Action  Committee  be  filed 
for  information. 


Reference  Committee  III  wishes  to 
recognize  and  commend  its  Chairman, 
Larry  L.  Long,  MD.  Reference  Com- 
mittee III  would  like  to  encourage  all 
OSMA  members  to  join  OMPAC  for 
the  current  year. 

(5)  Report  of  the  Physician 
Recovery  Committee 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Re- 
port of  the  Physician  Recovery 
Committee  be  filed  for  informa- 
tion. 

Reference  Committee  III  heard  a 
detailed  and  informative  report  on  the 
Physician  Recovery  Committee  from 
its  Medical  Director,  J.  Darrel  Smith, 
MD.  Your  Reference  Committee  ap- 
preciates the  commitment  given  by  Dr. 
Smith  and  we  applaud  his  efforts  and 
that  of  the  Committee. 

(6)  Resolution  1 — Bush 
Administration  Proposal 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Resolu- 
tion 1 be  adopted  and  referred  to 
The  Council  on  State  Legislation 
and  Regulation  for  implementa- 
tion. 

Reference  Committee  III  urges 
adoption  of  the  Reference  Committee’s 
recommendation. 

(7)  Resolution  5 — Hospital  Bids 
for  Health  Care  Contracts 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  the  Reso- 
lution 5 not  be  adopted. 

Reference  Committee  III  supports 
the  underlying  intent  of  Resolution  5, 
however,  your  Reference  Committee 
feels  that  implementation  of  the  Reso- 
lution would  be  too  difficult  due  to  the 
vagueness  and  complexity  of  the  Res- 
olution. 

(8)  Resolution  12  — Fee  for 
Medical  Examiner  Death  Cases 

Recommendation: 

Mr.  Speaker,  Reference  Committee 
III  recommends  adoption  of  Resolu- 
tion 12,  as  amended  below: 

Omit  “this  t3Tje  of  medical 
examination”  on  line  22  and  insert 
the  words  “Medical  Examiner’s 
death  cases.” 
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Mr.  Speaker,  your  Reference  Com- 
mittee fully  supports  Resolution  12  as 
amended  for  clarification. 

(9)  Late  Resolution  15  — Purchase 
of  Firearms 

Recommendation: 

Your  Reference  Committee  recom- 
mends that  Late  Resolution  15  not 
be  adopted. 

Mr.  Speaker,  your  Reference  Com- 
mittee heard  overwhelming  opposi- 
tion to  this  Resolution. 

(10)  Late  Resolution  16  — Firearms 
Ammunition  Tax 

Recommendation: 

Mr.  Speaker,  Reference  Committee 
III  recommends  that  Late  Resolu- 
tion 16  not  be  adopted. 

Mr  Speaker,  this  Reference  Com- 
mittee heard  no  physician  support  for 
this  Resolution. 

(11)  Late  Resolution  19  — Model 
State  Volunteer  Act 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Late  Res- 
olution 19  be  adopted. 

Reference  Committee  III  concurs 
that  the  willingness  of  volunteers  to 
offer  their  services  should  not  place 
one’s  personal  assets  in  the  event  of 
tort  actions  and  therefore  wholeheart- 
edly supports  Late  Resolution  19. 

(12)  Late  Resolution  27  — 
Physician  Payment  Review 
Commission  Annual  Report 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Late  Res- 
olution 27  not  be  adopted. 

Mr.  Speaker,  Reference  Committee 
III  heard  testimony  on  both  sides  re- 
garding the  PPRC  Annual  Report. 
This  Reference  Committee  feels  en- 
couraged by  the  Commission’s  support 
of  a Single-Reimbursement  Zone  in 
Oklahoma,  and  because  of  specific 
problems  with  some  of  the  PPRC  Re- 
commendations, the  Committee  there- 
fore cannot  support  a “no  confidence” 
position. 

(13)  Late  Resolution  28  — Hassle 
Factors 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Late  Res 
olution  28  not  be  adopted. 


Mr.  Speaker,  this  Reference  Com- 
mittee heard  no  testimony  from  any 
of  the  Resolution’s  authors.  The  Com- 
mittee supports  the  intent  of  Late  Res- 
olution 28  as  it  recognizes  that  the  As- 
sociation has  already  gone  on  record 
in  support  of  the  recently  reintroduced 
Anti-Hassle  Legislation  in  Congress 
and  therefore  feels  that  the  intent  of 
the  Resolution  may  be  accomplished 
through  currently  pending  legisla- 
tion. However,  the  Committee  recom- 
mends that  all  physicians  communi- 
cate with  the  congressional  delegation 
about  the  third  party  hassles  of  medi- 
cal practice. 

( 14)  Late  Resolution  31  — Norplant 
Birth  Control  Method 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Late  Res- 
olution 31  not  be  adopted. 

Mr.  Speaker,  although  your  Refer- 
ence Committee  heard  no  opposition 
to  this  Resolution,  it  is  the  consensus 
of  this  Reference  Committee  that  no 
Resolution  advocating  the  use  of  a spe- 
cific product  be  adopted. 

(15)  Late  Resolution  32  — 
Qualifications  for  Commissioner 
of  Health 

Recommendation: 

Mr.  Speaker,  your  Reference  Com- 
mittee recommends  that  Late  Res- 
olution 32  be  adopted. 

Mr.  Speaker,  your  Reference  Com- 
mittee believes  that  the  Commis- 
sioner of  the  Department  of  Health 
should  continue  to  be  a licensed  physi- 
cian as  the  position  requires  the 
unique  educational  background  and 
training  associated  only  to  medical 
school. 

Mr.  Speaker,  your  Reference  Com- 
mittee moves  adoption  of  this  report 
as  a whole. 


Mr.  Speaker,  as  Chairman  of  this 
Reference  Committee,  I would  like  to 
thank  the  Committee  members  and 
the  staff  for  their  cooperation  and 
their  work  on  this  report. 

Respectfully  submitted, 

Michael  J.  Schwartz,  MD,  Yukon, 
Chairman 

J.  Christopher  Carey,  MD 
Oklahoma  City 
Linda  F.  Deere,  MD 
Oklahoma  City 
John  B.  Forrest,  MD,  Tulsa 
James  C.  King,  MD,  Tulsa 
James  V.  Miller,  MD,  Ardmore 
Robert  W.  Baker  III,  Staff 
Bobbie  Brown,  Staff 


Report  of  the 
COUNCIL  ON 
GOVERNMENTAL 
ACTIVITIES 

Subject:  Annual  Report 
Presented  by:  Richard  J.  Boatsman, 

MD,  Chairman 

Referred  to:  Reference  Committee  III 

Introduction 

The  Council  shall  review  federal 
legislation  and  regulation  of  concern 
to  the  medical  profession  or  the  public 
health,  and  shall  initiate  activities  or 
undertake  appropriate  responses  on 
matters  of  priority  interest.  It  shall 
also  establish  and  maintain  relations 
with  federal  government  entities  hav- 
ing statutory  or  regulatory  jurisdic- 
tion affecting  the  medical  profession, 
the  delivery  of  health  care,  or  the  pub- 
lic health.  In  cooperation  with  other 
Association  Councils  and  Commit- 
tees, it  shall  develop  policy  recommen- 
dations for  consideration  by  the  Board 
of  Trustees,  and  it  shall  prepare  testi- 
mony and  otherwise  conduct  the  fed- 
eral legislative  program  of  the  Associ- 
ation. 

The  activities  of  the  Council  shall 
be  governed  by  the  Association’s  An- 
nual Program  of  Activities  as  deter- 
mined and  interpreted  by  the  Board 
of  Trustees. 
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Review  of  Activities 

The  Council  has  met  twice  during 
1991  and  has  visited  with  o)ar  Congres- 
sional Delegation  in  Washington,  D.C. 
in  September  and  April.  Overall,  the 
Council  believes  that  it  has  done  a 
good  job  representing  the  Association’s 
interests  before  Congress  and  the  fed- 
eral regulatory  entities. 

During  1990-1991,  the  Council 
worked  on  numerous  issues.  High- 
lighted issues  are  listed  below: 

1.  Single-Reimbursement  Zone 
— The  Council  continued  in  its  15-year 
battle  to  change  Oklahoma’s  five  Med- 
icare reimbursement  zones  into  a 
single  and  more  equitable  zone.  The 
Council  received  the  support  of  the  en- 
tire Oklahoma  Congressional  Delega- 
tion, as  well  as  having  Oklahoma  spec- 
ifically named  in  the  Budget 
Reconciliation  Act  of  1990!  At  the  writ- 
ing of  this  report,  the  Council  is  await- 
ing action  from  the  Health  Care  Finan- 
cing Administration.  Barring  any  un- 
foreseen event,  we  expect  Oklahoma’s 
Single  Reimbursement  Zone  to  go  into 
effect  in  1991. 

2.  Inspector  General  Kusserow 
— Following  slanderous  remarks 
made  by  Inspector  General  Kusserow 
towards  physicians,  the  Council  joined 
the  AMA  in  calling  for  Kusserow’s  res- 
ignation. 

3.  Proposed  Fee  Schedule  — 
The  Council  continues  to  review  the 
“Model  Fee  Schedule  for  Physician 
Services”  published  in  September  of 

1990.  The  Notice  of  Proposed  Rule- 
Making  is  scheduled  to  be  published 
in  April  with  a final  target  date  for 
final  regulations  set  for  mid-October, 

1991.  The  Council  will  keep  the  OSMA 
apprised. 

4.  CLIA-88  — The  Council  has 
worked  diligently  to  bring  about  bet- 
ter regulations,  specifically,  personnel 
requirements,  as  outlined  in  the  Clin- 
ical Laboratory  Improvement  Act  of 
1988.  To  date,  the  Council  has  been 
successful  in  postponing  the  CLIA-88 
regulations.  The  new  regulations 
should  be  published  soon  and  the  As- 
sociation will  once  again  make  com- 
ment to  HCFA  and  Congress. 

For  the  102nd  Congress,  the  two 
key  health  care  issues  cited  by  Con- 
gressional staffers  are  access  to  care 
and  cost  containment.  To  address 
these  concerns,  universal  health  care 
bills  have  been  introduced.  Long  term 


Conclusion 

Overall,  the  Council  will  be  ex- 
tremely busy  over  the  next  few 
months.  The  Council  will  track  physi- 
cian reimbursement,  RBRVS,  CLIA, 
Campaign  Reform,  AIDS  and  Tort  Re- 
form issues  as  they  are  heard  and  will 
report  our  findings  to  the  Association. 

Respectfully  submitted, 

Richard  J.  Boatsman,  MD,  Chairman 

Charles  D.  Cook,  MD,  Vice-Chairman 

Perry  A.  Lambird,  MD,  Advisor 

Patrick  A.  Bell,  MD 

Robert  D.  Boles,  MD 

A.  Chris  Degner,  MD 

Jerome  M.  Dilling,  Jr.,  MD 

Billy  D.  Dotter,  MD 

Norman  L.  Dunitz,  MD 

Jay  A.  Gregory,  MD 

Mark  A.  Hayes,  MD 

Larry  L.  Long,  MD 

G.  Lance  Miller,  MD 

John  Montgomery 

Bill  Moran,  MD 

Philip  Mosca,  MD 

Cynthia  L.  Reid,  MD 

Jack  Shirley,  MD 

Sherry  Strebel 

Nora  White 

Ronald  H.  White,  MD 

Kenneth  Whittington,  MD 

Robert  W.  Baker,  III 


Report  of  the 
COUNCIL  ON 
STATE  LEGISLATION 
AND  REGULATION 

Subject:  Annual  Report 
Presented  by:  Larry  L.  Long,  MD, 
Chairman 

Referred  to:  Reference  Committee  III 
Note 

Otie  Ann  Pried  was  the  Associa- 
tion’s representative  at  the  State 
Capitol  for  seven  years.  She  did  an  ex- 
cellent job  and  has  become  known  over 
the  past  few  years  as  one  of  the  most 
effective  lobbyists  in  the  state.  OSMA 
demands  on  Mrs.  Fried’s  time  plus  her 
desire  to  reduce  her  workload,  led  to 
her  resignation  effective  January  1st. 
The  Association’s  Executive  Commit- 
tee will  recommend  to  the  Board  of 


care  for  the  elderly,  as  well  as  AIDS 
research,  will  also  take  a great  deal  of 
Congressional  time. 

The  President’s  1992  budget  to 
Congress  outlined  two  areas  of  health 
care:  prevention  and  Medicare.  The  ad- 
ministration’s budget  calls  for  child- 
hood immunizations,  infant  mortality 
reductions,  breast  and  cervical  cancer 


Dr  Ken  Whittington  enjoys  the  music  of  the 
Putnam  City  Strings  as  orchestra  members 
stroll  among  the  guests  at  the  Inaugural  Ban- 
quet. 


prevention,  smoking  cessation,  physi- 
cal fitness  and  nutrition  programs, 
and  access  to  health  care. 

Specific  Medicare  proposals  from 
President  Bush  include  tripling  the 
Part  B Premium  for  people  with  ad- 
justed gross  income  over  $125,000  for 
single  and  $150,000  for  couples;  ex- 
panding the  use  of  managed  Care  Pro- 
grams; establishing  uniform  payment 
rates  for  surgery  diagnostic  tests  and 
x-rays,  and  encouraging  states  to 
adopt  medical  liability  reforms. 
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Trustees  at  this  Annual  Meeting,  a 
Legislative  Representative  for  the 
next  Legislative  session. 

Introduction 

The  1991  Legislative  Session  has 
offered  a record  number  of  bills,  761 
in  the  House  and  577  in  the  Senate. 
This  along  with  the  extremely  short- 
ened deadlines  created  a serious  prob- 
lem for  legislators  becoming  familiar 
with  the  bills  and  what  they  are  trying 
to  accomplish.  (Not  to  mention  the  dif- 
ficulty of  tracking  and  monitoring.) 

We  were  tracking  over  150  bills  at 
the  beginning  of  the  legislative  ses- 
sion. The  first  deadline  was  two  and  a 
half  weeks  after  session  began.  Ses- 
sion ends  May  31,  1991. 

Mandatory  Assignment  was  intro- 
duced this  year  as  we  expected  it  would 
be.  The  letter  writing  campaigning 
many  of  you  were  involved  in  was  very 
effective.  HB  1283  received  a hearing 
in  the  Health  and  Mental  Health  Com- 
mittee and  the  author  voluntarily  laid 
the  bill  over. 

The  same  author  introduced  The 
Universal  Health  Care  Act  which  re- 
ceived a hearing  in  committee  and  was 
sent  to  the  floor  of  the  House  for  a full 
hearing.  The  bill  states  “it  is  the  find- 
ing of  the  Legislature  that  health  care 
is  a basic  right  that  should  be  avail- 
able to  all  of  the  residents  of  this  state. 
The  purpose  of  the  Universal  Health 
Care  Act  is  to  provide  access  to  health 
care  and  to  promote  and  preserve  the 
good  health  of  the  people  of  this  state.” 

There  were  several  abortion  bills 
introduced  this  year,  five  in  the  House 
and  three  in  the  Senate.  There  were 
also  amendments  attached  to  a Mater- 
nal and  Infant  Care  Act  and  a child 
abuse  reporting  bill.  One  of  the  intro- 
duced House  bills  was  heard  in  the 
Health  and  Mental  Health  Committee 
where  it  failed.  As  of  the  writing  of 
this  report,  one  of  the  Amendments  is 
still  moving  through  the  process  in  the 
Maternal  and  Infant  Care  Act.  The 
OSMA  nor  the  AMA  has  taken  an  of- 
ficial stance  on  abortion  policy. 

Highlights 

HB  1159  Requires  notification  of  cer- 
tain persons  prior  to  perfor- 
mance of  an  abortion  upon 
unemancipated  pregnant 
females.  This  bill  was  killed 
in  the  House  Committee  on 
Health  and  Mental  Health. 


HB  1718  Created  the  Maternal  and 
Infant  Care  Act  which  re- 
quires certain  public  aware- 
ness programs,  allows  phy- 
sicians who  contract  with 
the  state  to  provide  services 
to  fall  under  the  purview  of 
the  Governmental  Tort 
Claims  Act  and  requires  the 


Enjoying  her  view  from  the  head  table  at  the 
Inaugural  Banquet  is  1991-92  OSMA  Aux- 
iliary President  Susan  Paddack. 


existing  Healthy  Futures 
Steering  Committee  to  as- 
sess existing  service  sys- 
tem, develop  strategy  and 
review  certain  proposals. 

The  abortion  amend- 
ment contained  in  this  bill 
states  “Except  where  the 
life  of  a mother  is  en- 
dangered by  a pregnancy, 
any  services  provided  or 
contracts  entered  into  pur- 
suant to  this  act  shall  spec- 
ifically exclude:  1.  The  in- 
ducing of  an  abortion;  2.  Re- 


ferring anyone  directly  or 
indirectly  for  abortion  ser- 
vices; 3.  Advertising  abor- 
tion services;  4.  Assisting  or 
encouraging  anyone  to  pro- 
cure abortion  services;  and 
5.  Coordinating  abortion 
services.  The  bill  is  in  con- 
ference committee.  The 
OSMA  supports  the  peri- 
natal language  of  the  bill. 

HB  1391  Natural  Death  Act.  Mod- 
ified definitions  which  mod- 
ifies effectiveness  of  direc- 
tive. There  has  been  a lot  of 
work  done  on  the  language 
of  this  bill  and  while  mov- 
ing through  the  process,  it 
was  determined  that  there 
is  a lot  more  work  needed. 
The  bill  was  laid  over  until 
next  year.  A task  force  has 
been  appointed  to  work  on 
the  bill  in  the  interim. 
OSMA  supports  this  bill. 

SB  4 Requires  immunizations 
for  Haemophilus  influen- 
zae type  B (HIB)  for  chil- 
dren under  the  age  of  six. 
Returned  to  Senate  for  con- 
sideration of  amendments. 
OSMA  supports  this  bill. 

SB  193  Provides  for  direct  payment 
by  an  insurer  for  certain 
health  practitioners  upon 
meeting  certain  conditions. 
The  patient  would  volunta- 
rily sign  a waiver  to  allow 
payment  directly  to  pro- 
vider. This  bill  is  in  confer- 
ence committee.  OSMA  ac- 
tively supports  this  bill. 

SB432  “Animal  Facilities  Protec- 
tion Act:  prohibits  certain 
acts  with  regard  to  certain 
animal  facilities;  i.e.  ani- 
mal research  facilities,  au- 
thorizing civil  remedies. 
Returned  to  Senate  for  con- 
sideration of  amendments. 
OSMA  actively  supports 
this  bill. 

HB  1559  Creates  the  “Hospital  and 
Medical  Services  Utiliza- 
tion Review  Act”;  prohibits 
private  review  agents  from 
conducting  utilization  re- 
view unless  certified  by  the 
State  Insurance  Commis- 
sion. OSMA  supports  this 
bill. 
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HB  1012  Relates  to  prostitution  and 
engaging  in  activity  with 
intent  to  cause  infection. 
Also  relates  to  confidential- 
ity of  information  which 
identifies  persons  as  having 
certain  diseases.  The  OSMA 
sponsored  the  section  of  the 
language  which  allows  a 
freer  exchange  of  informa- 
tion between  physicians  re- 
garding the  HIV  infected 
patient.  This  bill  represents 
the  combination  of  two  HIV 
bills  so  the  Council  has 
taken  a monitor  position  on 
this  bill. 

HB  1429  Relates  to  specifications  by 
the  State  and  Education 
Employees  Group  Insur- 
ance Board  Health  Insur- 
ance Plan.  “Practitioner” 
would  include  a person 
holding  a valid  license  to 
practice  medicine  and  sur- 
gery, osteopathy,  chiroprac- 
tic, podiatry  or  optometry 
pursuant  to  the  state  licens- 
ing provisions.  OSMA  has 
taken  a monitor  position  on 
this  bill. 

SB  511  Relates  to  the  PPO,  allow- 
ing contracts  with  special 
care  facilities  and  hospitals 
in  out-of-state  border  com- 
munities. OSMA  has  taken 
a monitor  position  on  this 
bill. 

Conclusion 

Two  of  the  most  controversial  bills 
we  tracked  this  year  will  likely  be 
brought  up  again  next  year.  Manda- 
tory Assignment  and  The  Universal 
Health  Care  Act.  Several  other  bills 
we  are  interested  in  will  probably  be 
brought  up  again  next  year  for  consid- 
eration such  as  The  Natural  Death  Act 
and  HIV  Related  bills. 

Budget  $75,000. 

Respectfully  submitted, 

Larry  L.  Long,  MD,  Chairman 


Report  of  the 
COUNCIL  ON 
MEMBER  SERVICES 

Subject:  Annual  Report 
Presented  by:  William  G.  Bernhardt, 

MD,  Chairman 

Referred  to:  Reference  Committee  III 

Introduction 

The  Council  assumes  the  responsi- 
bility to  research  and  offer  services  of 
all  types  having  a direct  benefit  to  as- 
sociation members  and  constituent 
county  medical  societies  of  the  Associ- 
ation, including  but  not  limited  to,  in- 
surance benefit  programs,  special  pub- 
lications, travel  programs,  and  related 
seminars  and  workshops.  The  Council 
continues  to  develop  opportunities  for 
increasing  membership  in  the  OSMA. 

Review  of  Activities 

The  Council  met  twice  in  1990-91. 
September  29,  1990,  in  Oklahoma 
City  and  March  9,  1991,  in  Tulsa.  The 
Council  has  continued  to  evaluate 
each  program  and  benefit  offered  to 
OSMA  members  as  follows: 

OSMA  Group  Disability  Cover- 
age was  updated  in  1989  and  offers 
members  a top-of-the-line  group  pol- 
icy up  to  $6,000  per  month.  The  policy 
provides  coverage  in  the  physician’s  oc- 
cupation or  recognized  specialty  up  to 
their  lifetime  as  a result  of  disability. 
The  group  currently  has  261  insured 
physicians. 

In  1991,  the  Council  added  an  indi- 
vidual, non-cancellable  disability  in- 
come policy  to  supplement  the  group 
disability  policy.  With  this  addition, 
the  OSMA  disability  program  (group 
plus  individual)  now  offers  member- 
physicians  the  opportunity  to  tailor  a 
disability  program  that  fits  their  indi- 
vidual needs  at  the  absolute  best  cost. 
The  Council  is  also  finalizing  an  ini- 
tial non-cancellable,  guaranteed- 
issue,  disability  policy  to  be  offered  to 
third  and  fourth-year  medical  stu- 
dents and  residents. 

OSMA  Group  Term  Life  insur- 
ance offers  coverage  from  $25,000  to 
$500,000  for  member-physicians  and 
their  spouses  and  $25,000  to  $100,000 
for  office  employees.  This  program  of- 
fers other  unique  benefits  and  conver- 
sion options  as  well.  The  group  cur- 
rently has  294  insureds. 


OSMA  Accidental  Death  and 
Dismemberment  provides  benefits 
for  loss  of  life  or  certain  other  losses 
such  as  limb,  eyesight,  speech,  etc., 
due  to  an  accident.  This  is  a very  low 
cost  supplemental  protection.  This 
program  currently  has  111  members. 

OSMA  Hospital  Indemnity 
Coverage  pays  a specific  amount  from 
$20  to  $200  per  day  that  an  insured 
is  in  the  hospital.  This  policy  is  supple- 
mental and  does  not  coordinate  with 
other  health  insurance.  This  is  addi- 
tional money  to  help  defray  medical 
expenses  such  as  deductibles,  coinsur- 
ance and  noncovered  care.  This  pro- 
gram currently  has  89  members. 

OSMA  Business  Overhead  Ex- 
pense Insurance  provides  money  to 
reimburse  actual  office  expenses  in- 
curred in  the  event  of  the  insured’s  dis- 
ability. This  is  an  excellent  low-cost 
supplement  to  a disability  program. 
There  are  currently  164  physicians  on 
this  plan. 

OSMA  Workers’  Compensation 
policy  is  a dividend-sharing  program 
where  some  of  the  premiums  may  be 
returned  to  policyholders  if  group  ex- 
perience meets  certain  ratios.  This 
type  of  coverage  is  required  by  law  if  a 
physician  has  one  or  more  employees. 
The  group  currently  has  677  members 
covered. 

The  Council  signed  a licensing 
agreement  with  the  AMA  Investment 
Advisors  in  1990.  This  subsidiary  of 
the  American  Medical  Association 
will  assist  OSMA  physicians  in  design- 
ing a flexible  and  complete  retirement 
program  without  the  customary  front- 
end  load  commissions.  This  alliance 
between  the  OSMA  and  AMA  is  an 
excellent  way  for  physicians  of  any  age 
or  specialty  to  invest  and  monitor 
their  retirement  plan  at  a very  low 
cost.  This  program  is  currently 
monitoring  over  $1.5  million  in  assets 
of  Oklahoma  physicians. 

The  Council  studied  the  possibility 
of  offering  a long-term  care  policy  as 
an  OSMA  benefit.  After  reviewing  the 
marketplace  for  LTC  policies,  the 
Council  decided  to  wait  until  this  type 
of  coverage  has  had  some  experience 
and  scrutiny.  In  the  meantime,  the 
Council  has  developed  some  guide- 
lines for  OSMA  members  to  observe 
when  evaluating  a long-term  care  pol- 
icy. The  guidelines  will  be  printed  in 
the  OSMA  Newsletter  and  are  avail- 
able upon  request. 
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1991  COUNCIL  ON  MEMBER  SERVICES  SEMINARS 

May  3 

AMA/ICD-9  Coding/Tulsa  Marriott/8:30-5/$130 
lunch  and  continental  breakfast 

May  4 

AMA/Gearing  Up  for  Retirenient/8;30-4:30/$165/$175 

Tulsa  Marriott/no  lunch 

May  13 

Toback/Managing  Medicare  1991/8:30-4;30/$165 

1$15  discount  for  multiple  registrations) 

OKC  Holiday  Inn  West/includes  lunch 

May  14 

Toback/Managing  Medicare  1991  (same  as  above) 

Tulsa  Marriott 

May  22 

Ed  Kelsay/Workers’  Comp/half  day/l-4/$95 

Tulsa  Marriott 

May  23 

Ed  Kelsay/Workers’  Comp  (same  as  above) 

OKC  Holiday  Inn  West 

June  14 

Practice  Performance  Seminars/Becoming  a Better  Medical 
MEinager/  OKC  Holiday  Inn  West/9-4/$130/no  lunch 

June  15 

Harrison  Associates/Working  with  Multiple  PPOs  & HMOs 
half  day/9- 12/$95/OKC  Holiday  Inn  West 

June  15 

Practice  Performance  Seminars/Appealing  Unfair  Payments 
half  day/1-5  p.m./$95/OKC  Holiday  Inn  West 

June  18 

Conomikes/How  to  Improve  Third  Party  Reimbursement  Coding 
9-4/includes  lunch  $175/OKC  Lincoln  Plaza 

June  19 

Conomikes/How  to  Improve  Third  Party  Reimbursement  Coding 
(same  as  above)  Tulsa  Marriott 

June  21 

Practice  Performance  Seminars/Becoming  a Better  Medical 
Manager/9-4/no  lunch/$130/Tulsa  Sheraton  Kensington 

June  22 

Harrison  Associates/Working  with  Multiple  PPOs  & HMOs 
half  day/9- 12/$95/Tulsa  Sheraton  Kensington 

June  22 

Practice  Performance  Seminars/ Appealing  Unfair  Payments 
half  day/1-5  p.m./$95/Tulsa  Sheraton  Kensington 

July  12 

Practice  Performance  Seminars/Creating  the  High  Performance 
Practice/OKC  Metro  Tech/9-4/$165  includes  lunch 

July  13 

Practice  Performance  Seminars/Creating  the  High  Performance 
Practice/Tulsa  Marriott/9-4/$165  includes  lunch 

Aug  17 

Practice  Performance  Seminars/Reconfiguring  Your  Medical 
Practice/DONT  HAVE  ALL  INFO 

Aug  24 

Practice  Performance  Seminars/Reconfiguring  Your  Medical 
Practice/DONT  HAVE  ALL  INFO 

Sept  14 

Tax  Reduction  InstituteTax  Strategies  After  Tax  Reform 

Tulsa  MarriottDONT  HAVE  ALL  INFO 

Sept  21 

Tax  Reduction  InstituteTax  Strategies  After  Tax  Reform 

OKC  Lincoln  Plaza/DONT  HAVE  ALL  INFO 

Sept  28 

AMA  Investment  Advisors/DON’T  HAVE  ALL  INFO 

Oct.  5 

AMA  Investment  Advisors/DON’T  HAVE  ALL  INFO 

The  Council  has  endorsed  a num- 
ber of  seminars  to  be  available  for 
OSMA  members  through  the  remain- 
der of  1991.  (See  list  attached).  These 
are  well  attended  with  very  favorable 
response.  The  Council  also  continues 
to  offer  travel  opportunities  for  both 
medical  business  and  pleasure  to 
members  of  the  Association. 

The  Council  looks  for  ways  to  offer 
quality  programs,  service  and  prod- 
ucts to  OSMA  members  and  when  pos- 
sible, provide  some  supplemental  in- 
come for  the  Association.  For  the  fiscal 
year  1990-91,  (through  March),  the 
Council  on  Member  Services  has 
earned  $33,557  for  the  Association.  I 
want  to  personally  thank  Lyle  Kelsey, 
OSMA  Associate  Director,  and  Ed  Kel- 
say,  OSMA  General  Counsel,  for  their 
knowledge  and  direction,  as  well  as 
the  dedication  of  the  following  Council 
members. 


Respectfully  submitted, 

William  Bernhardt,  MD,  Chairman 

Tim  Caldwell,  MD,  Vice-Chairman 

Michael  Aaron,  MD 

Carolyn  Cobb,  MD 

Joel  Gist,  MD 

David  Harper,  MD 

William  Harrison,  MD 

William  McCurdy  III,  MD 

Dennis  McIntyre,  MD 

Gene  Muse,  MD 

James  Snipes,  MD 

S.  Fulton  Tompkins,  MD 

Kersey  Winfree,  MD 

Lyle  Kelsey,  Staff 

Ed  Kelsay,  Staff 


Report  of  the 
OKLAHOMA  MEDICAL 
POLITICAL  ACTION 
COMMITTEE 

Subject:  Annual  Report 
Presented  by:  Larry  L.  Long,  MD, 

Chairman 

Referred  to:  Reference  Committee  III 

Introduction 

The  Oklahoma  Medical  Political 
Action  Committee  is  a voluntary,  unin- 
corporated entity  made  up  of  indi- 
vidual physicians  and  spouses  in- 
terested in  helping  political  candi- 
dates become  elected  to  office.  OMPAC 
is  an  independent  and  autonomous  or- 
ganization managed  by  a Board  of  Di- 
rectors. The  Board  of  Directors  have 
control  over  the  policies  and  activities 
of  the  Committee  and  serve  without 
compensation.  The  OMPAC  Board  con- 
ducts the  business  of  the  Committee 
and  otherwise  meets  several  times 
during  an  election  year  to  distribute 
OMPAC  funds  to  candidates. 

Review  of  Activities 

The  Oklahoma  Medical  Political 
Action  Committee  has  just  concluded 
a very  active  election  year.  Your 
OMPAC  Board  met  in  Oklahoma  City 
in  July  and  Tulsa  in  October.  A copy 
of  those  candidates  supported  by 
OMPAC,  published  in  the  OSMA  News 
is  attached  to  this  report. 

In  September,  OMPAC  Director/ 
Treasurer,  Robert  Baker,  and  I were 
invited  as  one  of  five  state  PACS  to 
meet  with  the  entire  American  Medi- 
cal Political  Action  Committee  Board 
of  Directors.  During  this  meeting  we 
expressed  OMPAC’s  concerns,  as  well 
as  learned  first  hand  how  AMPAC  op- 
erates. 

Additionally,  membership  in 
OMPAC  afforded  your  Committee 
with  an  award  from  the  AMPAC  Board 
of  Directors. 

Auxiliary  participation  in  OMPAC 
continues  to  be  excellent.  I commend 
Auxiliary  Chairman  Nadine  Nickeson 
for  her  support  and  enthusiasm  and 
we  applaud  the  entire  OSMA  Aux- 
iliary for  helping  to  keep  OMPAC 
strong. 
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Financial/Membership 

The  OMPAC  Financial  Report  as 
of  April  1,  1991  is: 

Total  Dollars  Raised 

(1991)  $24,433. 

Less  Dues  to  AMPAC;  $ 7,180. 
CASH  ON  HAND:  $17,253. 

The  OMPAC  Membership  Report 
as  of  April  1,  1991  is: 

Auxiliary  Membership:  14 

Resident/Student  Membership:  5 
Regular  Membership  ($50)  354 

Sustaining  Membership  ($100)  60 
“200  Club”  Membership  ($200)  22 
Total  Membership  to  Date:  455 

Conclusion 

Overall,  OMPAC  is  off  to  an  excel- 
lent start  in  replenishing  the  funds 
used  during  the  1990  elections.  It 
should  be  noted  that  membership  fig- 
ures and  funds  appear  to  be  low  due 
to  the  fact  that  OMPAC  dues  state- 
ments were  not  mailed  until  March. 

On  behalf  of  the  OMPAC  Board  of 
Directors,  may  I take  this  opportunity 
to  thank  each  physician  and  auxilian 
for  your  continued  support.  It  has  been 
an  honor  and  a privilege  to  serve  as 
OMPAC  Chairman  and  I look  forward 
to  working  with  each  of  you  in  the 
months  ahead. 

Respectfully  submitted, 

Larry  L.  Long,  MD,  Chairman 


October,  1990 
PAG  Picks 

In  preparation  for  Election  Day,  November  6,  the 
Oklahoma  Medical  Political  Action  Committee 
(OMPAC)  Board  of  Directors  met  earlier  this  month 
in  Tulsa  to  determine  which  candidates  to  support. 
As  in  all  things  political  there  was  much  discussion 
before  reaching  consensus  OMPAC  supported  candi- 
dates are  listed  below  in  bold  face. 


HI)  23 

T\ilsa 

Betty  Boyd  ( D)  vs 

Bob  Gary  (R) 

HD  24 

Okfuskee 

Glen  Johnaon(I))  vs 

Eldon  Burcham  (R) 

HD  25 

Pontotoc 

Karroll  Rhoads  (R)  vs 
BillTillmanlO) 

HD  26 

Pottawatomie 

Robert  Weaver  (R)  vs 
Randall  Wiley  (D) 

HD  28 

Okfuskee 

Danny  Williams  (l)>  vs 
Tim  Russell  (R) 

HD33 

Payne 

Jessie  Pilgrim  (D)  vs 
Mike  Morris  (R) 

hd:m 

Payne 

Larry  Gish  (D)  vs 

Mike  Henson  (R) 

HD  36 

Osage 

James  Hager  (D)  vs 

John  Handshy  ( R) 

HD38 

Alfalfa 

Jim  Reese  (R)  vs 

George  Bocox  (D) 

HD  39 

Alfalfa 

Steven  Boeckman(R)  vs 

Robert  Bob  Moore  (D) 

HD  40 

Garfield 

Gary  Maxey  (D)  vs 
Homer  Rieger  1 R) 

HD41 

Garfield 

Worth  Bracher  (R)  vs 
SeanVoskuUD) 

HD  44 

Cleveland 

Carolyn  Thompson  (D) 
vs  Sharon  Parker  ( R) 

HD45 

Cleveland 

Ed  Crocker  (D)  vs 

Jenne  Parrott  (R) 

HD46 

Cleveland 

Gary  York  (D)  vs 

Joe  Cunningham  (R) 

HD47 

Grady 

Flake  Todd  ( D ) vs 

Joe  Gilbert(R) 

HD  50 

Stephens 

Ed  Apple  (R)  vs 

Jari  Askins(D) 

HD  53 

Cleveland 

John  Lassiter(D)  vs 
Carolyn  Coleman  (R) 

HD  57 

Blaine 

Bill  Widener(D)  vs 
Richard  DiblerfR) 

HD58 

Woodward 

Dwight  Terry  (D)  vs 
Elmer  Maddux  (R) 

HD  64 

Comanche 

Sid  Hudson  ( D)  vs 

Ed  Jantzen(R) 

HD  70 

Tulsa 

John  Bryant  ( R)  vs 

C.  Lyn  Larson  (D) 

HD  78 

Tulsa 

Frank  Pitezel  (R)  vs 
Bruce  Niemi(D) 

HD  80 

Tulsa 

Theo  Smith  ( D ) vs 

Bob  Gates  (R) 

HD  87 

Oklahoma 

Robert  Worthen  ( R)  vs 
Don  Lanier  (D) 

HD  88 

Oklahoma 

Linda  Larason  ( D ) vs 

TimBecker(R) 

HD  89 

Oklahoma 

Kevin  Hutchcroft  ( 0 ) vs 
Regina  McClain  (R) 

HD  91 

Oklahoma 

Alice  Musser  (D)  vs 

Dan  Webb  (R) 

HD  94 

Oklahoma 

Gary  Bastin  (D)  vs 
Margaret  Workman  (R) 

HD  96 

Oklahoma 

Mark  Seikel  ( D ) vs 

Carl  Thompson  ( R) 

HD  101 

Oklahoma 

Jeff  Hamilton  (D)  vs 
MikeTesio(R) 

United  States 

Senator 

Candidate 

Dist. 

County 

Candidate 

SD 10 

Kay 

J.  Berry  Harrison  (D) 

vs  Mike  Thralls  (R) 

SD  16 

Cleveland 

Cal  Hobson  (D)  vs 

Gary  Gardenhire 

SD22 

Blaine 

Bill  Gustafson  (K)  vs 
Howard  K.  Berry,  III  (D) 

SD34 

Osage 

Robert  V.  Cullison  ( D ) 
vs  Dean  Bennett  ( R) 

SD36 

Tulsa 

Kevin  Easley  (D)  vs 
Frank  Rhodes  (R) 

SD  40 

Oklahoma 

Steve  Harry  (D)  vs 
Brooks  Douglass  (R) 

SD  46 

Oklahoma 

Bemest  Cain  (D)  vs 

Tom  Roach  (R) 

SD  50 

Lincoln 

Enoch  Kelly  Haney  (D) 
vs  Charlie  Meadows  (R) 

HDl 

McCurtain 

Terry  J.  Matlock  ( D)  vs 
Louis  Coleman  (R) 

HD  10 

Osage 

Gary  Taylor  ( D)  vs 

Gene  Hildabrand  (R) 

HD  22 

Carter 

Danny  Hilliard  (D)  vs 

SidShiplett(R) 

David  L.  Boren  ( D) 

vs  Stephen  Jones  (R) 

Congressional 

Dist.  Candidates 

1 James  Inhofe(R) 
vs  Kurt  Glassco  ( D ) 

2 MikeSynarlD) 

vs  Terry  Gorham  ( R ) 

3 Bill  Brewster  (D) 
vs  Patrick  Miller 

4 Dave  McCurdy  (D) 
vs  Howard  Bill  (R) 

5 Mickey  Edwards  (R) 
vs  Bryce  Baggett  ( D ) 

6 Glenn  English  (D) 
vs  Robert  Bums  (R) 

No  matter  who  your  candidate  is,  be  sure  to  vote  on 
November  6. 


Report  of  the 
PHYSICIAN  RECOVERY 
COMMITTEE 

Subject:  Annual  Report 
Presented  by:  Frank  Crowe,  MD, 

Chairman 

J.  Darrel  Smith,  MD, 

Medical  Director 

Referred  to:  Reference  Committee  III 

Introduction 

It  is  the  purpose  of  the  Committee 
to  create  and  maintain  an  effective 
statewide  non-coercive  advocacy  pro- 
gram for  identifying,  contacting,  and 
offering  rehabilitative  help  for  physi- 
cians suffering  from  diseases  of  al- 
coholism, chemical  dependency  or  sub- 
stance abuse. 

Review  of  Activities 

The  OSMA  Physician  Recovery 
Program  continues  to  be  among  the 
leaders  nationally  in  identifying,  as- 
sisting in  treatment  and  returning  to 
practice  physicians  who  have  suffered 
from  chemical  or  alcohol  dependency. 

Currently  291  Oklahoma  health 
care  providers  are  involved  with  the 
Physician  Recovery  Program.  Two 
hundred  forty-two  are  back  in  practice. 
In  addition,  the  program  works  with 
a large  number  of  spouses,  significant 
others,  and  co-dependents.  A complete 
statistical  review  of  physicians  and 
their  specialties  who  are  being  as- 
sisted by  the  Physician  Recovery  Pro- 
gram is  part  of  this  report. 

This  year  several  female  physi- 
cians have  received  assistance  from 
the  Committee.  As  the  number  of 
women  physicians  increases  it  will  be- 
come more  important  to  have  greater 
participation  on  the  Committee  by 
female  physicians. 

Medical  Director  J.  Darrel  Smith, 
MD,  and  his  wife  and  assistant,  Paula, 
have  studied  data  from  the  PRC  pro- 
gram and  are  preparing  an  article  for 
publication  in  the  Journal  of  the 
OSMA.  The  good  news,  however,  is 
that  the  information  shows  that  the 
recovery  rate  for  Oklahoma  physicians 
who  attend  long  term  (four  months) 
treatment  is  92  percent. 

In  the  past,  the  OSMA  has  assisted 
physicians  who  required  treatment 
but  could  not  afford  it  with  loans  that 
were  repaid  when  the  physician  com- 
pleted recovery.  These  loans  came  from 
general  OSMA  operating  funds. 
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PHYSICIAN  RECOVERY 


PHYSICIANS  RECOVERY  PROGRAM  ACTIVITIES  SUMMARY 
September  1983  through  March  1991 

Total  to  Date  Currently 


M.D^.O.  Physicians:  PRP  Contact 

Practicing  in  Ok. 

Fam.  Med./G.P. 

77 

64 

Surgery  (Inclusive) 

37 

30 

Int.  Med. 

30 

28 

Peds. 

18 

18 

Psych. 

12 

10 

OB/Gyn. 

14 

13 

Anes. 

12 

11 

Emer.  Med. 

10 

9 

Rad. 

9 

9 

Ophth. 

5 

3 

Path. 

4 

2 

Med.  Students 

7 

4 

Total  M.D./D.O. 

235 

201=  173  M.D.  & 28 

D.V.M. 

15 

10 

D.D.S. 

16 

14 

Other  — P.A. 

7 

5 

Pod. 

4 

4 

Pharm. 

3 

2 

Psychol. 

6 

4 

Dent.  Stud. 

2 

0 

Other 

3 

2 

Total  Other 

56 

41 

Total  Health  Care  Prof. 

291 

242 

Relapse/Retreated  90-91 

Long-term  Rx.= 

= 1;  Short-term  Rx-=6 

Completed  or  in  Long-term  Rx.  90-91=20 

M.D./D.O. 

Other  Total 

Spouse/Sig.  Other 

74 

14  88 

Treated  C D. 

21 

Treated  Co-Dep. 

4 

This  year,  however,  the  OSMA  es- 
tablished a foundation  to  which  physi- 
cians and  others  could  make  tax  free 
contributions.  In  December,  1990, 
OSMA  President  Perry  A.  Lambird, 
MD,  and  OSMA  Auxiliary  President 
Mrs.  Nora  White  (Robert)  sent  a letter 
to  members  asking  them  to  contribute 
to  a Physician  Recovery  Foundation  to 
assist  physicians  and  their  families  in 
need.  Nearly  $12,000  was  raised.  Part 
of  this  money  already  is  being  used  to 
assist  two  physicians  in  treatment. 

The  members  of  the  PRC  thank 
OSMA  members  for  their  generosity 
and  commend  them  for  their  compas- 
sion. 

Mason  P.  Lyons,  MD,  continues  to 
assist  Dr.  Smith  as  PRC  Assistant 
Medical  Director  for  Eastern  Okla- 
homa. 

The  PRC  continues  to  enjoy  a 
cooperative  relationship  with  the 
Oklahoma  Board  of  Medical  Licensure 
and  Supervision. 

The  PRC  has  formal  relationships 
with  the  Oklahoma  Osteopathic  As- 
sociation; Oklahoma  Veterinarian  As- 
sociation; and  the  Oklahoma 
Psychological  Association.  The  PRC 
will  continue  to  work  to  seek  a more 
formal  relationship  with  other  health 
groups.  The  PRC,  however,  has  never 
refused  to  offer  its  assistance  to  any 
health  care  giver  when  requested. 

The  PRC  will  continue  to  serve  as 
an  advocate  for  physicians  suffering 
from  chemical  or  alcohol  dependency 
or  substance  abuse. 

Budget  Request  $112,500.00. 

Respectfully  submitted, 

Frank  Crowe,  MD,  Chairman 


J.  Darrel  Smith,  MD,  Medical  Director 

Mason  R.  Lyons,  MD 

John  C.  Chelf,  MD 

Ted  Clemens,  Jr.,  MD 

Donald  L.  Cooper,  MD 

Marcus  L.  Cox,  MD 

Carl  F.  Critchfield,  MD 

David  V.  Eakin,  MD 

Roger  G.  Ellis,  MD 


James  D.  Gormley,  MD 
Donald  C.  Kams,  MD 
Thomas  Llewellyn,  III,  MD 
George  Moore,  MD 
James  R.  Rhymer,  MD 
Harold  D.  Thiessen,  MD 
V.  William  Wood,  MD 
M.  Michael  Sulzycki,  OSMA  Staff 


— Next  Year  — 

OSMA  Annual  Meeting 
May  28-31,  1992 
Marriott  Hotel,  Oklahoma  City 
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Shashi  Husain,  M.D. 

Announces  the  opening  of 

Tulsa  Neiuology  and  Headache  Clinic,  Inc. 

Hillcrest  Physician's  Building  South 
1145  South  Utica  Avenue 
Suite  520 

Tulsa,  Oklahoma  74104 
Telephone;  (918)587-5534 
Office  Hours:  8:30  a.m.  to  5:00  p.m. 

Dr.  Husain  has  been  in  practice  since  1982. 


HELP  PATIENTS  AVOID  PRESCRIPTION  CONFUSION 
USE  IDENTI-MED®RX  LABEL  SYSTEM 
AN  AID  TO  PATIENT  MANAGEMENT 

Rx  labels  you  can  see  and  feel!  Designed  for  the  "special  patient" 
(blindness,  illiteracy,  language,  age,  etc.)  or  the  patient  on  multiple 
Rx,  such  as  cardiac,  dialysis,  or  diabetes. 

Request  Identi-Med®  Rx  Labels 
For  free  samples  and  information  call; 

Identi-Med,  Inc.  1-800-752-9404  (24  hours) 
1-405-765-0669 


CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Sllverstein,  MD,  FACS 

J.  Michael  Kelly,  MO,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Surgery  of  the  Hand  & Congenital  Deformities; 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  73116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 


A group  of  laboratories 
affiliated  to  better  serve 
the  medical  profession. 


SOUTHERN  OKLAHOIMA 
PATHOLOGY  ASSOCIATES,  INC. 

A(da,  Oklahoma 


MEDICAL  ARTS  LABORATORY 

Oklahoma  City,  Oklahoma 


FAIRVIEW  PATHOLOGY 
CONSULTANTS,  INC. 

Ponca  City,  Oklahoma 


PATHOLOGY  ASSOCIATES 
OF  LAWTON 

Lawton,  Oklahoma 


SOUTHEASTERN  MEDICAL 
LABORATORIES,  INC. 

McAlester,  Oklahoma 


MIDWEST  CITY 
PATHOLOGY,  INC. 

Midwest  City,  Oklahoma 


PATHOLOGY,  INC 

Stillwater,  Oklahoma 


Medical  Arts  Laboratory 
Associated  Regional 
and 

University  Pathologists,  Inc. 

For  Information  Call 
(405)  239-7111  or 
1 (800)  REF-LAB  1 


I Okla  State  Med  Assoc,  Vol  84,  July  1991 


389 


The  (huid  Center 

For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


Houshang  Seradge,  md,  figs 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  Qty,  OK  73109  • (405)631-4263 


SOUTHERN  PLAINS  MEDICAL  CENTER,  RC. 

^ ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 


SOUTHERN  PLAINS 
MEDICAL  CENTER  / Chickasha 
2222  Iowa  — 224-8111 


FAMILY  PRACTICE 
J W McDoniel,  M D 
J O Wood,  Jr,  M D 

INTERNAL  MEDICINE 
W,S,  Harrison,  M D 
D L,  Stehr,  M D. 

Don  R Hess.  M D 
R,L  Jenkins,  M,D 
L V.  Deck.  M D 
R.C.  Talley.  M,D, 

CARDIOLOGY 
Joe  T Bledsoe,  M D 

GASTROENTEROLOGY 
C.K.  Su,  M,D, 

PEDIATRICS 
R E.  Herndon.  M.D. 

E.  Ron  Orr,  M.D 
J.E.  Freed,  M.D 
Pilar  Escobar,  M D 
Donald  F Hasiam,  M D 


OBSTETRICS  AND 

GYNECOLOGY 
Nancy  W,  Dever,  M.D 
Alan  J.  Weedn,  M D. 

David  Rumph,  M.D. 

NEUROLOGY  (Part-time) 
Andrew  Gin,  M.D. 

GENERAL  & 

VASCULA>R  SURGERY 
Linda  M Johnson,  M D 
Virginia  L Harr.  M D 
Myra  Campbell,  PA 

THORACIC  & 

VASCULAR  SURGERY 
Paul  B.  Loh,  M D 

OPHTHALMOLOGY 
John  R.  Gearhart.  M D 

ANESTHESIOLOGY 
T.  Gowlikar,  M D 
Gideon  Lau,  M D 
M M,  Vaidya,  M.D 

ACUTE  CARE  & 

OCCUPATIONAL  MEDICINE 
C R Gibson,  M D 
Edwin  Horne,  Jr , M.D, 


UROLOGY 
K T Varma,  M D 

ORTHOPEDIC  SURGERY 
J.E,  Winslow,  M D 
Timerl  Murari,  M D 
Bill  OhI,  PA 


PLASTIC  & RECONSTRUCTIVE 
SURGERY  (Part-time) 

E C.  Duus,  M.D, 

ONCOLOGY  (Part-time) 

R.G.  Ganick,  M.D. 

L M.  Bowen,  M D. 


CLINICAL  PSYCHOLOGY 
J.M  Ross,  Ph  D. 


SOUTHERN  PLAINS 
MEDICAL  CENTER  / Duncan 
2515  West  Elk  — 252-6080 


RADIOLOGY 
TJ  Williams,  M.D 

SPEECH  PATHOLOGY 
Colette  Ellis,  M.  Ed,,  C.C.C 

DERMATOLOGY 
Linda  A Reinhardt,  M.D, 

ALLERGY 

R E.  Herndon,  M.D 
W.S.  Harrison,  M D 

PHYSICAL  MEDICINE 

& REHABILITATION 
Kumudini  Vaidya,  M D 

NEUROSURGERY  (Part-time) 
R E.  Woosley,  M D 


FAMILY  PRACTICE 
Christopher  M Herndon,  M.D. 
Jeff  Jones,  M.D. 

ALLERGY  (Part-time) 

R E Herndon,  M D 

DERMATOLOGY  (Part-time) 

Mark  Roytman,  M.D, 

SOUTHERN  PLAINS 
AMBULATORY  SURGERY  CENTER 
2222  Iowa  — Chickasha,  OK 
MEDICARE  Approved 

ADMINISTRATION 
Daniel  N.  Vaughan 
David  L.  Ward 
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Oklahoma  Transplantation 

Institute 

THE  PREMIER  TRANSPLANTATION  INSTITUTE  IN  OKLAHOMA 

There  are  only  30  regional  Heart  Transplant  Centers  in  America,  and  one 
of  them  is  right  here  in  Oklahoma  City.  The  only  Heart  Transplant  program 
in  Oklahoma  to  earn  government  Medicare  Certification. 


Nazih  Zuhdi,  MD 

DIRECTOR, 


CHIEF  TRANSPLANT  SURGEON 

Heart  Transplantation 
Heart-Lung  Transplantation 
Lung  Transplantation 

Nazih  Zuhdi,  MD,  Chief 
Allen  E.  Greer,  MD 
John  S.  Chaffin,  MD 
David  K.C.  Cooper,  MD 
John  S.  Muchmore,  MD 


Kidney  Transplantation 

Scott  Samara,  MD,  Chief 

B.G.  Smith,  MD 
Paul  Donat,  MD 


Research 

Bettina  Mues 
Ye  Yong 

Yukifusa  Yokoyama 


The  Oklahoma  Transplantation  Institute 
at  Baptist  Medical  Center 

3300  Northwest  Expressway  / Oklahoma  City,  Oklahoma  73112 

(405)  949-3349 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 
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Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

nil  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
^Stephen  Tkach,  MD,  FACS 
■Joseph  F.  Messenbaugh  III,  MD,  FACS 
*J.  Patrick  Evans,  MD,  FACS 
*Edwin  E.  Rice,  MD,  FACS 
^Warren  G.  Low,  MD,  FACS 
*Thomas  C.  Howard,  MD,  FACS 
*David  L.  Holden,  MD,  FACS 
*Brock  E.  Schnebel,  MD,  FACS 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
*Richard  J.  Hess,  MD,  FACP 
*Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 
*Larry  G.  Willis,  MD 
^Robert  F Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 

INDUSTRIAL  MEDICINE 

Jack  W.  Parrish,  MD,  FAAFP 

McKinley  S.  Lundy,  DO,  MPH 

Robert  R.  Dugan,  MD 

” MANAGEMENT  SERVICES 

’^^Specialty  Board  Diplomate  James  A.  Hyde,  Administrator 


QKL'AHOMA 


mum 


Specializing  in  the  diagnosis  and  treatment 
of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

MAILING  ADDRESS;  PO.  Box  26827,  Oklahoma  City,  OK  73126 


MAIN  OFFICE 
750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

MERCY  OFFICE 
Mercy  Doctors  Tower 
4200  W.  Memorial  Rd.,  Suite  112 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 
3433  N.W.  56th,  Suite  870 
Oklahoma  City,  Oklahoma 
(405)  235-0040 


Robert  S.  Ellis,  MDf* 

Lyle  W.  Burroughs,  MDt° 
Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MDf* 
John  R.  Bozalis,  MD,  t* 
John  S.  Irons,  MDt° 
Warren  V.  Filley,  MD,  t* 
James  R.  Claflin,  MDt° 

Senior  Consultants: 
George  S.  Bozalis,  MD 
George  L.  Winn,  MDf 


t Diplomate  American  Board  of  Allergy  and  Immunology 
• Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


NORMAN  OFFICE 
950  North  Porter,  Suite  101 
Norman,  Oklahoma 
(405)  235-0040 


Executive  Director: 

G.  Keith  Montgomery,  MHA 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N.  Saratoga/P.O.  Box  849 
Shawnee,  Oklahoma  74801 
Phone:  (405)  273^5801 


FAX: 

(405)  273-2632 

ALLERGY 

INFECTIOUS  DISEASE 

ORTHOPEDIC  SURGERY 

PATHOLOGY  CONSULTANT 

A.M.  Bell,  M.D. 

William  A.  Chapman,  M.D. 

T.A.  Balan,  M.D.,  F.A.A.O.S. 
R.M.  Kamath,  M.D.,  M.S. 

David  L.  McBride,  M.D. 

GENERAL  SURGERY 

INDUSTRIAL  MEDICINE 

(Orth),  F.A.A.O.S. 

RADIOLOGY 

Frank  H.  Howard,  M.D. 

A.M.  Bell,  M.D. 

S.M.  Waingankar,  M.D., 

CONSULTANTS 

Gary  D.  Myers,  M.D. 

OBSTETRICS, 

M.S.,  (Orth.),  F.A.A.O.S. 

William  Phillips,  M.D. 

Robert  G.  Wilson,  M.D. 

INTERNAL  MEDICINE 

GYNECOLOGY 

OTORHINOLARYNGOLOGY 

Cranfill  K.  Wisdom,  M.D. 

Michael  W.  Butcher,  M.D. 

Richard  E.  Jones,  M.D. 

Shrikant  Rishi,  M.D.,  M.S., 

Merle  L Davis,  M.D. 

Larry  D.  Fetzer,  M.D. 

Stephen  E.  Trotter,  M.D. 

F.A.C.S. 

ANCILLARY 

SMCC  Radiology 

Eldon  V.  Gibson,  M.D. 

NEONATOLOGY 

PEDIATRICS 

SMCC  Laboratory 

David  L Holland,  Jr.,  M.D. 

R.K.  Mohan,  M.D. 

A.M.  Bell,  M.D. 

Jerry  Brad  Jarrell,  M.D. 

William  A.  Chapman,  M.D. 

ADMINISTRATOR 

D.A.  Mace,  M.D. 

S.P.  Shetty,  M.D. 

OPHTHALMOLOGY 

David  K.  Linn,  M.D.,  Ph.D. 

R.K.  Mohan,  M.D. 

Lee  Michael  Hilka 

ORTHOPEDIC  ASSOCIATES.  INC. 

AND 

AMBULATORY  SURGERY  CENTER 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  731 12-5691 
(405)  947-091 1 


David  R.  Brown,  MD 
Ralph  E.  Payne,  Jr,  MD 
J.  Charles  Monnet,  MD 
David  A.  Flesher,  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III,  MD 
Michael  O.  Williams,  MD 
James  M.  Odor,  MD 


Jimmy  H.  Conway,  Jr.,  M.D. 


DIplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 
Surgery  of  the  Spine 


Total  Joint  Replacement 
Physical  Therapy 
Conservative  Spine  Care 
General  Orthopedic  Services 


I Okla  State  Med  Assoc,  Vol  84,  July  1991 


393 


I O L O G 
S O C I A 


Y 

T E s,  Inc. 


DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OF  RADIOLOGY 


Diagnostic  Radiology,  Mammography 
Ultrasound,  Nuclear  Medicine 
Computed  Tomography 
Magnetic  Resonance  Imaging 
Angiography  and  Interventional  Radiology 


JAMES  T.  BOGGS.  M.D. 

RICHARD  B.  PRICE,  M.D.,  F.A.C.R.,  D.A.B.N.M. 
G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALF  E.  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P. 
ROGER  B.  COLLINS,  M.D. 

GARYG.  ROBERTS  , M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 

JAY  A.  HAROLDS,  M.D.,  F.A.C.R.,  D.A.B.N.M. 
CAROL  KAHNERT  YATES  , M.D. 

FRANCIS  “TAD"  CASSIDY,  JR.,  M.D. 

JOHN  A.  OWEN,  M.D. 

WALTER  J.  MILTON,  M.D. 

EXECUTIVE  DIRECTOR 
BURT  LOESSBERG,  M.B.A. 


PRACTICE  LOCATIONS 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N.W.  56TH,  SUITE  C-10 
OKLAHOMA  CITY,  OK  73112 
(405)  945-4750 


BAPTIST  MEDICAL  CENTER 
3300  N.W  EXPRESSWAY 
OKLAHOMA  CITY,  OK  73112 
(405)  949-3202 


DEACONESS  HOSPITAL 
5501  N.  PORTLAND 
OKLAHOMA  CITY,  OK  73112 
(405)  949-6107 


NORTHWEST  MEDICAL  CENTER 
3330  N.W.  56TH  STREET,  SUITE  206 
OKLAHOMA  CITY,  OK  73112 
(405)  945-4740 


MEDICAL  PLAZA  IMAGING 

COMPUTED  TOMOGRAPHY  — MAGNETIC  RESONANCE  IMAGING 

BAPTIST  MEDICAL  PLAZA  NORTH  7 AM  - 11  PM 

3433  N.W.  56TH,  SUITE  C-10  MONDAY  - SUNDAY 

OKLAHOMA  CITY,  OK  73112  7-DAY  WEEK  SERVICE 

(405)  945-4760 

1-800-522-6613 


OKLAHOMA  HANDc=p^-i 
SURGERY  CENTER,  INOl^J 


Carlos  A.  Garcia-Moral,  MD,  FACS 

405/232-3210 

300  Northwest  13th,  Suite  100 


Kenneth  A.  Hieke,  MD 


Oklahoma  City,  OK  73103 


394 


I Okla  State  Med  Assoc,  Vol  84,  July  1991 


ALLERGY 


JAMES  A MURRAY.  MD.  INC 


Galen  P Robbtns.  MD 
Williams  S.  Myers.  MD 
Lawrence  M Higgs.  MD 
William  J.  Fors.  MD 


Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 


CARDIOVASCULAR  CLINIC 

W,  H,  Oehlert.  MD  Mel  Clark.  MD 

Charles  F.  Bethea,  MD  Jerome  L Anderson.  MD 
Fred  E.  Lybrand,  MD  Santosh  T Prabhu,  MD' 

Richard  T Lane.  MD 


CARDIOVASCULAR  DISEASES 


JAMES  A MURRAY.  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomate  Amencan  Board  of  Allergy  and  Immunology 


Cardiac  catheterization,  aortography  and  coronary  anteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
BAPTIST  MEDICAL  PLAZA 


Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa.  Oklahoma  74177 


Northwest  Medical  Center  Suite  602 

NORTHWEST  ALLERGY  CLINIC,  INC 

John  L Davis.  M D 
3330  N W 56th 


3433  Northwest  56th.  Suite  400,  Oklahoma  City.  OK  73112  Telephone  947-3341 

4200  W.  Memorial,  Suite  704.  Oklahoma  City.  OK  73120  Telephone  945-3155 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS,  State  PRO  Accepted 


Oklahoma  City,  Oklahoma  73112 
405  843-6619 


Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


OKLAHOMA  ALLERGY  CLINIC,  INC. 

Specializing  in  the  Diagnosis  and  Treatment  ot  Allergic  Disease 


Roberts.  Ellis, MDf 
LyleW.  Burroughs,  MDt° 
Charles  D.  Haunschild,  MDf' 
James  H.Vi/ells,  MDf 


John  R Bozalis,  MDf 
John  S.  Irons.  MDt° 
Warren  V Filley,  MDf 
James  R.  Claflin,  MDf 


Senior  Consultants:  George  S.  Bozalis,  MD;  George  L.  Winn,  MDf 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


RONALD  W.  GILCHRIST,  JR  , MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City,  X-Ray  and  COj  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


SKIN  & SKIN  CANCER  CENTER.  INC. 
C.  Jack  Young,  MD 

Diplomate  American  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 


Central  Office;  Baptist  Medical  Plaza  N 

750  NE  13th  St.  3433  NW  56th 

Okla  City,  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W.  Memorial 
Suite  112 
405-235-0040 


Norman  Office 
950  N Porter 
Suite  101 
405-235-0040 


ANESTHESIOLOGY 


ROBERT  E KAPLAN,  M.D. 

— Anesthesiology  — 

Pain  Management 
3500  State  Street 

Telephone  918-333-4550  Bartlesville,  OK  74006  Fax:  918-333-5886 


Clinic  Building  South  ot  Baptist  Hospital 

3434  N.W.  56,  Oklahoma  City  (405)  946-5678 


ENDOCRINOLOGY 


M GUDE,  MD,  MRCP  (UK),  FACP 
Diplomate,  American  Boards  of  Internal  Medicine 
and  Endocrinology/Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  - THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC,  OK  73119  PH:  681-1100 
North  Office:  6001  NW  120th  Ct  #6,  OKC.  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


CARDIOVASCULAR 


GYNECOLOGIC  ONCOLOGY 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Cathetenzation.  Aortography  and  Selective  Coronary  Arteriography 
Ckjronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 


Gynecologic  Oncology  & Pelvic  Surgery 
JEFFREY  J.  SMITH.  MD,  FACOG,  FACS 


'G.L.  Honick,  MD,  FACC  943-8428 
■J.L.  Bressie,  MD.  FACC  946-0568 
A.F.  Elliott.  MD,  FACC  943-8421 
A S.  Dahr,  MD,  MS  947-2321 


■J.  Voda,  MD.  FACC  947-1297 
G.L.  Worcester,  MD  943-4134 
•K.J.  Kassabian,  MD  272-8397 


'Certified  by  the  American  Board  ot  Cardiovascular  Disease 
Baptist  Medical  Plaza 


Certified,  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 

711  Stanton  L.  Young  Blvd  #706 
Oklahoma  City,  Oklahoma  73104 
271-3200 


7th  Floor.  3433  N.W.  56th 


Oklahoma  City,  Oklahoma  73112 


Professional  card  listings  are  available 
to  OSMA  members.  They  are  sold  in 
vertical  increments  of  one-half  inch  at 
the  rate  of  $55.00  per  half  inch  per  year. 


I Okla  State  Med  Assoc,  Vol  84,  July  1991 


395 


NEPHROLOGY 


Practice  of  Internal  Medicine  and  Nephrology 

TV.  VENKATA  RAMAN,  MD,  FACP 
Diplomate  Amencan  Board  of  Internal  Medicine  and  Nephrology 


Classon  Professional  Bldg. 
1110  N.  Classen  Blvd,.  #200 
Oklahoma  Cily,  OK  73106 
(405)  235-8229 


M D Medical  Tower 
8121  National  Ave.,  #401 
Midwest  City,  OK  73110 
(405)  733-9987 


OPHTHALMOLOGY 


John  W,  Huneke,  MD,  FACS,  Inc, 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada,  Oklahoma  74820 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 1th  Street  Oklahoma  Cily  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD,  INC. 

Diplomate,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N.W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office:  405/272-6802  After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS,  PC. 

Baptist  Medical  Center  - South  Building 
3435  N W.  56lh  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 

S,  Fulton  Tompkins,  MD,  DABOS  John  F Thompkins,  MD,  DABOS 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631-4263  631 -HAND 


PEDIATRIC  SURGERY 


WM.  P TUNELL,  MD’  DAVID  W.  TUGGLE,  MD* 

940  NE  13th  Street,  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
’American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R.  Murali  Krishna,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
John  C.  Andrus,  M.D.,  MAPA 
Diplomate,  American  Board  of  Psychiatry 
Shree  S.  Vinekar,  M.D.,  F/\ACP 
Diplomate,  American  Board  of  Psychiatry  and  Child  Psychiatry 
Twyla  J.  Smith,  M D , Diplomate,  American  Board  of  Psychiatry 
Charles  E.  Smith,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
Cheryl  L.  Feigal,  M.D.,  Diplomate,  American  Board  of  Psychiatry 
V.  Girijanand  Bhat,  M D.,  MRCPsych  (UK) 
CONSULTANTS 
Robert  J.  Outlaw,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
PovI  Toussieng,  M.D.,  FAPA 

Thurman  E.  Coburn,  Ph.D.,  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Donna  D.  Smela,  ACSW,  Clinical  Psychiatric  Social  Worker 
St.  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER,  MD 
Psychiatry 


Suite  318  Classen  Professional  Bldg.  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K.  IMES,  MD 
JOHN  E.  HUFF,  MD 
ELWOOD  F.  WILLIAMS,  MD’ 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consuitants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 
’Board  Eiigible  Pulmonary  Disease 

3330  N.W.  56th  Street,  Suite  212  (405)  947-3335 

Oklahoma  City,  Oklahoma  73112 


KATHERINE  S.  LITTLE,  MD 
DENNIS  M.  PARKER,  MD 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O.  SMITH,  JR.,  MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified-American  Board  of  Otolaryngology 
4200  West  Memorial  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


3330  N.W.  56th  Street,  Suite  208 

Oklahoma  City,  Oklahoma  73112 


OSMA  News 

Another  OSMA  member  service 


(405)  949-2215 


396 


I Okla  State  Med  Assoc,  Vol  84,  July  1991 


RADIOLOGY 

CHET  BYNUM,  MD 

DIAGNOSTIC  RADIOLOGY 

GLENNA  YOUNG.  MD 

Fluoroscopy 

Tomography 

Xeromammography 

WHOLE  BODY  CT  SCANNING 

Ultra  Sonography 

13301  N Meridian  Bldg 

300 

1 1 25  N Porter 

Oklahoma  City.  Oklahoma  73120 

Norman.  Okla  73071 

(405)  752-0186 

(405)  364  1071 

RADIOLOGIC  SPECIALTIES.  LTD 
4045  Northwest  64th  Street.  Suite  125 
Oklahoma  City,  Oklahoma  73116 

Practice  Limited  To  CT  Scanning 

V C Tisdal  III.  MD  (405)  848-0075  Rebecca  Goen  Tisdal.  MD 
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Surgery  of  the  Hand 
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Style 
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Illustrations 
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for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
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Reprints 
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PHYSICIANS.  THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN  THE 
ARMY  RESERVE 
WE  THINK 
YOU'LL  LIKE. 


One,  time.  We  know  how  tough 
it  is  for  a busy  physician  to  make 
weekend  time  commitments.  So  we 
can  offer  the  kind  of  flexible  time 
scheduling  that  allows  a physician  to 
share  sixteen  hours  a month  with  his 
or  her  country.  We  can  arrange  a 
schedule  to  suit  your  requirements. 

Two,  the  opportunity  to  explore 
other  phases  of  medicine,  to  add  a 
different  kind  of  knowledge  — the 
challenge  of  military  health  care.  Its  a 
flexibility  that  could  prove  to  be  both 
stimulating  and  rewarding,  with  the 
opportunity  to  participate  in  a variety 
of  programs  that  can  put  you  in  con' 
tact  with  medical  leaders  from  all 
over  the  country. 

See  how  flexible  we  can  be;  call 
our  Army  Medical  Personnel 
Counselor: 


Major  Leo  Bell,  Jr. 

(214)  767-1640 

BE  ALL  YOU  CAN  BE. 

ARMY  RESERVE 


The  Last  Word 


■ May  brought  the  first  of  a number  of  changes 

within  the  Epidemiology  Service  of  the  Oklahoma 
State  Department  of  Health  (OSDH).  Effective  May 
1,  the  AIDS  and  STD  divisions  were  combined  into 
a single  STD/HIV  Division.  The  move,  similar  to  that 
occurring  in  other  states  and  recommended  by  the 
Centers  for  Disease  Control,  will  allow  for  better  coor- 
dination of  educational  efforts,  field  activities,  and 
disease  reporting  efforts.  Ron  Toth,  MPH,  former  di- 
rector of  the  AIDS  Division,  will  now  be  director  for 
the  combined  Immunization  and  General  Communic- 
able Diseases  divisions. 

■ The  monthly  Oklahoma  AIDS  Update  has  been 
renamed  to  reflect  the  merger  of  the  Oklahoma  State 
Department  of  Health  STD  and  AIDS  divisions.  The 
STD/HIV  Division  will  continue  to  publish  the  news- 
letter under  the  new  title  Oklahoma  STD/HIV  Up- 
date. Future  issues  will  include  current  STD-,  HIV- 
and  AIDS-related  articles  and  statistical  informa- 
tion. 

■ John  Harkess,  MD,  will  leave  the  OSDH  this 

month  to  become  a fellow  in  Infectious  Diseases  at 
the  University  of  Oklahoma  Health  Sciences  Center. 
Paul  Zenker,  MD,  will  take  over  as  medical  consul- 
tant to  the  STD/HIV  Division.  Greg  R.  Istre,  MD, 
state  epidemiologist  for  nine  years,  also  will  leave  the 
OSDH  this  month  to  complete  his  clinical  infectious 
diseases  training  in  Dallas,  prior  to  beginning  a com- 
bined clinical  and  research  position  there. 

■ Oklahoma  physicians  who  change  their  ad- 
dress or  practice  setting  are  reminded  to  advise  the 
Board  of  Medical  Licensure  and  Supervision.  This 
will  ensure  that  the  board’s  records  are  correct  and 
up  to  date.  Changes  should  be  submitted  in  writing 
to  the  board  at  PO  Box  18256,  Oklahoma  City,  OK 
73154-0256. 

■ Beaver’s  Bend  State  Park  near  Broken  Bow 
will  be  the  site  of  the  Oklahoma  Physicians  Third  An- 
nual Fall  Seminar.  Scheduled  for  October  16-20,  the 
seminar  coincides  with  a state  teachers  meeting  and 
should  catch  the  peak  of  Oklahoma’s  fall  foliage  sea- 
son. The  scientific  program  will  be  mixed  with  ample 


time  for  relaxing  and  developing  closer  associations 
with  other  physicians  and  their  spouses.  Accommoda- 
tions are  available  on  a first  come,  first  served  basis 
and  reservations  are  now  being  accepted.  For  full  de- 
tails and  information,  contact  Contemporary  Medi- 
cal Educators,  do  Irwin  H.  Brown,  MD,  Doctor’s  Med- 
ical Plaza  South,  3435  NW  56th  Street,  #206,  Okla- 
homa City,  OK  73112. 

■ Physicians  can  plan  now  to  be  in  Copper 

Mountain,  Colorado,  in  December.  The  Oklahoma 
Physicians  Nineteenth  Annual  Winter  Seminar  will 
be  held  there  December  26  through  January  2 at  the 
Foxpine  Inn.  The  seminar  will  feature  presentations 
from  both  the  faculty  of  the  University  of  Oklahoma 
College  of  Medicine  and  the  registrants.  The  program 
committee  considers  submitted  topics  and  the  results 
of  past  and  present  surveys  in  developing  an  18-hour 
scientific  program.  Group  discount  lodging  will  be 
available  on  a limited  basis.  Registrations  are  now 
being  accepted  by  Contemporary  Medical  Educators, 
c/o  Irwin  H.  Brown,  MD,  Doctor’s  Medical  Plaza 
South,  3435  NW  56th  Street,  #206,  Oklahoma  City, 
OK  73112. 

■ The  May  issue  of  the  OSDH  Epidemiology  Bul- 
letin reminds  physicians  that  spring  and  summer  are 
Oklahoma’s  peak  seasons  for  tick-bome  diseases  — 
Lyme  disease.  Rocky  Mountain  spotted  fever  (RMSF), 
and  tularemia.  Much  less  common  is  human  ehrlichio- 
sis, with  only  one  case  reported  in  the  state  last  year. 
The  story  notes  that  the  geographical  distribution  of 
the  diseases  is  similar  to  previous  years;  in  1990, 93% 
of  RMSF,  83%  of  L3une  disease,  and  100%  of  tularemia 
cases  reported  were  in  counties  east  of  1-35. 

■ The  Journal  encourages  physicians  to  re- 

member it  when  shooting  pictures  this  summer.  An 
award  is  given  annually  to  the  physician  submitting 
the  best  cover  photo  of  the  year.  Both  photos  and 
slides  are  acceptable,  with  vertical  formats  being  pre- 
ferable. Photos  should  depict  some  scenic  aspect  of 
Oklahoma  or  be  medical  in  nature.  Either  black-and- 
white  or  color  can  be  used.  For  additional  information 
on  submission,  call  Managing  Editor  Susan  Records, 
(405)  843-9571  or  1-800-522-9452.  (J 
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Editorial 


Involuntary  Insurance 


The  health  care  economics  of  the  United  States  re- 
mains in  serious  turmoil,  and  will  soon  require  con- 
gressional revision  of  the  system.  The  next  national 
election  probably  will  generate  considerable  debate 
on  health  care  delivery.  One  recent  political  proposal 
would  mandate  compulsory  health  insurance  for  all 
employees  in  the  United  States,  and  this  radical  idea 
is  likely  to  be  seriously  proposed  by  a major  political 
party.  The  medical  profession  should  consider  the 
probable  effects  of  this  concept  and  offer  counsel  to 
the  political  process  during  the  debate. 

Our  laws  already  condone  an  insurance  disparity, 
as  some  large  organizations  can  now  dispense  health 
care  benefits  without  employee  income  tax  liability. 
Since  most  businesses  must  report  health  care  bene- 
fits as  employee  wages,  the  large  company  health 
care  is  being  subsidized  by  the  customers  of  compet- 
ing businesses  and  by  the  US  taxpayer. 

Insurance  industry  experience  with  group  health 
plans  suggests  that  a mandated  employee  health  in- 
surance would  be  a recipe  for  an  inevitable  increase 
in  medical  costs.  Every  insured  group  with  restricted 
entry  generates  progressively  higher  medical  costs 
with  time.  Time  alone  inevitably  leads  to  the  costlier 
medical  care  of  the  older  worker.  Statistically  speak- 
ing, rejuvenation  does  not  occur,  and  the  insured 
group  becomes  progressively  older,  progressively 
sicker,  and  more  expensive  to  treat  medically.  New 
medical  technologies  merely  accelerate  the  cost 
spiral.  Even  under  the  best  circumstances,  mandated 
employee  insurance  can  be  predicted  to  work  for  only 
a few  short  years,  as  the  group  risk  spread  can  never 
improve  with  time.  Mathematically,  group  risk  is  al- 
ways at  its  very  best  on  the  first  day  of  coverage, 
thereafter  it  can  only  deteriorate.  A health  insurance 
group  behaves  somewhat  like  a Ponzi  investment 
scheme  in  that  the  first  batch  of  claims  are  paid  on 
a different  population  than  are  all  the  subsequent 
claims,  and  the  probability  calculations  become  ever 
more  uncertain  with  time.  Surely,  a mandated  em- 
ployee health  insurance  plan  will  suffer  all  the  prob- 
lems now  present  in  group  insurance,  plus  the  added 
liabilities  of  government  coercion. 


Also,  mandated  health  insurance  will  introduce 
new  competitive  elements  into  the  business  world,  as 
new  companies  with  young  workers  will  have  lower 
operating  costs  than  businesses  with  more  mature 
workers.  There  will  then  be  an  increased  business  in- 
centive to  lay  off,  or  retire,  the  older  worker.  Man- 
dated health  insurance  is  a sure  prescription  for  in- 
creased automation,  as  companies  will  be  encour- 
aged to  substitute  robots  for  humans  wherever  possi- 
ble. 

An  interesting  basic  truth  of  human  relation- 
ships is  that  all  health  care  purchased  with  insur- 
ance dollars  costs  more  than  direct  patient-purchased 
health  care,  since  the  insurance  mechanism  pays  for 
its  keep  from  the  money  handled  in  transit.  Presently, 
the  cost  to  pass  the  medical  money  through  the  insur- 
ance machinery  is  estimated  at  thirty  percent. 

Our  nation  has  the  unemployed  — some  by  choice. 
We  also  have  the  unemployable  unemployed.  We  have 
employed  workers  who  are  uninsured  — some  unin- 
sured by  choice.  We  have  employed  workers  who  are 
inadequately  insured,  and  the  definition  of 
“adequate”  is  uncertain.  We  do  have  some  employed 
workers  who  are  adequately  insured.  Of  these  several 
groups,  only  the  employed  workers  who  are  unin- 
sured by  choice  would  have  their  health  care  access 
improved  by  the  projected  mandated  employee  insur- 
ance. Also,  the  definition  of  “adequate  insurance” 
would  then  be  changed  for  the  whole  nation  by 
bureaucrats  like  those  regulating  the  savings  and 
loan  industry. 

Congress  could  take  a more  constructive  step  by 
authorizing  the  American  workers  an  income  tax  de- 
duction for  personally  paid  health  insurance  pre- 
miums, and  disallowing  the  expensing  of  company 
purchased  health  insurance  premiums. 

These  maneuvers  would  produce  worker  salary  in- 
creases without  increased  company  business  ex- 
pense, and  stimulate  a marked  increase  in  employee 
involvement  in  the  management  of  personal  health 
care  economics  decisions.  Reduced  insurance  admin- 
istration expense  and  improved  efficiency  in  purchas- 
ing health  care  could  be  expected  to  follow,  (continued) 
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We  believe  that  mandated  employee  health  insur- 
ance can  only  be  another  socialistic  fiasco.  It  is  time 
for  the  medical  profession  to  lead  the  politicians  into 
an  intensive  diagnostic  analysis  of  the  fundamental 
ills  of  our  medical  economic  non-system.  The  medical 
profession  should  help  Congress  define  good  medical 


care,  adequate  access  to  the  system,  and  point  a path 
out  of  the  socialistic  economic  system  where 
medicine  is  now  entrapped. 
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I saw  Big  Jim  again  the  other 
day.  He  was  just  passing 
through  the  clinic  on  his  way  to 
get  a blood  test  so  he  could  get 
married.  He  introduced  his 
bride  to  be  and  we  passed  a few 
pleasantries,  asked  of  each 
other’s  children  and,  oh  you 
know,  the  “long  time  no  see”  ex- 
change that  is  so  frequent  when 
old  doctors  and  their  former  patients  meet  in  stores, 
hospital  hallways,  or  at  homecoming  ball  games. 

I wished  him  well  and  a good  marriage  and  we 
parted  with  warm  feelings  and  a friendship  renewed. 
All  such  contacts  trigger  a flood  of  memories,  but  I 
wager  it  is  always  a bigger  wash  for  the  doctor. 

I first  met  Big  Jim  one  night  almost  thirty  years 
ago.  His  pounding  on  the  front  door  was  loud  and  re- 
lentless. The  porch  light  framed  a bear  of  a young 
man,  whiskered  and  dirty  (he  came  directly  from  the 
alfalfa  field),  wild  eyed  and  agitated. 

I closed  the  door  behind  me  and  stepped  out,  as 
the  wife  and  children  needed  no  contact  with  this  six- 
five,  three  hundred  pound  bundle. 

The  initial  apprehension  passed  quickly  as  we  sat 
there  on  the  porch  and  talked  about  his  sweetheart 
who  was  “bad  sick.”  He  started  to  tell  me  what  he 
thought  was  wrong  and  I stopped  him  and  told  him, 
“I  don’t  want  to  know  what  you  think,  just  describe 
her  week’s  illness  by  what  you  have  seen,  smelled, 
and  otherwise  observed.”  We  sat  on  the  steps  and  I lis- 
tened as  this  gentle  giant  worried  his  way  through 


the  illness.  I only  interrupted  him  a few  times  as  he 
painted  with  simple  words  and  country  phrases  a 
classic  picture  of  acute  appendicitis,  the  interval  of 
improvement  with  rupture  and  the  subsequent  prog- 
ression of  peritonitis,  with  its  attendant  wild  fever, 
pain,  dehydration,  and  disorientation.  “I’m  afraid 
she’s  gonna  die.  Doc  — she  didn’t  even  know  me  to- 
night,” he  concluded. 

It  all  ended  well  as  I told  him  what  must  be  done. 
He  relayed  the  message  to  her  family  and  she  was  op- 
erated on  by  an  “older”  doctor,  making  a prolonged 
but  complete  recovery. 

Courage  comes  in  many  forms.  It  took  a lot  for  Jim 
to  present  my  “cut  and  drain  or  die”  message  and  per- 
suade a family  whose  religious  convictions  prohib- 
ited the  use  of  doctors.  It  required  even  more  courage 
on  the  part  of  the  teen-age  patient  to  suffer  the  pain, 
the  vomiting,  and  the  knife.  But  most  remarkable  of 
all  was  the  courage  of  the  family  to  breach  their  faith 
and  abandon  the  sponging,  and  sips  of  liquids,  and 
to  alter  their  prayer  vigil  to  include  guidance  of  the 
surgeon  into  whose  care  they  submitted  their  pre- 
cious daughter. 

Yes,  they  married  and  I was  privileged  to  deliver 
their  children  and  serve  as  their  family  doctor  for 
many  years. 

Such  great  memories  from  a night  visit  on  the 
porch  — and  all  I had  to  do  was  LISTEN! 


I Okla  Stale  Med  Assoc,  Vol  84,  August  1991 


407 


CARDIOVASCULAR  AND  THORACIC  SURGERY  ASSOCIATES 

The  Cardiac  Surgeons  of  Oklahoma  City,  Inc. 

Professional  Staff 


William  D.  Hawley,  MD 

James  M.  Hartsuck,  MD 

Scott  K.  Lucas,  MD 

R.  Darryl  Fisher,  MD 

Marvin  D.  Peyton,  MD 

Diplomates  of 

American  Board  of  Surgery 

American  Board  of  Thoracic  and 

Cardiovascular  Surgery 

Specializing  in 

Cardiac,  Vascular 
and  Thoracic  Surgery 

Office  Hours  8:30  a.m.  to  5:00  p.m. 
Monday  through  Friday 
With  24  Hour  Consultation  and  Referral 


1-800-522-6755 

(405)  946-0900 

OFFICES 

3433  N.W.  56TH,  SUITE  660 

1044  S.W.  44TH,  SUITE  520 

OKC,  OK  73112 

OKC,  OK  73109 

408 


I Okla  State  Med  Assoc,  Vol  84,  August  1991 


Scientific 


Health  Screening  in  Elderly  Oklahomans 

Xenia  M.  Torres;  Andrew  J.  Cucchiara,  PhD;  Elisa  T.  Lee,  PhD;  Roger  G.  Whittaker,  PA; 
Germaine  L.  Bohiman,  PA;  Robert  Whang,  MD 


A total  of  550  males  and  457  females  in  their  60s  and 
70s  were  screened  for  height  and  weight,  blood  pres- 
sure, glucose,  cholesterol,  and  hemoglobin.  Statistical 
analysis  was  performed  using  SAS  software.  Male  values 
were  abnormal  for  all  screening  parameters  except  for 
cholesterol.  Statistically  significant  lower  hemoglobin  in 
males  suggests  that  blood  loss  may  be  a problem,  and 
in  males  increases  in  body  weight  and  glucose  may 
herald  a higher  frequency  of  cardiovascular  disease. 
Control  of  blood  pressure,  weight  reduction,  decreased 
consumption  of  fat  and  salt,  and  regular  exercise  may 
be  the  health  imperatives  in  this  group  of  elderly  Okla- 
homans. 

The  elderly  in  this  country  constitute  the  most 
rapidly  growing  segment  of  the  United  States 
population.  It  is  very  clear  that  the  population  over 
65  years  of  age  has  significantly  increased  since  1900 
with  estimations  that  by  the  year  2030  there  will  be 
58  million  citizens  over  65  years  of  age.'  However,  the 
most  rapidly  growing  among  the  elderly  is  the  group 
I over  85  years  of  age,  with  11  million  projected  by  the 
year  2030.  This  increase  in  the  older  segment  of  the 
population  is  in  part  ascribable  to  the  increasing  life 
expectancy  at  birth  as  well  as  at  age  65. Thus,  it  ap- 
peared reasonable  to  assess  the  health  status  of  older 
Oklahomans,  both  males  and  females.  We  will  now 
report  on  our  results  of  health  screening,  during  1988 
and  1989,  of  veterans  and  their  spouses  who  were  in 
their  60s  and  70s. 


From  the  Department  of  Medicine  and  Biostatistics.  University  of  Oklahoma  Health 
I Sciences  Center,  and  Department  of  Veterans  Affairs  Medical  Center.  Oklahoma  City. 

I Oklahoma. 

I Direct  correspondence  to  flobert  Whang.  MD,  Medical  Service  (111),  Department  of 
I Veterans  Affairs  Medical  Center,  921  NE  13th  Street.  Oklahoma  City,  OK  73104. 
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Experimental  Design  and  Methods 

A health  screening  program  was  provided  to  various 
state  veterans’  organizations  by  the  Department  of 
Veterans  Affairs  Medical  Center  of  Oklahoma  City 
(DVAMC).  Health  screening  usually  took  place  dur- 
ing state  or  chapter  meetings.  Veterans  and  their 
wives  were  evaluated.  The  following  parameters  con- 
stituted the  screen:  (1)  Height  and  weight,  (2)  blood 
pressure,  (3)  glucose,  (4)  cholesterol,  (5)  hemoglobin. 
A total  of  561  males  and  475  females  were  recruited 
for  the  study.  Abnormal  levels  were:  (1)  Height  and 
weight  — overweight  defined  as  exceeding  the  “large 
frame”  category  of  the  Metropolitan  Life  Table; 
(2)  Blood  pressure  — hypertension  defined  as  systolic 
blood  pressure  greater  than  160  mm  or  diastolic  blood 
pressure  greater  than  100  mm;  (3)  glucose  — hyper- 
glycemia defined  as  equal  to  or  greater  than  200  mg/dl; 
(4)  hypercholesterolemia  defined  as  equal  to  or  ex- 
ceeding 210  mg/dl;  (5)  hemoglobin  was  judged  to  be 
normal  or  abnormally  high  or  low. 

Statistical  analysis  was  performed  using  SAS 
software.  Contingency  table  analysis  yielded  Pear- 
son Chi  Square  values  with  associated  p-values. 
Comparison  of  means  was  performed  using  Student’s 
t-test  and  associated  p-value.  Statistical  significance 
in  this  study  was  achieved  at  an  alpha  value  of  .05 
or  less. 

Results 

The  various  parameters  measured  comparing  the 
female  and  male  subjects  with  the  p-values  are  seen 
in  Table  1.  Statistically  significant  differences  were 
found  for  height,  weight,  systolic  and  diastolic  pres- 
sures, glucose,  and  cholesterol.  Male  values  were 
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greater  for  all  parameters  except  for  cholesterol  in 
which  the  mean  for  females  exceeded  that  for  males. 

Table  2 provides  a breakdown  of  the  abnor- 
malities found  by  gender.  We  observed  that  low 
hemoglobin  accounted  for  4.4%  for  males  contrasted 
to  0.88%  for  females.  Increased  body  weight  was  seen 
in  62.6%  of  the  males  compared  to  50.8%  of  the 
females.  Increased  glucose  was  observed  in  8.1%  of 
the  males  and  3.2%  of  the  females.  In  contrast,  59% 
of  the  females  had  elevated  cholesterol  levels  com- 
pared to  44%  of  the  males.  All  of  these  differences 
were  statistically  significant. 

Abnormal  blood  pressure,  glucose,  and  cholesterol 
were  compared  between  normal  and  abnomal  weight 
and  blood  pressure  in  Table  3.  The  percentages  indi- 
cate the  number  in  each  category. 

Discussion 

As  a group  the  males  in  this  study  had  abnormalities 
in  excess  of  the  females  for  4 out  of  5 of  the  parameters 
monitored.  Males  had  increased  weight  factored  for 
height,  increased  blood  pressure,  hyperglycemia,  and 
a small  fraction  had  statistically  significant  lowering 
of  the  hemoglobin.  Surprisingly,  females  as  a group 
had  statistically  significant  hypercholesterolemia 
compared  to  the  male  subjects. 

The  Framingham  Study  has  demonstrated  that  a 
powerful  predictor  of  cardiovascular  disease  is  hyper- 
cholesterolemia.^ At  various  levels  of  cholesterol,  sig- 
nificant increases  in  cardiovascular  disease  are  seen 
if  coupled  with  glucose  intolerance,  systolic  hyperten- 
sion, smoking,  and  left  ventricular  hypertrophy.  The 
male  subjects  in  this  study,  as  a group,  have  hyperten- 
sion, glucose  intolerance,  and  modest  hypercholes- 
terolemia as  risk  factors  for  cardiovascular  disease. 
In  females,  the  risk  factor  for  cardiovascular  disease 
was  hypercholesterolemia.  Thus,  not  surprising  is 
our  observation  that  the  males  in  this  study  have 
more  of  those  risk  factors  which  are  predictors  of  car- 
diovascular disease.  The  observation  of  statistically 
significant  lower  hemoglobin  in  4.4%  of  the  males 
suggests  the  possibility  that  as  a group  males  may  be 
more  susceptible  to  gastrointestinal  blood  loss. 
Causes  of  GI  blood  loss  include  esophagitis,  gastritis, 
peptic  ulcer,  and  neoplastic  diseases. 

How  do  our  data  compare  with  other  screening  re- 
sults? The  California  Preventive  Health  Care  for  the 
Aging  Program  has  had  a screening  program  which 
included  self-reporting  of  chronic  diseases,  dietary  in- 
dices, blood  pressure  monitoring,  assessment  of  hos- 
pitalizations in  one  year  and  bed  days  in  the  prior 
month,  laboratory  testing  (urinalysis,  hemoglobin. 


Table  1.  Group  Means 


Parameter 

Female 

Male 

p Value 

Height 

64.3  ± 2.9 

69.7  ± 2.9 

.0001 

Weight 

158.7  ± 35.6 

1 90.4  ± 34.0 

.0001 

Systolic  BP 

134.8+  19.9 

138.8  ± 19.0 

.0015 

Diastolic  BP 

80.2  ± 10.3 

81.9  ± 10.4 

.01 

Glucose 

107.7  + 39.7 

120.3  ± 53.1 

.0001 

Cholesterol 

222.2  ± 48.6 

206.2  ± 41.0 

.0001 

Table  2.  Croup  Abnormalities  by  Gender  and  Percentage 

Parameter 

Female 

Male 

Statistical 

Significance 

Hemoglobin 

Low  (0.88%) 

Low  (4.4%) 

p < .001 

Weight 

High  (50.8%) 

High  (62.6%) 

p < .001 

Glucose 

High  (3.2%) 

High  (8.1%) 

p = .001 

Cholesterol 

High  (59%) 

High  (44%) 

p < .001 

Table  3.  Associations  and  Percentage  of  Subjects  Studied 


Weight 

Parameter 

Normal 

Abnormal 

p Value 

Blood  Pressure 

9.3% 

13% 

.072 

Glucose 

3.5% 

7.5% 

.008 

Cholesterol 

48.7% 

54.8% 

.112 

Blood  Pressure 

Parameter 

Normal 

Abnormal 

p Value 

Glucose 

5.7% 

8.9% 

.182 

Cholesterol 

50.6% 

55.1% 

.45 

hematocrit,  blood  glucose),  health  counseling  includ- 
ing smoke  cessation,  dietary  counseling,  weight  con- 
trol, alcohol  intake,  and  exercise. This  program  en- 
compassed 17,000  participants  in  26  cities.  Arthritis 
was  reported  in  31%,  hypertension  was  found  in  26%, 
obesity  in  16%,  elevated  blood  glucose  in  15%,  car- 
diovascular risk  factors  in  13%,  and  abnormalities 
with  hemoglobin/hematocrit  in  8%.  Our  data  con- 
firmed the  association  between  increased  body 
weight  and  increased  blood  pressure  with  cholesterol 
and  glucose.  In  a study  by  another  group  in  obese  pa- 
tients, it  was  reported  that  elevated  blood  pressure, 
smoking,  poverty,  and  diabetes  are  significantly  addi- 
tive to  mortality,  both  in  elderly  males  and  females.® 
What  is  the  economic  impact  and  cost  effective- 
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ness  of  common  preventive  health  practices?  Smok- 
ing cessation,  treating  moderate  and  mild  hyperten- 
sion, and  correcting  hypercholesterolemia  are  cost  ef- 
fective and  result  in  significant  dollars  per  year  in 
lives  saved.®  The  Johnson  and  Johnson  Company’s  ex- 
perience indicates  that  at  wellness  worksites  the  an- 
nual per  capita  in  patient  cost  increased  $42  and  $43, 
whereas  at  the  control  worksites  the  cost  was  $76. 
The  wellness  worksites  also  had  lower  increases  in 
hospital  days  and  admissions  to  the  hospital.  A cost 
savings  of  $980,316  was  calculated  for  the  five-year 
study  period.^  ® 

Our  survey  did  not  take  into  consideration  the 
participants’  socioeconomic  status.  We  are  aware, 
however,  of  the  relationship  between  poverty  and  in- 
creased mortality,  morbidity,  and  disability  rates.® 
Lower  status  groups  utilized  medical  resources  more 
frequently  than  higher  status  categories  and  the 
lower  classes  experienced  more  life  changes,  tended 
to  be  more  obese,  and  smoked  more  cigarettes.  Our 
study  did  not  assess  this  important  factor  affecting 
morbidity  and  mortality,  namely,  socioeconomic 
status. 

What  measure  or  measures  of  prevention  can  be 
recommended  to  our  subjects  with  increased  body 
weight,  glucose,  blood  pressure,  and  cholesterol?  In 
keeping  with  the  concept  of  “closing  the  gap”  advo- 
cated by  4he  Carter  Center  Health  Policy  Consulta- 
tion,'® it  would  appear  that  blood  pressure  control, 
weight  reduction,  decreased  consumption  of  animal 
fat  and  salt,  and  regular  exercise  would  be  beneficial 
to  this  group  of  elderly  Oklahomans.  It  is  clear  that 
regular  exercise  is  key  to  decreasing  cardiovascular 
morbidity  and  mortality.'"^ 

Conclusions 

1.  Statistically  significantly  lower  hemoglobin  in 
males  suggests  that  blood  loss  may  be  a problem. 

2.  In  males,  the  statistically  significant  increases 
in  body  weight  and  glucose  together  suggest  that  car- 
diovascular diseases  will  occur  in  higher  frequency 
in  this  patient  population. 

3.  The  statistically  significant  increase  in  serum 
cholesterol  in  women  was  surprising.  Since  as  a 
group  these  women  were  postmenopausal,  this  find- 
ing may  signal  increased  frequency  of  cardiovascular 
diseases  for  this  group. 


4.  Sixty-three  percent  of  the  males  in  this  study 
had  increased  body  weight  and  this  exceeds  the  15% 
to  20%  of  the  population  who  are  significantly  obese 
(exceeding  20%  of  ideal  body  weight). 

5.  Overweight  correlated  with  elevated  glucose 
and  cholesterol. 

6.  Increased  blood  pressure  tended  to  correlate 
with  increased  glucose  and  cholesterol. 

7.  Control  of  blood  pressure,  weight  reduction, 

decreased  consumption  of  animal  fat  and  salt,  and 
regular  exercise  appear  to  be  the  health  imperatives 
in  this  group  of  older  citizens.  (J) 
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Special 


Interview  with  Senator  Don  Mickies 
on  Domestic  Health  Care  Issues 

Richard  L.  Reece,  MD 


Senator  Nickles  (R-Okla)  was  interviewed  in  March  in 
his  Oklahoma  City  office  on  the  18th  floor  of  the  Liberty 
Bank  Building.  The  interview  was  shortened  by  a late 
start  and  because  tbe  Senator  was  on  his  way  to  an  edito- 
rial meeting  of  the  Daily  Oklahoman.  Nonetheless,  Sen- 
ator Nickles,  a young  and  energetic  man  in  his  early  for- 
ties, was  relaxed  and  in  no  apparent  rush.  Nickles,  still 
the  youngest  Senator  in  Washington,  has  been  a US  Sen- 
ator for  11  years.  Because  of  the  combination  of  youth 
and  promise  of  long  tenure,  he  is  considered  to  be  a ris- 
ing power  in  tbe  Senate.  He  is  a conservative  and  a philo- 
sophical ally  of  medicine. 

Reece:  Senator  Nickles,  you’ve  just  returned 
from  Kuwait.  What  did  you  see  there? 

Nickles:  Well,  war  damage  was  extensive.  Not  so 
much  to  buildings,  but  to  vehicles.  I’ve  never  seen  so 
many  vehicles  burned,  destroyed,  and  looted.  Many 
contained  bodies.  In  Kuwait  City,  buildings  still 
standing  were  gutted  by  fire  and  pillaged  by  vandals. 
Vandals  had  taken  everything,  including  toilets.  We 
talked  to  people  in  hospitals,  and  they  told  us  tales 
of  cruelty  and  sadistic  acts  by  the  Iraqis. 

Reece:  Now  you’ve  come  home  to  dance  to  domes- 
tic music.  What  do  you  see  as  the  big  domestic  issues? 
Give  us  your  “Nickle’s  worth.” 

Nickles:  We’ve  got  huge  issues.  First  and 
foremost  is  the  budget  mess.  We’re  spending  more 
than  we’re  taking  in.  How  long  can  we  continue  to 
mortgage  our  children’s  future?  Our  children  will  be 
working  all  the  time  just  to  pay  for  our  excesses. 
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As  you  probably  know.  I’m  on  the  Appropriations 
Committee  and  on  the  Budget  Committee  so  I worry 
continuously  about  where  we  spend  our  money. 

Probably  the  biggest  challenge  of  the  1990s  will 
be  health  care.  Recipients  of  Medicare  and  Medicaid 
benefits  are  falling  through  the  cracks.  In  addition, 
we  have  the  uninsured,  the  underinsured,  the  un- 
employed, the  indigent,  and  the  catastrophic  cases. 

On  the  provider  side,  we  see  hospitals  deteriorat- 
ing and  physicians  leaving  rural  areas.  The  system 
simply  isn’t  working  well. 

I’ve  been  working  closely  with  Gail  Wolenski,  di- 
rector of  the  Health  Care  Finance  Administration 
(HCPA),  to  improve  the  situation.  I’m  particularly  in- 
terested in  improving  care  and  access  to  it  in  rural 
regions. 

Reece:  Is  it  true  the  fastest  growing  part  of  the 
federal  budget  is  Medicare? 

Nickles:  That’s  true,  but  it’s  a close  race  between 
Medicare  and  interest  on  the  federal  debt.  Both  are 
compounding  at  double  digit  levels.  Medicare  costs 
skyrocketed  throughout  the  eighties. 

The  government,  of  course,  has  made  multiple  ef- 
forts to  “contain”  costs.  In  most  cases  all  we’ve  ended 
up  with  are  greater  degrees  of  bureaucracy,  regula- 
tion and  red  tape,  and  infringements  on  hospitals 
and  physicians.  Yet  costs  to  the  federal  government 
and  taxpayers  have  continued  to  escalate  in  the  12  to 
14  percent  range. 

Reece:  What  concerns  physicians  most  is  Medi- 
care. This  year,  among  rural  physicians,  there  is 
rapidly  growing  anecdotal  evidence  that  Medicare 
fees  are  plunging.  Yet  these  are  the  very  physicians 
Congress  pledged  to  help.  What’s  going  to  happen  is 
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that  hardstrapped  physicians  will  have  to  stop  seeing 
Medicare  patients.  After  all,  if  doctors  don’t  receive 
enough  to  cover  overhead,  how  can  they  see  Medicare 
patients  and  stay  in  practice? 

Nickles:  There’s  no  question  economic  in- 
equalities exist  among  urban  and  rural  physicians. 
And  reimbursement  is  unnecessarily  complicated.  In 
Oklahoma,  we  have  five  different  reimbursement 
schemes  for  physicians.  No,  it’s  worse  than  that. 
Every  physician  has  a different  profile  from  Medi- 
care. That’s  absurd. 

So  you  have  the  federal  government  reimbursing 
older  physicians  in  Kingfisher,  Oklahoma,  with 
great  experience,  at  one  half  the  rate  somebody  just 
out  in  practice  gets.  That  makes  no  sense.  And  it  has 
to  change. 

The  system  that  has  evolved  is  simply  unwork- 
able. Not  only  do  we  discriminate  when  we  pay  older 
and  younger  physicians,  but  we  discriminate  be- 
tween urban  and  rural  physicians.  The  same  dis- 
crimination exists  for  hospitals.  What’s  happening  is 
that  we’re  driving  health  care  professionals  into  the 
cities.  It’s  going  to  be  difficult  for  rural  people  to  find 
quality  health  care. 

Reece:  I understand  there  is  a move  to  make  Ne- 
braska and  Oklahoma  one  payment  district  with  no 
urban  or  rural  differences.  Is  that  initiative  still 
alive? 

Nickles:  Yes,  it’s  still  alive.  We’re  still  working  on 
a one-payment  zone.  We’re  going  to  succeed.  I’ve  had 
meetings  with  Gail  Wolenski  to  urge  a uniform  reim- 
bursement rate  throughout  Oklahoma.  We’ve  had  the 
support  of  the  Oklahoma  State  Medical  Association 
and  the  Oklahoma  legislature. 

We  believe  the  one-payment  system  will  take 
place  in  1992.  We’re  also  pushing  to  eliminate  dis- 
crepancies between  rural  and  urban  hospitals 
throughout  the  country.  We  also  want  to  erase  geo- 
graphic differences.  I see  no  reason  physicians  on  the 
coasts  should  be  paid  more  than  those  in  the  heart- 
land of  America.  Physicians  in  poor  payment  regions 
have  to  charge  the  patients  more.  That’s  discrimina- 
tion against  elderly  patients,  and  it  makes  the  physi- 
cian look  bad  when  all  he’s  trying  to  do  is  make  ends 
meet. 

Reece:  There’s  a dark  suspicion  among  the  med- 
ical profession  that  the  Resource  Based  Relative 
Value  System  (RBRVS)  is  a sham  — that  it’s  not 
going  to  deliver  on  what  it  promised,  to  improve  the 
pay  of  primary  care  physicians.  We’re  already  seeing 
figures  that  primary  care  doctors  will  take  a 5 to  10 


percent  hit,  while  the  procedural  specialists  will  go 
down  10  to  15  percent. 

Nickles:  I hope  primary  care  physicians’  pay  im- 
proves. And  I also  don’t  see  why  specialists  should 
take  such  a hit.  When  I look  at  the  figures  of  physi- 
cian incomes  from  rural  areas,  I have  no  doubt  they’re 
underpaid. 

Reece:  You  played  a central  role  in  CLIA  (Clini- 
cal Laboratory  Improvement  Act)  legislation.  What 
did  you  do?  How  is  CLIA  going  to  work  out? 

Nickles:  Well,  the  physicians  and  hospitals  of 
Oklahoma  taught  me  more  about  CLIA  than  I ever 
wanted  to  know.  From  them  I learned  that  the  pro- 
posed regulations  would  have  been  devastating.  It 
made  no  sense.  CLIA  would  have  outlawed  physi- 
cians’ office  laboratories  and  rural  hospital 
laboratories.  It  would  have  required  the  presence  of 
certified  pathologists,  PhDs,  or  medical  technologists 
in  every  laboratory.  Rural  hospitals  would  have  had 
to  send  their  work  off  to  Tulsa  or  Oklahoma  City. 

What  did  I do?  I pointed  out  to  Gail  Wolenski  the 
absurdities  of  the  law.  I said  the  law  had  been  drafted 
without  adequate  input  from  physicians  and  labora- 
tory people.  I showed  that  many  patients,  such  as 
those  with  diabetes  or  a heart  attack,  might  not  get 
prompt  enough  results  and  might  die. 

And  I wrote  an  amendment  to  the  appropriations 
bill  to  prohibit  implementation  of  CLIA  regulations 
until  we  could  study  the  consequences.  I put  in  lan- 
guage that  told  HCFA  that  before  the  regulations 
went  into  effect  they  ought  to  be  modified.  We  have 
delayed  CLIA  by  60  days,  and  we  told  HCFA  to  study 
the  effect  of  CLIA  on  cost,  access,  quality,  and  impact. 
Under  the  original  CLIA  statute,  we  had  no  flexibil- 
ity to  consider  any  of  these  factors. 

Reece:  Didn’t  the  Office  of  Management  and 
Budget  (0MB)  support  your  position?  Aren’t  they 
pressing  HCFA  to  be  more  practical? 

Nickles:  Yes,  0MB  has  helped.  And  through 
their  help  and  thousands  of  protest  letters,  we’ve  got 
HCFA’s  attention.  HCFA  has  received  60,000  letters 
of  protest,  6000  of  them  from  Oklahoma,  about  CLIA, 
and  HCFA  is  sorting  through  them  now.  I just  hope 
the  revised  regulations  make  more  sense.  I can’t  say 
I’m  completely  optimistic.  The  same  people  who 
wrote  the  original  regulations  are  revising  them.  If 
the  new  regs  are  still  unworkable,  then  we’ll  just  go 
to  work  to  change  them  again. 

Reece:  Will  health  care  be  a big  issue  in  the  Pres- 
idental  elections  of  1992? 

Nickles:  Yes,  health  care  will  be  a big  issue  in  all 
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elections  in  the  1990s.  The  aging  population  and  the 
affordability  questions  will  make  health  care  a cen- 
tral issue. 

Reece:  Are  we  going  to  have  national  health  in- 
surance, with  government  footing  the  bill,  in  the 
1990s? 

Nickles:  I hope  not.  But  there  is  a big  push.  We 
certainly  will  if  Senator  Kennedy  and  Congressman 
Stark  have  their  way.  Many  people  are  looking  at  the 
Canadian  model. 

I’m  chairman  of  the  Republican  Policy  Commit- 
tee. We  prepared  a paper  on  the  Canadian  Health 
Care  system  and  showed  its  shortcomings.  I don’t  see 
the  Canadian  approach  as  a positive  alternative  for 
us.  But  we  do  need  to  improve  quality  and  access  and 
affordability,  and  we  can  do  it  without  having  the  fed- 
eral government  take  over  the  system.  I don’t  want 
physicians  and  hospital  people  being  employees  of 
the  government. 

I don’t  want  to  sacrifice  our  current  system  and 
turn  it  over  to  the  whims  of  government  bureaucrats, 
who  are  so  often  wrong.  Look  back  at  the  Medicare 
Catastrophic  bill.  I led  the  fight  against  that  bill.  The 
Catastrophic  Act  represented  a massive  expansion  of 


Medicare.  And  for  no  good  reason.  Three-fourths  of 
senior  citizens  already  had  Medigap  coverage.  And 
bureaucrats  didn’t  want  to  expand  it  for  those  with- 
out Medigap  coverage,  but  for  everybody.  It  was  a re- 
diculous  act,  and  the  elderly  knew  it.  It  was  nothing 
but  a massive  income  transfer  scheme. 

What  do  we  need  in  the  1990s  on  the  health  care 
front? 

Well,  we  need  to  help  the  old,  the  poor,  the  under- 
insured, and  the  uninsured.  We  need  to  correct  the  in- 
equities in  reimbursements  for  hospitals  and  physi- 
cians. We  need  to  cover  the  catastrophic  needs  of  all, 
not  just  the  elderly.  I’m  just  as  concerned  about  the 
needs  of  the  quadriplegic  40-year-old  man  who  fell  off 
a ladder,  or  a brain-injured  ten-year-old  girl  who  fell 
off  her  bike.  But  we  don’t  need  a massive  government 
program  for  all  of  this,  and  we  don’t  need  to  duplicate 
private  coverage  that’s  available.  (J) 

The  Author 
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Commentary 


A Case  for  Capital  Punishment 

Joe  D.  Haines,  Jr.,  MD 


One  warm  spring  night  in  New  Orleans  in  1981, 
Willie  Watson  was  out  cruising  the  streets,  look- 
ing for  some  action.  Watson  had  not  had  an  easy  life, 
growing  up  hlack  and  poor  in  the  housing  projects, 
being  a victim  of  child  abuse,  dropping  out  of  school, 
and  becoming  addicted  to  drugs.  At  25,  he  had  al- 
ready been  sentenced  to  a drug  treatment  center, 
served  time  for  a bank  burglary  conviction,  and  had 
just  been  released  four  months  earlier  after  serving 
29  months  in  the  state  penitentiary  for  a gun-carry- 
ing violation.  Shortly  after  11  PM  on  April  4,  1981, 
Watson  happened  to  be  walking  by  and  saw  25-year- 
old  Kathy  Newman  pull  into  the  parking  lot  of  her 
apartment.  In  his  words,  Watson  was,  “looking  for  a 
hustle  . . . you  know,  making  some  money  robbing 
somebody.” 

Kathy  Newman  had  already  accomplished  a great 
deal  in  the  space  of  her  twenty-five  years.  She  had 
grown  up  in  a middle-class  family  in  Florida,  entered 
college  where  she  worked  hard  and  made  good  grades 
and  ultimately  was  accepted  to  the  prestigious 
Tulane  Medical  School  in  New  Orleans.  A well-liked 
and  reliable  student,  she  was  also  co-editor  of  the 
Tulane  Medical  School  Yearbook.  A meeting  with  the 
other  yearbook  staffers  was  planned  for  April  5,  the 
following  day,  a meeting  Kathy  Newman  would  not 
attend. 

Kathy  had  enjoyed  dinner  with  two  friends,  one  of 
whom  gave  her  six  cans  of  Campbell’s  tomato  rice 
soup,  before  getting  into  her  white  Toyota  with  its  red 
and  blue  racing  stripes  and  driving  alone  to  her 
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apartment.  She  pulled  into  her  usual  parking  place 
and  had  taken  only  a few  steps  across  the  parking  lot 
towards  her  apartment  when  Willie  Watson  appeared 
suddenly  with  a gun.  Watson  robbed  her  of  her  purse 
at  gunpoint  then  forced  her  back  into  her  car. 

We  will  never  know  the  terror  that  Kathy  New- 
man felt  as  Watson  ordered  her  to  drive,  “just  on  an 
impulse,”  to  a secluded  wooded  area.  There  he  forced 
her  to  disrobe,  raped  her  twice  while  holding  a gun 
to  her  head,  then  ordered  her  to  get  out  of  the  car  and 
put  her  clothes  on. 

As  Watson  later  told  police,  “She  got  out  of  the  car 
and  was  putting  her  pants  back  on,  and  I walked 
around  the  car  behind  her  ...  I stood  there  and 
watched  her  get  dressed  . . . She  had  her  head 
turned  the  other  way  and  I shot  her.” 

The  .38  caliber  bullet  struck  Kathy  Newman  in 
the  head  and  she  died  where  she  fell.  Watson  then  re- 
portedly drove  Kathy  Newman’s  car  back  to  New  Or- 
leans, “to  score  some  sex,”  but  instead  bought  drugs 
and  “shot  up.”  Within  24  hours  of  Kathy  Newman’s 
murder,  Watson  robbed  a McDonald’s  and  a service 
station  where  he  also  forced  a female  employee  to 
commit  a sex  act  at  gunpoint.  He  was  finally  arrested 
in  connection  with  the  service  station  hold-up  the  fol- 
lowing day  and  detectives  discovered  Kathy  New- 
man’s car  parked  around  the  corner  from  his  home. 
Newman’s  car  keys  were  in  his  pocket  at  the  time  of 
his  arrest  and  the  six  cans  of  soup  given  by  Newman’s 
friend  to  her  were  in  Watson’s  home.  Watson’s  finger- 
prints were  on  Newman’s  car  and  a McDonald’s  em- 
ployee obtained  the  license  number  of  the  car  used  in 
the  robbery  that  matched  Newman’s  car.  In  the  face 
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of  such  overwhelming  evidence,  Watson  admitted  to 
the  murder  of  Kathy  Newman,  telling  the  police  that 
it  occurred  to  him  she  might  be  able  to  identify  him, 
so  he  killed  her. 

Watson  pleaded  innocent  to  the  robbery,  kidnap- 
ping, rape,  and  murder  of  Kathy  Newman,  but  was 
found  guilty  and  sentenced  to  die  in  the  electric  chair. 
His  case  languished  in  the  appeals  process  for  six 
long  years  before  justice  was  served  and  he  answered 
for  his  heinous  crimes  in  the  electric  chair.  In  six 
years,  Kathy  Newman  would  have  graduated  from 
medical  school,  completed  her  residency  training  and 
entered  into  medical  practice,  improving  the  world 
she  lived  in.  Instead,  Watson  lived  on  at  the  state’s  ex- 
pense, little  more  than  a rabid  animal  in  a cage. 

Watson’s  lawyer  blamed  his  client’s  actions  on  ad- 
diction to  drugs  and  a hard  life  in  the  housing  pro- 
jects, where  he  had  been  a victim  of  child  abuse.  The 
lawyer  called  Watson’s  execution,  “an  outrage.”  The 
true  outrage  would  have  been  not  executing  Watson. 

Some  think  the  death  penalty  should  be  abolished 
because,  “it  serves  no  useful  penal  purpose  and  de- 
nies the  widely  accepted  principle  of  rehabilitating 
the  offender.”  They  claim  that  the  death  penalty  is 
not  a deterrent,  it  does  not  alleviate  the  suffering 
caused  to  victims  of  the  crime,  it  may  be  mistakenly 
inflicted  on  the  innocent,  and  it  is  a basic  violation 
of  human  rights. 

These  viewpoints  may  make  good  theoretical 
sense.  If  we  lived  in  an  ideal  world  without  dangerous 
criminals  committing  heinous  crimes,  then  I would 
also  be  in  favor  of  abolishing  the  death  penalty.  Physi- 
cians often  feel  caught  in  the  middle  of  this  perceived 
ethical  dilemma  because  of  our  pledge  to  dedicate  our 
careers  to  the  preservation  of  human  life.  But  I be- 
lieve that  it  is  not  inconsistent  for  physicians  to  sup- 
port the  death  penalty  for  felony  murder  cases. 

I do  not  believe  that  physicians  should  be  required 
to  participate  in  an  execution,  as  my  own  state  did 
in  1977  for  lethal  injection  executions.  Execution 
should  be  the  role  of  the  state  judicial  system,  not  the 
medical  profession. 


While  the  victim  of  a murder  may  not  be  benefit- 
ted  by  the  execution  of  the  murderer,  the  suffering  of 
many  family  members  is  alleviated  by  knowing  that 
their  relative’s  murderer  has  met  with  justice.  The 
death  penalty  is  a deterrent  since  the  person  exe- 
cuted will  never  commit  another  crime.  The  tragedy 
of  mistaken  executions  of  the  innocent  is  a danger, 
but  in  Watson’s  case,  there  was  never  any  doubt  that 
the  authorities  had  their  man.  And  finally,  what 
about  the  claim  that  execution  is  a violation  of  the 
murderer’s  human  rights?  My  argument  is  that 
Willie  Watson  forfeited  his  human  rights  and  mem- 
bership in  the  human  race  when  he  chose  to  take 
Kathy  Newman’s  life. 

The  death  penalty  does  serve  a useful  penal  pur- 
pose by  disposing  of  a threat  to  society.  Watson  and 
murderers  like  him  are  akin  to  rabid  dogs,  which 
must  be  destroyed  in  order  to  protect  society.  As  for 
rehabilitation,  it  is  now  widely  accepted  that  re- 
habilitation of  those  in  our  penal  system  is  a colossal 
failure,  and  we  cannot  afford  to  gamble  with  the  lives 
of  potential  future  victims. 

Certainly  there  are  inequities  in  our  judicial  sys- 
tem, but  the  answer  is  not  to  do  away  with  an  appro- 
priate punishment,  the  death  penalty,  for  felony  mur- 
ders. The  solution  is  to  continue  to  refine  our  judicial 
system  to  ensure  that  the  death  penalty  is  applied  un- 
iformly without  regard  to  race,  sex,  geography,  wealth, 
or  status.  Our  focus  needs  to  shift  from  the  right  of 
the  criminal  to  the  right  of  the  victim  and  his  or  her 
family.  We  still  live  in  a barbaric  society  and  regrett- 
ably, barbaric  means  of  punishment,  like  the  death 
penalty,  must  continue  until  our  society  advances  to 
the  point  when  it  is  an  anachronism.  (J 

The  Author 

Joe  D.  Haines,  Jr.,  MD,  a 1981  graduate  of  the  University  of  Okla- 
homa College  of  Medicine-Tulsa,  is  a family  practitioner  in 
Skiatook.  He  is  a Diplomate  of  the  American  Board  of  Family  Prac- 
tice and  a Fellow  of  the  American  College  of  Sports  Medicine. 
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News 


60  interim  studies  requested 

OSMA  tracks  more  than  150  bills 
during  1991  legislative  session 

The  1991  Legislative  Session  offered  a record  number 
of  bills;  761  were  introduced  in  the  House  of  Repre- 
sentatives and  577  in  the  Senate.  Deadlines  for  ad- 
vancement of  the  bills  were  set  at  two-week  intervals. 

The  OSMA  tracked  over  150  medically  related 
bills  this  session.  Among  the  bills  tracked  were  man- 
datory assignment,  Universal  Health  Care  Act, 
numerous  abortion  bills,  insurance  bills,  HIV-related 
bills.  Health  Sciences  related  legislation,  and  fund- 
ing for  the  Physicians  Manpower  Training  Commis- 
sion. 

Highlighted  and  summarized  here  are  some  of 
the  bills  on  which  the  OSMA  State  Legislative  Coun- 
cil took  positions  this  year.  The  different  positions 
include:  (1)  monitor,  (2)  oppose,  (3)  actively  oppose, 
(4)  support,  and  (5)  actively  support. 

To  “monitor”  a bill,  the  council  simply  watched 
the  bill’s  progression.  An  “oppose”  position  meant  the 
council  went  on  record  as  opposing  the  bill,  but  it  did 
not  take  any  action.  When  the  council  “actively  op- 
posed” a bill,  members  wrote  letters  to  legislators 
stating  the  OSMA’s  opposition,  testified  in  commit- 
tees, or  generated  letters  from  physicians/auxilians 
to  legislators  stating  OSMA’s  reasons  for  opposing 
the  bill.  The  same  is  true  of  the  “support”  and  “ac- 
tively support”  positions;  “actively  support”  required 
certain  actions. 

1991  Legislative  Highlights 
HB  1012  Representative  Russ  Roach 

There  were  eight  bills  introduced  that  were  related  to  HIV.  OSMA 
sponsored  language  in  another  HIV  bill,  HB  1073,  authored  by 
Representative  Jeff  Hamilton.  The  language  allows  the  release  of 
medical  information  among  health  care  providers  within  a 
therapeutic  environment  for  the  purpose  of  diagnosis  and  treat- 
ment of  the  person  whose  information  is  released.  This  section  of 
HB  1073  was  put  into  HB  1012  and  the  bill  was  approved  by  the 
Governor.  The  remainder  of  the  bill  relates  to  knowingly  infecting 
an  individual  with  HIV,  testing  persons  for  HIV  who  are  arrested 
by  lawful  warrant  for  prostitution  or  other  sex  crimes,  and  adding 
sentencing  powers.  While  OSMA  was  supportive  of  the  language 
of  Section  2 of  HB  1073,  the  council  took  a monitor  position  on  the 
remainder  of  the  bill. 


Sh6rry  Str6b6l/  newly  installed  president  of  the  American 
Medical  Association  Auxiliary,  accepts  flowers  and  congratu- 
lations from  OSMA  President  Billy  D.  Dotter,  MD.  Mrs  Strebel 
is  the  wife  of  Oklahoma  City  physician  Gary  F.  Strebel. 


HB  1016  Representative  Ed  Apple 

Lists  additional  restricted  areas  for  smoking,  outdoor  theaters,  in- 
door and  outdoor  stadiums,  and  arenas.  This  bill  was  referred  to 
the  Health  and  Mental  Health  Committee.  OSMA  supported  the 
bill. 

HB  1129  Representative  Loyd  Benson 

Creates  the  Oklahoma  Drug  and  Alcohol  Abuse  Policy  Board  Act. 
The  school  districts  would  coordinate  their  efforts  and  activities 
designed  to  educate  young  people  with  the  Oklahoma  Drug  and 
Alcohol  Abuse  Policy  Board.  OSMA  monitored  this  bill.  It  was 
signed  by  the  Governor. 

HB  1159  Representative  Bill  Mitchell 

There  were  eight  bills  introduced  that  dealt  with  abortion.  In  ad- 
dition, there  were  several  bills  (not  abortion  bills)  that  had  abor- 
tion amendments  added  to  them.  This  particular  bill  was  the  only 
abortion  bill  to  receive  a committee  hearing.  The  subject  of  the  bill 
was  parental  consent.  The  bill  was  heard  in  the  Health  and  Mental 
Health  Committee  and  failed  to  get  out  of  committee.  The  OSMA 
continues  to  take  a monitor  position  on  all  abortion  bills. 

HB  1283  Representative  Angela  Monson 

This  mandatory  assignment  bill  directly  ties  assignment  to  licen- 
sure. Several  doctors  and  auxilians  were  involved  in  a letter  writ- 
ing campaign  to  educate  the  legislature  on  mandatory  assign- 
ment. The  council  received  many  inquiries  and  comments  from 
legislators  as  a result.  The  bill  was  referred  to  the  Health  and  Men- 
tal Health  Committee.  The  author  asked  that  the  bill  be  laid  over 
until  next  year.  The  OSMA  took  an  actively  oppose  position. 

(continued) 
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Legislation  (continued) 

HB  1285  Representative  Kevin  Cox 

This  bill  provides  a penalty  of  felony  to  any  person  practicing 
podiatry,  chiropractic,  dentistry,  optometry,  osteopathy  or 
medicine,  and  surgery  without  first  obtaining  a license.  HB  1285 
was  last  heard  in  the  Senate  Business  and  Labor  Committee  where 
it  was  narrowly  defeated.  The  OSMA  had  a support  position. 

HB  1363  Representative  Kevin  Cox 

Requires  the  Insurance  Commissioner  to  establish  certain 
minimum  standards  relating  to  Medicare  supplement  policies.  As- 
signed to  the  House  Insurance  Committee.  OSMA  took  a support 
position. 

HB  1391  Representative  Jeff  Hamilton 

Relates  to  the  Natural  Death  Act  and  the  directives  for  carrying 
out  the  wishes  of  the  patient.  The  bill  was  heard  in  the  Health  and 
Mental  Health  Committee.  It  was  so  diluted  by  amendments  that 
the  author  decided  to  leave  it  in  the  Health  Committee.  The  author 
has  requested  an  interim  study.  In  addition,  this  issue  is  being 
studied  by  the  Governor’s  Task  Force  on  Bioethics.  Recommenda- 
tions will  be  made  to  the  Governor  and  the  Legislature  this  fall. 
The  OSMA  took  a support  position.  There  were  two  other  related 
bills,  both  durable  power  of  attorney  for  health  care.  Neither  re- 
ceived a hearing. 

HB  1559  Representative  Rob  Johnson 

Creates  the  Hospital  and  Medical  Services  Utilization  Review  Act. 
The  bill  prohibits  private  review  agents  from  conducting  utiliza- 
tion reviews  unless  certified  by  the  Insurance  Commissioner.  It 


provides  a description  of  utilization  review  procedures.  This  legis- 
lation was  sponsored  by  St.  Francis  Hospital  in  Tulsa. OSMA  sup- 
ported HB  1559.  It  was  approved  by  the  Governor. 

HB  1578  Representative  Angela  Monson 

Creates  the  Universal  Health  Care  Act  which  would  create  a board 
to  write  a statewide  plan  to  provide  insurance  coverage  to  all  re- 
sidents of  the  state.  HB  1678  passed  out  of  the  House  Health  and 
Mental  Health  Committee.  It  failed  on  the  floor  of  the  House  but 
with  a motion  to  reconsider.  The  author  requested  it  be  sent  back 
to  the  Health  Committee.  The  author  has  requested  an  interim 
study. 

HB  1593  Representative  Linda  Larason 
Creates  the  Child  Death  Review  Board  Act.  The  act  creates  a board 
to  review  certain  child  death  cases,  particularly  child  abuse  cases. 
Two  years  ago,  the  OSMA  sponsored  a bill  which  created  the  Office 
of  the  Chief  Child  Abuse  Examiner  which  trains  doctors  to  detect 
child  abuse  situations.  The  OSMA  continues  with  its  support  pos- 
ition of  child  abuse  prevention  and  detection.  Approved  by  the  Gov- 
ernor. 

HB  1621  Representative  Mark  Seikel 

Limits  liability  to  health  care  providers  who  provide  free  services 
to  established  free  medical  clinics.  OSMA  actively  supported  this 
bill.  It  was  referred  to  the  House  Judiciary  Committee. 

HB  1718  Representative  Carolyn  Thompson 

Creates  the  Maternal  and  Infant  Care  Act.  Requires  the  State  De- 
partment of  Health  to  establish  certain  public  awareness  pro- 
grams. The  act  also  provides  that  certain  physicians  contracting 
for  perinatal  services  fall  under  the  purview  of  the  Governmental 
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Legislation  (continued) 

Tort  Claims  Act.  OSMA  took  a support  position  and  the  bill  was 
approved  by  the  Governor. 

SB  4 Senator  Ben  Brown 

Requires  a child  of  two  months  or  older  to  be  immunized  for 
haemophilus  influenza  type  B (HIB)  before  they  are  permitted  to 
attend  a day  care  center  or  day  care  home.  The  OSMA  supported 
this  bill.  The  Conference  Committee  Report  was  submitted  to  the 
House  and  left  on  the  House  Calendar  until  next  year. 

SB  114  Senator  Stratton  Taylor 

Physician  Manpower  Training  Commission  appropriation  bill.  Re- 
lates to  medical  education  loans  of  scholarships,  modifies  areas  in 
which  profession  may  be  practiced  to  repay  certain  scholarships 
and  increases  amounts  of  certain  scholarship  grants.  OSMA  sup- 
ported this  bill  and  it  was  adequately  funded. 

SB  263  Senator  Lewis  Long 

Eliminates  the  requirement  to  establish  foundation  facts  for  an  ex- 
pert witness.  OSMA  actively  opposed  this  bill.  It  was  referred  to  the 
Senate  Judiciary  Committee. 

SB  353  Senator  Cal  Hobson 

States  that  certain  persons  shall  not  incur  civil  liability  nor  be  sub- 
ject to  criminal  prosecution  for  the  removal  or  release  of  certain 
tissues.  OSMA  supported  this  bill.  It  was  approved  by  the  Governor. 

SB  389  Senator  James  Wilkerson 

Relates  to  the  admission  of  findings  at  preliminary  hearings;  re- 
quires certain  reports  from  the  Medical  Examiner  and  supplemen- 
tal reports  to  be  admitted  as  evidence.  OSMA  took  an  actively  sup- 
port position.  The  Governor  approved  it. 

SB  424  Senator  Howard  Hendrick 

Uniform  Health  Care  Information  Act.  This  act  would  establish 
certain  standards  for  the  handling  and  disclosure  of  health  care 
information  and  records.  Several  states  have  already  approved 
similar  legislation.  The  OSMA  monitored  this  legislation.  The  bill 
was  referred  to  the  House  Health  and  Mental  Health  Committee. 

SB  474  Senator  Butch  Hooper 

Creates  the  Oklahoma  Hospice  Licensing  Act.  The  Oklahoma 
State  Department  of  Health  shall  provide  hospice  licensing  and  in- 
spections. Licensing  is  optional  in  cities  with  less  than  25,000 
population.  The  OSMA  took  a support  position.  Approved  by  the 
Governor. 

SB  483  Senator  Vicki  Miles-LaGrange 

Creates  the  University  Medical  Center.  Transfers  the  Oklahoma 
Medical  Center  from  the  Department  of  Human  Services  to  the 
University  Medical  Center  Board.  The  bill  was  vetoed  by  the  Gov- 
ernor and  the  Senate  failed  to  override  the  Governor’s  veto.  OSMA 
monitored  this  legislation. 

Conclusion 

Two  of  the  most  controversial  bills  tracked  by  the 
OSMA  this  year  will  likely  be  brought  up  again  next 
year,  Mandatory  Assignment  and  the  Universal 
Health  Care  Act.  Several  other  bills  the  OSMA  is  in- 
terested in  will  probably  be  brought  up  again  next 
year  for  consideration,  such  as  the  National  Death 
Act  and  HIV-related  bills. 

No  major  programs  like  HB  1017,  the  comprehen- 


sive education  bill,  were  considered  by  the  Legisla- 
ture this  year.  Senators  and  representatives  in 
leadership  roles  have  been  quoted  in  the  newspapers 
as  saying  it  was  an  “uneventful  year.” 

Numerous  bills  of  interest  to  the  OSMA  this  year 
will  be  back  again  next  year.  There  are  sixty  requests 
for  interim  studies. 

The  Council  on  State  Legislation  and  Regulation 
will  be  meeting  this  summer  to  plan  for  the  1992 
Legislative  Session.  It  welcomes  your  input.  Please 
do  not  hesitate  to  contact  Claudia  Kamas,  OSMA  as- 
sociate director,  with  your  concerns.  (J) 


Ceremony  at  OUHSC 

Four  resident  physicians  receive 
scholarships  from  Rader  trust 

Four  resident  physicians  at  the  University  of  Okla- 
homa Health  Sciences  Center  (OUHSC)  in  Okla- 
homa City  have  received  $1,000  scholarships  from 
the  Lloyd  and  Ruth  Rader  Trust 

The  physicians  were  recognized  recently  during  a 
ceremony  at  the  OU  Health  Sciences  Center. 

Those  receiving  awards  were:  Sarah  D.  Atkinson, 
MD,  Department  of  Psychiatry  and  Behavioral  Sci- 
ences; John  S.  Donovan,  MD,  Department  of  Oto- 
rhinolaryngology; Kurt  A.  Hales,  MD,  Department  of 
Obstetrics  and  Gynecology;  and  Barbara  L.  Voss, 
MD,  Department  of  Urology. 

The  trust,  established  in  the  memory  of  Lloyd 
Rader,  director  of  the  Oklahoma  Department  of 
Human  Services  from  1951  to  1982,  and  his  wife, 
Ruth,  traditionally  has  honored  resident  physicians 
in  training  at  the  OU  Health  Sciences  Center.  Recip- 
ients are  noted  for  excellence  in  medicine,  and  for  dis- 
playing great  promise  for  outstanding  careers  in  med- 
ical research  or  the  clinical  care  of  children  or  adults. 
Each  year,  up  to  four  scholarships  are  presented, 
based  on  nominations  from  OU  College  of  Medicine 
faculty. 

A four-member  selection  committee,  composed  of 
physicians,  chose  the  recipients.  Committee  mem- 
bers were:  Donald  B.  Halverstadt,  MD,  chief  of 
pediatric  urology  at  Children’s  Hospital  of  Okla- 
homa; Mark  Allen  Everett,  MD,  chairman  of  the 
OUHSC  Department  of  Dermatology;  William  G. 
Thurman,  MD,  president  of  the  Oklahoma  Medical 
Research  Foundation;  and  Webb  M.  Thompson,  Jr., 
MD,  professor  emeritus  of  pediatrics  at  OUHSC.  (J) 
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OUHSC  Department  of  Radiology 

$1  million  gamma  cameras  help 
study  of  monoclonal  antibodies 

Two  high-tech  machines  donated  by  major  medical 
companies  are  aiding  patient  care  at  the  University 
of  Oklahoma  Health  Sciences  Center  in  Oklahoma 
City.  The  two  “gamma  cameras,”  valued  at  approxi- 
mately $1  million,  are  being  used  by  the  Department 
of  Radiological  Sciences  to  provide  high-resolution, 
three-dimensional  computer  imaging  for  brain  scans 
and  imaging  of  other  organs  and  tissues. 

The  cameras  have  been  provided  by  General  Elec- 
tric Medical  Systems,  based  in  Milwaukee,  Wis,  and 
Siemens  Medical  Systems  of  Hoffman  Estates,  111, 
noted  Dr  William  Allen,  professor  of  radiological  sci- 
ences, and  Dr  Vernon  Picken,  assistant  professor  of 
radiological  sciences. 

The  cameras  are  being  used  by  nuclear  medicine 
specialists  at  Oklahoma  Memorial  Hospital  to  im- 
prove the  detection  of  radioactive  chemicals,  which 
are  used  to  pinpoint  tumors  and  other  internal  mal- 
functions. “In  nuclear  medicine  procedures,  patients 
are  given  radioactively  labeled  pharmaceuticals, 
which  are  designed  to  go  to  specific  organs  or  tissue 
of  the  patient,”  said  Ficken.  “With  these  gamma 
cameras,  we  can  image  the  movement  of  those  radio- 
active drugs  and  measure  the  amount  of  damage  in 
the  organs  and  tissues  with  much  more  accuracy 
than  before.” 

Allen  said  the  equipment  was  placed  at  Okla- 
homa Memorial  Hospital  in  an  effort  to  “refine”  the 
technology. 

“These  machines  are  the  ‘latest  and  greatest.’ 
Both  General  Electric  and  Siemens  are  asking  us  to 
help  them  obtain  certain  information  about  the  use 


of  their  cameras  in  a clinical  setting,  which  we  can 
provide,”  he  said. 

Researchers  at  the  OU  Health  Sciences  Center 
will  be  using  the  machines  in  an  ongoing  study  relat- 
ing to  the  use  of  monoclonal  antibodies,  tagged  with 
radioactive  substances,  to  treat  various  forms  of 
cancer. 

“Our  theory,”  said  Allen,  “is  that  the  antibody  in- 
jection will  go  to  the  tumor  it’s  aimed  at  and  bring 
the  radioisotope  material  with  it,  delivering  it  di- 
rectly to  the  tumor  instead  of  letting  it  float  through- 
out the  body.  This  technique  would  supply  more  radi- 
ation to  the  tumor,  in  an  effort  to  destroy  it.  With  this 
equipment,  we’ll  be  able  to  measure  the  exact  dose 
that  the  patient  will  need  for  effective  treatment.” 

(J 

Free  copies  of  BNDD  publication 
now  available  to  OSMA  members 

Oklahoma  State  Bureau  of  Narcotics  and  Dangerous 
Drugs  Control,  Rules  and  Regulations,  April,  1990,  is 
the  title  of  a 60-page  booklet  now  available  at  no 
charge  to  OSMA  membei’s  who  request  it.  The  book- 
let is  a revision  of  an  earlier  edition. 

The  publication  includes  sections  on  the  organiza- 
tion of  the  BNDD,  requirements  for  registration,  ad- 
ministrative actions,  security  requirements,  records 
and  reports  of  registrants,  labeling  requirements, 
miscellaneous,  and  enforcement  and  administrative 
inspection.  The  information  should  be  useful  to  per- 
sons administering,  prescribing,  or  dispensing  con- 
trolled dangerous  substances. 

To  obtain  a copy  of  the  booklet,  contact  the 
OSMA,  601  Northwest  Expressway,  Oklahoma  City, 
OK  73118,  (405)  843-9571  or  1-800-522-9452.  (J) 


Control  legal  costs. 

Reduce  serious  legal  problems. 

Eliminate  frivolous  lawsuits. 

Practice  preventive  law  with  a 
Pre-Paid  Legal  Services  plan. 

Pre-Paid  Legal  Services,  Inc.  • P.O.  Box  145  • Ada,  OK  74820  • 800-654-7757,  Ext.  404 
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From  the  OSDH 


Hib  vaccine  likely  to  be  subject  of 

In  its  most  recent  session,  the  Okla- 
homa State  Legislature  considered 
whether  the  Haemophilus  influenza 
type  B (Hib)  vaccine  should  be  added 
to  the  list  of  other  immunizations 
that  minor  children  over  the  age  of  2 
months  must  receive  before  they  may  attend  a day 
care  center  in  Oklahoma.  Although  it  was  not  passed 
this  session  it  will  likely  be  considered  next  year. 

Hib  is  the  leading  cause  of  invasive  bacterial  dis- 
ease among  children  in  the  United  States.  Before  ef- 
fective vaccines  were  introduced  in  1985,  one  in  200 
children  developed  invasive  Hib  by  the  age  of  5.  Sixty 
percent  of  these  children  had  meningitis;  3 to  6 per- 
cent died  from  this  condition,  while  20  to  30  percent 
had  permanent  sequelae  ranging  from  mild  hearing 
loss  to  mental  retardation. 

Previously  there  was  no  Hib  vaccine  available  for 
children  under  15  months  of  age,  but  two-thirds  of  all 
cases  of  Hib  occurred  in  this  age  group.  Now  there  are 
two  vaccines  available  for  infants  under  15  months  of 
age;  the  HbOC,  which  was  available  after  October 
1990  and  the  PRP-OMP,  available  after  December 
1990. 


legislation  in  next  session 

If  HbOC  is  used,  previously  unvaccinated  infants 
2 to  6 months  of  age  should  receive  three  doses  given 
at  least  two  months  apart.  Another  dose  of  HbOC 
should  be  given  to  all  children  at  15  months  of  age. 
The  HbOC  is  the  vaccine  that  the  Oklahoma  State 
Department  of  Health  will  be  providing  for  its  county 
health  departments. 

If  PRP-OMP  is  to  be  used,  previously  unvacci- 
nated infants  2 to  6 months  of  age  should  receive  two 
doses  two  months  apart  and  a booster  dose  at  12 
months  of  age.  Unvaccinated  children  15  to  59 
months  of  age  may  be  given  any  one  of  the  three  con- 
jugate vaccines  licensed  for  this  age  group. 

If  the  legislation  passes,  the  parent  or  guardian 
of  a child  must  present  certification  from  a licensed 
physician  or  authorized  representative  of  any  state  or 
local  department  of  public  health  that  the  child  has 
received  or  will  receive  immunization  at  the  medi- 
cally appropriate  time  against  Haemophilus  in- 
fluenza type  B as  well  as  the  other  required  immuni- 
zations before  they  will  be  admitted  to  a day  care 
facility.  'll 


D.C.  Plunket  is  acting  dean  of  OU  College  of  Medicine-Tulsa 


Daniel  C.  Plunket,  MD,  a pediatric  specialist,  has 
been  appointed  acting  dean  of  the  University  of  Okla- 
homa College  of  Medicine  in  Tulsa. 

Dr  Plunket,  chairman  of  the  Department  of 
Pediatrics  at  the  OU  Health  Sciences  Center-Tulsa 
campus,  will  assume  responsibilities  formerly  held 
by  Edward  J.  Tomsovic,  MD,  who  recently  stepped 
down  after  serving  12  years  as  dean  of  the  OU  College 
of  Medicine-Tulsa.  Tomsovic  will  continue  to  work  as 
a tenured  professor  of  pediatrics  involved  in  both  pa- 
tient care  and  teaching. 

Dr  Plunket’s  appointment,  effective  July  1,  will 
continue  until  a new  dean  is  selected.  A national 
search  is  underway  and  candidates  for  the  post  are 
currently  being  interviewed.  A selection  could  be 
made  as  early  as  late  summer. 

A resident  of  Tulsa,  Plunket  has  been  a professor 
of  pediatrics  at  Tulsa  since  1975.  He  was  program  di- 
rector of  the  pediatric  residency  program  from  1975 
to  1982  and  became  program  director  of  the  combined 
med/ped  residency  program  in  1989. 


He  received  his  bachelor’s  and  medical  degrees 
from  Emory  University  in  Atlanta.  Dr  Plunket  re- 
tired from  the  United  States  Army  in  1975  after  serv- 
ing 20  years  of  active  duty  in  a variety  of  pediatric 
teaching  positions  at  Army  hospitals  in  Hawaii, 
Texas,  Washington,  DC,  California,  and  Colorado.  (J) 

Deaths 

Gilbert  Wayne  Tracy,  MD 
1912  - 1991 

OSMA  Life  Member  Gilbert  W.  Tracy,  MD,  died  May 
13,  1991.  Dr  Gilbert,  a retired  general  practitioner  in 
Muskogee,  was  bom  in  Cheyenne,  Okla.  In  1938  he 
was  graduated  from  the  University  of  Oklahoma  Col- 
lege of  Medicine.  He  served  in  the  45th  Division  dur- 
ing World  War  II,  moving  to  Muskogee  in  1946  to  prac- 
tice at  the  Veterans  Hospital.  Dr  Tracy  established 
his  private  practice  in  1952  and  retired  in  1985.  (J) 
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In  a Lighter  Vein 


The  New  Operation 

William  P.  Truels,  MD 

Every  once  in  a while,  a new  operation  comes  along 
that  gets  everybody  excited.  Such  is  the  case  with  the 
laparoscopic  cholecystectomy,  which  allows  gallblad- 
der patients  to  go  home  the  day  after  surgery.  To 
learn  the  operation,  surgeons  take  a training  course, 
followed  by  a pig  lab. 

Now,  you’ll  have  to  realize  that  general  surgeons 
are  understandably  excited  about  the  new  operation. 
It  marks  the  entry  of  general  surgery  into  the  high- 
tech  field,  since  the  operation  is  performed  by  looking 
at  a high-resolution  monitor  and  involves  the  use  of 
miniaturized  video  cameras. 

Each  general  surgeon,  being  competitive  by  na- 
ture, is  anxious  to  be  the  first  surgeon  at  his  hospital 
to  perform  the  new  operation.  I walked  into  the  Holy 
Christian  Hospital  surgery  lounge  yesterday,  and 
overheard  a conversation  that  reminded  me  of  my 
fraternity  days  in  college,  where  the  most  important 
discussions  of  the  day  seemed  to  revolve  around  pro- 
ving one’s  manhood  (or  womanhood). 

As  I entered  the  lounge,  Clarence  Cochworth,  the 
chief  of  surgery,  greeted  me. 

“Hello,  Dr  Truewater,”  Clarence  began.  “Tell  me, 
have  you  done  it  yet?” 

“Done  what?”  I asked. 

“You  know,  the  new  operation,”  Clarence  replied. 

“Not  yet,”  I replied  defensively,  “but  I’ve  studied 
the  educational  tapes  and  practiced  on  a few  pigs 
when  I was  in  Nashville  last  week.” 

“Bestiality  doesn’t  count,”  Clarence  quipped.  “Pig 
anatomy  is  quite  different  from  the  real  thing.” 

“Of  course,”  I replied,  “but  it’s  a start.” 

Within  each  group,  there’s  always  somebody  who 
claims  to  represent  the  voice  of  experience.  Jerry 
Mentor  was  just  such  a surgeon. 

“First  one’s  always  the  hardest,  Truewater,”  Jerry 
added.  “After  that,  they’re  all  a piece  of  cake.  Once 
you  learn  to  relax,  you’ll  find  it’s  a whole  lot  easier. 
I’m  up  to  forty  cases  now.” 

Of  course,  the  procedure  was  too  new  for  anyone 
to  have  done  more  than  about  ten  cases.  Jerry  was  ap- 
plying the  “Good  Old  Boys”  rule  — multiply  the 
number  of  cases  you’ve  actually  done  by  four,  in  order 
to  look  more  experienced. 

“Getting  in  the  catheter’s  the  hardest  part,”  Clar- 
ence continued,  referring  to  the  part  of  the  procedure 
that  involves  injecting  X-ray  dye  through  a catheter. 


“You’ve  got  to  get  just  the  right  angle,  or  you  won’t 
get  in  the  cystic  duct  to  do  your  dye  injection.” 

“I  suppose  after  the  first  ten  or  so.  I’ll  pretty  much 
have  the  hang  of  it,”  I interjected. 

“Quite  the  contrary,”  Jerry  responded.  “Each 
gallbladder’s  a little  different  than  all  the  others  — 
you’ve  got  to  respect  that,  and  treat  ’em  with  kid 
gloves.” 

“I  don’t  mean  that  I would  take  them  for  granted,” 
I replied.  “I  just  meant  that  after  about  ten  or  so  op- 
erations, I’ll  have  a little  more  experience  and  self- 
confidence.” 

“Exactly,”  Clarence  responded.  “Oh,  and  one 
more  thing,”  Clarence  added. 

“What’s  that?”  I asked. 

“Always  take  a little  extra  time  to  get  to  know 
your  patients.  Once  you’ve  established  rapport,  it’s  a 
lot  easier  to  handle  the  complications,”  Clarence 
explained. 

“Complications?”  I asked. 

“Remember  Murphy’s  Law,”  Jerry  Mentor  added. 
“If  anything  can  go  wrong,  it  will.  Always  be  pre- 
pared.” 

“You  never  know  when  you  might  have  to  abort, 
and  convert  to  an  open  operation,”  Clarence  said.  “If 
you’ve  established  rapport  with  your  patient,  things 
go  a lot  easier.” 

“And  never  forget  the  risk  of  infection,”  Jerry 
added.  “Any  time  you  go  around  sticking  trocars  into 
somebody,  you’ve  got  to  remember  to  use  prophylactic 
antibiotics.” 

“Of  course,”  I replied. 

Just  then,  Mary  Taliaferro  entered  the  lounge 
from  the  operating  suite  with  a big  smile  on  her  face. 
She  walked  proudly,  with  a glow  of  accomplishment 
on  her  face,  like  she  had  just  given  birth  to  her  first 
child. 

“Just  finished  my  first  one!”  Mary  beamed.  “First 
time’s  the  toughest.  I think  I’ve  got  the  hang  of  it 
now.” 

“How  does  it  feel?”  Jerry  asked. 

“Great!”  Mary  replied.  “I  had  trouble  getting  the 
catheter  to  thread,  but  the  rest  of  it  was  a piece  of 
cake.” 

“You’ll  do  a lot  better  on  the  second  one,”  Clarence 
added. 

As  I walked  back  to  the  office,  I was  despondent 
over  not  yet  having  done  my  first  laparoscopic 
cholecystectomy.  All  my  friends  were  more  experi- 
enced. 

“What’s  the  problem.  Dr  Truewater?”  Lola  asked. 
“You  look  a little  depressed.” 
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Operation  (continued) 

“I  am,”  I replied.  “I’m  still  a laparoscopic  virgin,” 
I moaned.  “I’m  still  waiting  to  do  my  first  case.” 

“This  might  cheer  you  up,”  Lola  replied.  “It’s  a 
gallbladder  referral  from  Dr  Masters.” 

I experienced  the  joy  of  performing  my  first 
laparoscopic  cholecystectomy  the  following  day.  As  I 
left  the  surgery  lounge,  I ran  into  Dr  Masters. 
“How’d  my  patient  do?”  Dr  Masters  asked. 

“No  problem,”  I replied. 

“By  the  way.  Bill,  how  many  of  these  laparoscopic 
gallbladder  operations  have  you  done  now?” 

I was  too  embarrassed  to  tell  my  referring  physi- 
cian that  this  had  been  my  first  case.  Suddenly  I re- 
membered the  “Good  Old  Boys”  formula  — multiply 
by  four. 

“This  was  my  fourth  one,”  I replied  nonchalantly. 
“After  the  first  one,  they’re  all  pretty  much  the  same.” 

(J 

The  Author 

William  P.  Truels,  MD,  an  Oklahoma  City  surgeon,  is  assistant 
editor  of  the  Oklahoma  County  Medical  Society  Bulletin. 


Dermatologist  wonders  if  lesions 
were  truly  recluse  spider  bites 

To  the  Editor:  I am  writing  to  comment  on  the  article 
published  in  the  scientific  section  of  the  Journal  of 
the  Oklahoma  State  Medical  Association,  Volume  84, 
June  1991,  titled:  “Treatment  of  Spider  Bites  by  High 
Voltage  Direct  Current”  by  Carl  D.  Osborn,  MD. 
Standards  for  reliable  reporting  of  Loxoscelism  have 
been  published.  As  outlined  in  Clinical  Dermatology 
in  the  chapter  on  Loxoscelism,  by  Philip  Anderson, 
MD,  those  standards  are  as  follows: 

Standards  for  Reliable 
Reporting  of  Loxoscelism 

Loxoscelism,  Proven 

The  correct  arachnid  is  recovered  promptly  and  is 
in  “unmistakable”  proximity  to  the  bite.  The 
arachnid  is  identified  with  certainty  by  a known 
entomologist  and  is  preserved  for  other  evalua- 
tion. 

(continued) 


An  Effective  Prescription  for  Your  Toughest  Financial  Headaches... 


Sometimes  the  price  of  success  is  the 
financial  headaches  that  come  along 
with  it.  If  you’re  like  many  profession- 
als, you  may  feel  like  you  spend  too 
much  of  your  valuable  time  keeping 
track  of  your  investments,  expenses, 
and  other  financial  matters. 

Money  Master  Preferred  is  the  professionally 
designed,  all-in-one,  asset  management  account 
that  gives  you: 

•Monthly  and  annual  statements  that  show  you 
your  entire  financial  world  at  a glance — including 
your  net  worth,  budget  analysis,  investment 
analysis,  tax  information,  and  more. 

•A  variety  of  money  market  funds  for  earning 
daily  income  on  your  cash  balance. 

•Check  writing  privileges. 


'Low-cost  brokerage  services  for 
stocks,  bonds,  and  other  securi- 
ties. 

Up  to  $ 10  million  account  protec- 
tion, of  which  $100,000  can  be  in 
cash. 

• A choice  of  two  other  Money  Master  accounts: 

Money  Master  Standard — for  those  who  do  not 
require  comprehensive  asset  management. 

Money  Master  Retirement — an  excellent  choice 
for  your  qualified  retirement  plan. 

T 

For  more  complete  information  about  the 
Money  Master  Account  that’s  right  for  you, 
including  all  fees  and  charges,  call  us  now  at 

1-800-262-3863. 


MONEY 

MASTER 

Preferred 


AMA  Investment  Advisers,  Inc. 

The  Financial  Services  and  Investment  Counseling  Organization 
Owned  by  the  American  Medical  Association.  Established  1966. 
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Reaction  Time  (continued) 

Loxoscelism,  Probable 

The  bite  is  clinically  typical  and  occurs  at  a time 
and  in  a region  where  and  when  bites  are  com- 
monplace, and  entomologically  verified  brown  re- 
cluse spiders  can  be  recovered  promptly  and 
nearby  in  the  same  general  environs. 
Loxoscelism,  Possible 

The  skin  lesion  and  hemolysis,  experts  agree,  is 
typical  clinically;  however,  no  brown  recluse  spid- 


ers can  be  recovered  and  made  available  for  con- 
firmation. 

Focal  Necrosis  of  the  Skin 

No  Loxosceles  spiders  are  recovered;  no  hemolysis 
is  verified. 

Adherence  to  these  standards  negates  the  claim 
made  in  this  article  that  any  of  the  lesions  treated 
were  confirmed  bites  of  Loxosceles  reclusa. 

— Joel  E.  Holloway,  MD 
Norman 


Worth  Rtpeating 

Remembering  Dr  Linus  Aloysius  Munding,  1906-1991 


The  following  tribute  was  written  by  one  of  Dr  Linus 
Munding’s  former  patients.  It  is,  as  Mrs  Munding  de- 
scribed it,  a chronicle  of  that  physician’s  “Golden  Age 
of  Medicine.” 

1 was  saddened  to  read  of  the  death  of  Dr  Munding, 
who  was  the  attending  physician  when  I was  bom 
and  remained  our  family  physician  until  his  retire- 
ment. However,  as  I reflected  upon  his  life,  I was  filled 
with  warm,  vivid  memories  that  brought  a smile  to 
my  heart.  No  one  ever  went  to  Dr  Munding  because 
he  was  in  a hurry;  the  average  wait  must  have  been 
at  least  an  hour  and  a half!  How  I loved  those  High- 
light magazines  in  his  waiting  room,  and  I usually 
had  time  to  read  them  cover  to  cover!  But  the  reason 
for  those  long  waits  was  also  the  reason  we  all  loved 
him  because  once  your  name  was  called  and  the 
nurse  beckoned  you  into  the  doctor’s  office,  it  was  as 
though  you  were  wrapped  inside  a safe  cocoon,  sus- 
pended within  the  impersonal,  impatient  outside 
world.  You  became  the  most  important  person  in  the 
world  to  Dr  Munding.  He  didn’t  have  to  consult  a 
chart  to  know  who  I was;  he  knew  me,  my  parents, 
and  my  brothers,  and  he  talked  with  me  about  them 
and  about  school  and  about  a variety  of  other  topics 
which,  now  that  I look  back  on.  I’m  sure  were  part  of 


his  confidence  building  “bedside  manner.”  When  we 
finally  moved  to  the  examination  room,  I always  felt 
as  though  I was  being  accompanied  by  a patient,  car- 
ing father.  Those  hands,  which  I can  clearly  picture 
even  now,  strong,  dark-haired  hands,  busied  them- 
selves while  he  “hum  dee  dum  dummed”  back  and 
forth  between  his  instruments  and  me  perched  on  the 
end  of  that  table.  Even  that  characteristic  hum  was 
part  of  the  soothing  “this-won’t-hurt-a-bit”  attitude 
that  calmed  both  the  wide-eyed  child  and  the  all-too- 
skeptical  parent.  At  the  end  of  the  examination,  as 
we  sat  in  his  office  across  from  a desk  piled  with  jour- 
nals, stacked  with  papers,  strewn  with  samples,  I 
marveled  at  how  quickly  those  large  fingers  could 
scratch  out  notes  with  his  fountain  pen  while  looking 
at  me  from  time  to  time  over  the  top  of  his  glasses 
and  smiling.  Even  when  I visited  him  as  an  adult, 
those  strong  hands,  the  ready  smile,  and  that  deep 
resonant  hum  enveloped  me,  making  a visit  to  the 
doctor  more  like  a visit  to  an  old  friend. 

I’m  leery  now  of  doctors  who  keep  their  appoint- 
ments too  strictly,  must  consult  a chart  to  remember 
my  name,  but  most  especially  who  have  neatly  ar- 
ranged, freshly  polished  woodgrain  desk  tops!  They 
may  heal  my  body,  but  they  leave  me  empty. 

— Linda  Elam  Turner 


OSMA  TOLL-FREE  HOTLINE 
1-800-522-9452 
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Surgery  on  File:  General  Surgery.  Vol  1 of  “On 

File”  series.  By  the  Diagram  Group  Facts  on  File  Pub- 
lications, New  York:  Oxford,  Authors:  Paulette  Pratt 
and  Ellen  Sarewitz,  1988.  Price  $75.00. 

This  is  the  first  volume  of  an  “On  File”  loose-leaf 
series  designed  “to  help  health  professionals  educate 
patients  about  various  surgical  and  medical  proce- 
dures they  will  be  undergoing.”  The  editors  state  that 
there  is  evidence  that  patients  who  have  been  in- 
formed about  and  comprehend  the  procedures  in- 
volved in  their  treatment  recover  more  quickly.  Al- 
though an  accompanying  letter  states  that  all  arti- 
cles and  illustrations  are  copyright-free,  the  file 
states  that  photocopying  is  prohibited  although  re- 
production of  the  text  and  illustrations  for  non-profit 
educational  use  is  permitted.  A clarification  of  the 
photocopying  policy  is  needed  as  photocopying  for  pa- 
tients would  be  very  desirable  for  the  use  in  the  clin- 
ical setting. 

The  general  format  for  each  topic  is  appropriately 
addressed  including:  (1)  what  is  the  procedure  or  op- 
eration; (2)  why  is  it  performed;  (3)  risks  and  benefits; 
and  (4)  procedure  including  after  the  procedure, 
going  home,  and  rehabilitation.  The  terminology  and 
exposition  strikes  a good  balance  between  the  scien- 
tific and  the  need  for  an  understandable  explanation. 
The  choice  of  procedures  and  of  operations  is  also 
reasonable  and  sound.  The  file  is  printed  on  heavy 
duty  paper  in  a loose-leaf  tabulated  notebook  for  use 
by  health  professionals  and  patients. 

The  file  has  major  drawbacks  relating  to  the  basic 
medical  information  presented,  as  well  as  with  the 
drawings  which  accompany  the  written  explana- 
tions. There  would  appear  to  be  a limited  surgical 
input  which  has  resulted  in  too  superficial  a presen- 
tation in  some  areas.  Some  specific  concerns  are  the 
implications  that  small  and  large  bowel  can  be  biop- 
sied  through  the  abdominal  wall  with  a needle,  simi- 
lar to  a liver  biopsy;  lack  of  integration  of  peptic  ulcer 
surgery  and  the  presentation  of  gastroduodenostomy, 
gastrojejunostomy,  and  selective  vagotomy  in  an  un- 
related fashion.  The  statement  that  “gastrojejunos- 
tomy is  usually  performed  when  a person  has  a 
duodenal  ulcer  that  does  not  respond  to  medical 
treatment”  is  misleading. 

There  is  a repeated  use  of  the  same  drawing  for 
the  gastrointestinal  tract  which  does  not  present  an 
adequate  identification  of  the  underlying  disease  pro- 
cess or  of  the  procedure,  both  of  which  would  be  essen- 
tial to  appropriate  patient  understanding.  The  draw- 
ings of  drains  are  particularly  troublesome.  Chest 
tube  drainage  is  treated  like  other  drainage,  such  as 


abdominal.  Chest  drainage  appears  to  exit  from  the 
sternal  area  rather  than  laterally.  All  drains  appear 
to  drain  into  an  old-fashioned  water  seal  drainage 
bottle. 

In  summary,  although  much  of  the  material 
would  be  of  value  to  a physician  or  other  health  pro- 
fessional in  the  appropriate  preoperative  education 
of  the  patient  and  family,  this  volume  does  not  consis- 
tently appear  to  provide  appropriate,  accurate,  and 
current  information,  or  to  have  the  visual  drawings 
that  would  truly  help  the  health  professional  predict- 
ably achieve  the  desired  goal. 

— E.  Ide  Smith,  MD 
Oklahoma  City 

Dr.  Webb  of  Colorado  Springs.  By  Helen 
Clapesattle.  Boulder:  Associated  University  Press, 
1988,  pp  XI,  507,  illus,  $19.50. 

Gerald  Webb  was  bom  in  1871  in  Great  Britain. 
He  came  to  the  United  States  in  December  1894  when 
he  was  23  years  old.  He  was  the  possessor  of  a license 
in  dentistry  from  Guy’s  Hospital,  where  he  had  also 
spent  an  additional  year  in  the  study  of  medicine  and 
surgery,  and  a tuberculous  American-born  wife.  He 
migrated  to  Colorado  in  the  summer  of  1895,  enrolled 
as  a final-year  medical  student  at  the  University  of 
Denver  that  fall  and  received  his  MD  in  April  1896. 
He  then  set  up  general  practice  in  Colorado  Springs. 
By  1900  he  had  the  largest  practice  in  town  with  an 
income  of  about  $15,000. 

In  1906  he  returned  to  London  to  study  in  the  lab- 
oratory of  Sir  Almroth  Wright,  who  was  conducting 
studies  on  the  opsonic  index,  and  Webb  later  visited 
clinics  in  Vienna.  He  soon  became  a noted  specialist 
in  tuberculosis,  and  patients  were  referred  to  him 
from  all  parts  of  the  country.  After  his  experience 
with  Almroth  Wright,  he  came  to  utilize  autogeneous 
vaccine  therapy  frequently,  developed  and  operated  a 
clinical  laboratory  for  the  community,  and  became 
closely  associated  with  the  Cragmor  Sanitorium. 

Webb  had  many  talents.  He  was  greatly  admired 
by  his  patients  and  by  his  colleagues.  He  traveled 
widely  and  was  well  read.  An  amateur  pianist,  he 
was  also  a dedicated  book  collector  and  an  excellent 
tennis  player.  Webb  was  one  of  the  founders  of  the 
American  Association  of  Immunologists.  He  also  was 
an  active  member  of  the  Association  of  American 
Physicians,  the  American  Clinical  and  Climatologi- 
cal Association,  and  the  National  Tuberculosis  As- 
sociation, and  served  all  of  these  organizations  as 
president.  He  contributed  chapters  to  several 
textbooks  and  served  as  an  associate  editor  of  the 
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For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 


has  the  right  answers 


Rapid  epigastric  pain  relief"* 

Fast  and  effective  ulcer  healing"' 


Axm 

PASSES  THE  ACID  TEST 


‘Most  patients  experience  pain  relief  with  the  first  dose. 

See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 


NZ  2943-B-I49347 


© 1991,  ELI  LILLY  AND  COMPANY 


AXID®  (nizatidine  capsules) 

Brief  SumiDzry  Consult  the  package  insert  lor  complete  prescribing  inlormation 
Indications  and  Usage.  I >tcl;ve  Uuale/ra/ ulcer -lot  up  to  8 weeks  ollrealment.MosI 
patients  heal  within  4 weeks 

2.  Maintenance  therapy-tof  healed  duodenal  ulcer  patients  at  a reduced  dosage 
of  150  mg  h.s.  The  consequences  of  therapy  with  ^id  lor  longer  than  1 year 
are  not  known 

Contraindications  Known  hypersensitivity  to  the  drug.  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observe.  H^-receptor  antagonists,  including  ^cid, 
should  not  be  administered  to  patients  with  a history  of  hypersensitivity  to  other 
H^-receptor  antagonists 

Precautions:  General-)  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3.  In  patients  with  normal  renal  (unction  and  uncomplicated  hepatic  dysfunction, 
the  disposition  of  nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tesfs-False-positive  tests  for  urobilinogen  with  Multistix*  may  occur 
dunng  therapy 

Drug  Interactions-Ho  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam.  Iidocame.  phenytoin,  and  warfarin  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system,  therefore,  drug  interactions  mediated  by 
inhibition  of  hepabc  metabolism  are  not  expected  to  occur  In  patients  given  very 
high  doses  (3,900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine,  150  mg  b i d , was  administered  concurrently 
Caranogenesis.  Mutagenesis.  Impairment  ol  Fertility- A 2-yeaf  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  Dmes  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic  effect  There  was  a 
dose-related  increase  in  the  density  of  enterochromatfin-like  (ECL)  cells  in  the  gastnc 
oxynhc  mucosa  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a caranogenic 
effect  in  male  mice,  although  hyperplastic  nodules  of  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  of  Axid 
(2,000  mgykg/day.  about  330  times  the  human  dose)  showed  marginally  stabstically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  m any  of  the  other  dose  groups  The  rate  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  for  the  strain 
of  mice  used.  The  female  mice  were  given  a dose  larger  than  (he  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations)  The  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human  dose),  and  a negatve 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacteria)  mutation  tests,  unscheduled  DNA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
miaonucleus  test 

In  a 2-generation,  perinatal  and  postnatal  lertility  study  m rats,  doses  of  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny 

Pregnancy  - Terafogenic  Effects  - Pregnancy  Category  C - Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Betted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect  but,  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights  On 
intravenous  administration  to  pregnant  New  Zealand  While  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement,  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  m 1 fetus,  and  at  50  mg/kg.  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are. 
however,  no  adequate  and  well-controlled  studies  m pregnant  women  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity  Nizatidine  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
tJursing  Mothers -Studies  in  lactating  women  have  shown  that  0 1%  of  an  oral 
dose  IS  secreted  m human  milk  in  proportion  to  plasma  concentrations.  Because  of 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother 

Pediatnc  t/se-Satety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients  - Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities.  Age  alone  may  not  be  an  important  factor  m the  disposition  of 
nizatidine  Elderly  patients  may  have  reduced  renal  (unction 
Adverse  Reactions:  Climcal  tnals  of  varying  durabons  included  almost  5.000  patients 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1.900  nizatidine  patients  and  over  1,300  on  placebo,  sweating  (I'M)  vs  0.2®''o), 
urticaria  (0.5®'1i  vs  <0.01‘^^i),  and  somnolence  (2.4o^  vs  1.3‘M))  were  significantly 
more  common  with  nizatidine  It  was  not  possible  to  determine  whether  a variety  of 
less  common  events  were  due  to  the  drug. 

Wepaf/c- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  m some  patients.  In  some  cases, 
there  was  marked  elevation  (>500  lU/L)  m SCOT  or  SGPT  and,  in  a single  instance, 
S6PT  was  >2,000  lU/L  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  Irom  that  m placebo  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid.  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  /\xid 
Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects 

C/VS -Rare  cases  of  reversible  mental  contusion  have  been  reported 
Endocrine-Clinical  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogenic  activity  due  to  nizatidine  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo 
Gynecomastia  has  been  reported  rarely 

Hematologic -Fala\  thrombocytopenia  was  reported  in  a patient  ireated  with 
nizatidine  and  another  H^-receptor  antagonist  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs  Rare  cases  ol  thrombocytopenic  purpura 
have  been  reported 

/nfegt;me/ifa/-Swcating  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients  Rash  and  exfoliative  dermatitis  were 
also  reported 

Hypersensitivity with  other  H^-recepfor  antagonists,  rare  cases  of  anaphylaxis 
following  nizatidine  administration  have  been  reported  Rare  episodes  ol  hypersensitivity 
reacbons  (eg.  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  ^n  reported 
Other -Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been  reported 
Overdosage  Overdoses  of  Axid  have  been  reported  rarely  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy  Renal  dialysis  does  not  substantially  increase 
clearance  ol  nizatidine  due  lo  its  large  volume  ol  distribution 

PV  2091  AMP 
(091190) 
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Book  Shop  (continued) 

Journal  of  Laboratory  and  Clinical  Medicine.  He  also 
wrote  at  least  three  books  during  his  lifetime.  He 
founded  the  Colorado  Foundation  for  Research  in 
Tuberculosis  in  Colorado  Springs,  which  later  be- 
came the  Webb-Waring  Lung  Institute  of  the  Univer- 
sity of  Colorado  Medical  Center.  Webb,  after  the 
death  of  his  first  wife,  married  Varina  Howell  Davis 
Hayes,  the  granddaughter  of  Jefferson  Davis. 

The  author  has  used  a myriad  of  Webb’s  letters  to 
patients,  to  his  wife,  and  to  other  family  members  to 
reconstruct  the  story.  She  tells  it  in  an  interesting 
fashion,  although  at  times  one  is  puzzled  by  the  ac- 
tual date  a particular  event  took  place.  All  in  all  it 
is  an  interesting  story. 

— Harris  D.  Riley,  Jr,  MD 
Oklahoma  City 


Classical  Antiquities:  The  Collection  of  the 
Stovall  Museum  of  Science  and  History,  The 
University  of  Oklahoma.  Edited  by  A.J.  Heis- 
serer.  Norman:  University  of  Oklahoma  Press,  1986, 
pp  190,  $34.50. 

This  handsome,  coffee-table  sized  book  is  an  illus- 
trated catalog  of  the  classical  holdings  of  the  Stovall 
Museum  of  Science  and  History  at  the  University  of 
Oklahoma.  The  chief  editor.  Professor  A.J.  Heisserer, 
associate  professor  of  ancient  history  at  the  Univer- 
sity of  Oklahoma,  states  that  the  goal  of  this  volume 
is  to  bring  a substantial  portion  of  this  collection  to 
the  notice  of  both  scholars  and  the  general  public  and 
to  share  with  others  the  results  of  the  research  on 
these  objects.  Other  contributors  include  Mario  A. 
Del  Chiaro  (University  of  California  at  Santa  Bar- 
bara); A.  Jamme  (Catholic  University  of  America); 
Daniel  C.  Snell,  assistant  professor  of  history  at  the 
University  of  Oklahoma;  and  Barbara  L.  Gunn  and 
Frederick  L.  Brown,  students  at  the  University  of 
Oklahoma.  The  collection  includes  inscribed  mate- 
rial from  the  various  civilizations  of  the  ancient  Near 
East,  ancient  Greece,  and  Roman  Era.  Every  item  is 
described  in  detail  with  a translation  of  any  wording 
appearing  on  the  item.  Most  of  the  descriptions  are 
illustrated  with  one  or  more  photographs.  The  repro- 
ductions and  the  printing  are  of  high  quality. 

This  is  a very  attractive  book  that  will  appeal  to 
both  scholars  and  collectors  of  such  antiquities. 

— Harris  D.  Riley,  Jr,  MD 
Oklahoma  City 
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//V  Memoriam 

1990 

Paul  E.  Kaldahl,  MD 

May  4 

Homer  Vincent  Archer,  MD 

May  8 

Sterling  Thomas  Crawford,  MD 

June  2 

Ray  Maxwell  Wadsworth,  MD 

June  11 

John  Howard  Baker,  Jr.,  MD 

June  13 

David  Sprouse  Dycus,  MD 

June  28 

Paul  Olden  Shackleford,  MD 

July  27 

David  Shapiro,  MD 

August  11 

Doyle  L.  Patton,  MD 

August  12 

Edward  McLain  Thorp,  MD 

August  16 

Murlin  Knight  Braly,  MD 

August  18 

Claude  Elbert  Lively,  MD 

August  19 

Robert  Eldon  Dillman,  MD 

August  29 

Howard  Louis  Puckett,  MD 

September  1 

Raymond  Emison  Daily,  MD 

September  3 

Thomas  E.  Slimp,  MD 

September  4 

Bert  E.  Mulvey,  MD 

October  12 

Carson  Leroy  Oglesbee,  MD 

October  23 

George  Leroy  Goodman,  MD 

October  26 

Everette  Ellis  Cooke,  MD 

November  19 

Stephen  Seth  Fitter,  MD 

December  1 

Francis  Elmo  Smith,  MD 

December  20 

George  Richard  Russell,  MD 

December  24 

Gregg  Laurence  Williams,  MD 

December  29 

1991 

Milton  Louis  Berg,  MD 

January  7 

Frank  Eugene  Darrow,  MD 

January  8 

Forrest  William  Olson,  MD 

January  30 

Clarence  Pierce  Taylor,  Jr.,  MD 

March  3 

Linus  A.  Munding,  MD 

March  14 

Robert  Love  Loflin,  MD 

March  15 

William  Orville  Davis,  MD 

March  23 

Malcom  E.  Phelps,  MD 

March  26 

Henry  Edward  Barnes,  MD 

April  2 

Alfred  Burke  Hinkle,  MD 

April  2 

Hassell  Eugene  Groves,  MD 

April  3 

Joe  Marion  Parker,  MD 

April  3 

Henry  Clinton  Smith,  MD 

April  4 

George  Louis  Kaiser,  MD 

April  10 

Robert  Phillip  Messinger,  MD 

April  10 

John  Norman  Penrod,  MD 

April  19 

John  Florence,  MD 

April  20 

Clifford  Alton  Brown,  MD 

April  29 

James  Goree  Moore,  MD 

April  29 

Mark  Duane  Hopping,  MD 

May  1 

William  Alfred  Cunningham,  MD  May  13 

Gilbert  Wayne  Tracy,  MD 

May  13 

Daisy  Gertrude  Gotten,  MD 

May  26 

Classifieds 

Classified  ads  are  $25  ea,ch  up  to  50  words,  plus  50  cents  for  each  additional  word.  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid.  Mail  ad  with  payment  to;  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


NORTHWEST  NEW  MEXICO.  Multi-specialty  clinic  seeking 

general  internist,  orthopaedic  surgeon,  two  family  practitioners, 
otorhinolaryngologist,  pediatrician,  obstetrician/gynecologist, 
general  surgeon  and  a psychiatrist  to  practice  in  71-bed  Christian 
Hospital  in  family-oriented  community.  Salary  guarantees,  mal- 
practice and  benefits  paid  by  clinic.  No  investment  required.  Exc. 
public  and  Christian  schools;  great  outdoor  recreation  area  includ- 
ing snow  skiing,  hunting,  fishing  and  camping.  For  information 
contact  Jan  Haase,  do  Rehoboth  McKinley  Christian  Hospital, 
1901  Red  Rock  Drive,  Gallup,  New  Mexico  87301,  (505)  722-7725 
or  722-6295. 


FAMILY  PRACTICE  — Stillwater,  Okla.  Seeking  family  doc- 
tor to  join  two  others  in  a primary  care  practice  (associated  with 
internists  and  pediatricians).  Share  call  three  ways.  Compensa- 
tion and  fringe  benefits  competitive.  For  more  information  call 
405-743-7350. 


ARE  YOU  SEEKING  A POSITION  IN  NEONATOLOGY,  OR- 
THOPEDICS, DERMATOLOGY,  ALLERGY,  RADIOLOGY,  or 
GENERAL/VASCULAR  SURGERY?  We  have  openinp  in  Ohio, 
Michigan,  Missouri,  Wisconsin,  and  Nebraska.  Attractive  guaran- 
tees and  benefit  packages.  Single  or  multispecialty  groups.  To  dis- 
cuss your  practice  preferences  and  these  opportunities  please  call 
our  toll  free  number,  1-800-243-4353  or  send  your  CV  to  STREL- 
CHECK  & ASSOCIATES,  INC.;  10624  N.  Port  Washington  Road; 
Mequon,  WI  53092. 


FAMILY  PRACTICE,  OB-GYN,  and  INTERNAL  MEDICINE 

positions  are  available  in  a variety  of  settings  from  Central  Ohio, 
through  Michigan,  Indiana,  Wisconsin  and  Illinois  to  the  rolling 
plains  of  Kansas.  Single  or  multi-specialty  groups  or  solo  with  call 
coverage.  Attractive  guarantees  and  benefits.  For  more  informa- 
tion please  contact  our  toll  free  number,  1-800-243-4353,  or  send 
your  CV  to  STRELCHECK  & ASSOCIATES,  INC.;  10624  N.  Port 
Washington  Road;  Mequon,  WI  53092. 


Other 


FOR  SALE:  Large  G.E.  Office  X-Ray  with  Fluoroscope  and 

Image  Amplifier  with  2 tubes  — 200  M.  A.  each,  with  cassettes  and 
developing  tanks.  Examining  room  equipment  and  furniture.  All 
in  excellent  condition.  (405)  235-5534. 


Medical  suite,  3 exam  rooms,  1 private  office,  reception  area, 

near  Bethany  Hospital  & other  medical  offices.  Reasonable  rent. 
Barrett  Realty,  495-0298. 


Copies  of  articles  from 
this  publication  are  now 
available  from  UMI 
Article  Clearinghouse. 

UMI 

A Bell  & Howell  Company 
300  North  Zeeb  Road 
Ann  Arbor,  Ml  48106  USA 
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OSMA  Physician 
Recovery  Proj^ram 

(405)  360-4535 


HELP  PATIENTS  AVOID  PRESCRIPTION  CONFUSION 
USE  IDENTI-MED^  RX  LABEL  SYSTEM 
AN  AID  TO  PATIENT  MANAGEMENT 

Rx  labels  you  can  see  and  feel!  Designed  for  the  "special  patient" 
(blindness,  illiteracy,  language,  age,  etc.)  or  the  patient  on  multiple 
Rx,  such  as  cordiac,  dialysis,  or  diabetes. 

Request  Identi-Med " Rx  Labels 
For  free  samples  and  information  call: 

Identi-Med,  Inc.  1-800-752-9404  (24  hours) 
1-405-765-0669 


CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS 

J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Surgery  of  the  Hand  & Congenital  Deformities; 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  73116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 


Pasteur  Medical  Bldg, 

Room  301  East 
nil  N.  Lee 


Physicians  & Surgeons  Bldg. 

Room  105 
1211  N.  Shartel 


West  Laboratory 

Room  500 
3433  N.W.  56th 

South  Laboratory 

Room  106 
1044  S.W.  44 


South  Med 

103  S.  Community  Medical  Ctr. 
4200  S.  Douglas 

Classen  Laboratory 

Room  101 

1110  N.  Classen  Blvd. 


North  Laboratory 

Suite  3 

13509  N.  Meridian 


Med  Arts  Tulsa 

3233  E.  31st  Street 
Tulsa,  OK  74105 
(918)  747-7506 

OKLAHOMA  TOLL  FREE  1-800-REF-LABl 

ALL  OKLAHOMA  CITY  LOCATIONS  239-711 1 


THE 
INDEPENDEIVT 
FATHOLDBY 
INSTITUTE.  INE 


4 


PATIENT 

CARE 

FACILITIES 


Medical  Arts  Laboratory  Accredited  by  the  American  Society  of  Cytology 

100  Pasteur  Building  1111  N.  Lee 
Oklahoma  City,  OK  73103 
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The  Hand  Center 


For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


HOUSHANG  SERADGE,  MD,  FIGS 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)  631-4263 


SOUTHERN  PLAINS  MEDICAL  CENTER,  RC. 

^ ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 


SOUTHERN  PLAINS 

MEDICAL  CENTER  / Chickasha 

2222  Iowa  — 224-8111 

FAMILY  PRACTICE 
J W McDoniel.  M D 
J O Wood,  Jr , M D 

INTERNAL  MEDICINE 
WS  Harrison,  M D 
D L Stehr,  M D 
Don  R Hess,  M D 
R L Jenkins,  M D 
L V Deck,  M D 
R C Talley,  M D 

CARDIOLOGY 
Joe  T Bledsoe,  M D 

GASTROENTEROLOGY 
C K Su,  M D 

PEDIATRICS 
R E Herndon,  M D 
E Ron  Orr,  M D 
J E Freed,  M D 
Pilar  Escobar,  M D 
Donald  F Haslam,  M D 


OBSTETRICS  AND 

GYNECOLOGY 
Nancy  W Dever,  M D 
Alan  J Weedn,  M D 
David  Rumph,  M D 

NEUROLOGY  (Part-time) 
Andrew  Gin,  M D 

GENERAL  & 

VASCULAR  SURGERY 
Linda  M Johnson,  M D 
Virginia  L Harr,  M D 
Myra  Campbell,  PA 

THORACIC  & 

VASCULAR  SURGERY 
Paul  B.  Loh,  M D 

OPHTHALMOLOGY 
John  R Gearhart,  M D 

ANESTHESIOLOGY 
T Gowlikar,  M D 
Gideon  Lau,  M D 
M M Vaidya,  M D 

ACUTE  CARE  & 

OCCUPATIONAL  MEDICINE 
C R Gibson,  M D, 

Edwin  Horne,  Jr , M D 


UROLOGY 
K T Varma,  M D 

ORTHOPEDIC  SURGERY 
J E Winslow,  M D 
Timeri  Murari,  M D 
Bill  OhI,  PA 

CLINICAL  PSYCHOLOGY 
J M Ross,  Ph  D 

RADIOLOGY 
T J Williams,  M D 

SPEECH  PATHOLOGY 
Colette  Ellis,  M Ed,,  C.C  C. 

DERMATOLOGY 
Linda  A Reinhardt,  M D 

ALLERGY 

R E Herndon,  M D 
WS  Harrison,  M D 

PHYSICAL  MEDICINE 

& REHABILITATION 
Kumudini  Vaidya,  M D. 

NEUROSURGERY  (Part-time) 
R E Woosley,  M D, 


PLASTIC  & RECONSTRUCTIVE 
SURGERY  (Part-time) 

E C,  Duus,  M D, 

ONCOLOGY  (Part-time) 

R G Ganick,  M D 
L M Bowen,  M D 


SOUTHERN  PLAINS 
MEDICAL  CENTER  / Duncan 
2515  West  Elk  — 252-6080 

FAMILY  PRACTICE 
Christopher  M Herndon,  M D 
Jeff  Jones,  M D 

ALLERGY  (Part-time) 

R E,  Herndon,  M D, 

DERMATOLOGY  (Part-time) 

Mark  Roytman,  M,D 

SOUTHERN  PLAINS 
AMBULATORY  SURGERY  CENTER 
2222  Iowa  — Chickasha,  OK 
MEDICARE  Approved 

ADMINISTRATION 
Daniel  N.  Vaughan 
David  L.  Ward 
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OKLAHOMA 

TRANSPLANTATION 

INSTITUTE 


• THE  PREMIER  TRANSPLANTATION  INSTITUTE  IN  OKLAHOMA 

• THE  ONLY  HEART  TRANSPLANT  PROGRAM  IN  OKLAHOMA  TO 
EARN  MEDICARE  CERTIFICATION 

• APPROVED  FOR  NATIONAL  LISTINGS  FOR  HEART 
TRANSPLANTATION  BY  MAJOR  INSURANCE  COMPANIES 

Nazih  Zuhdi,  MD 


DIRECTOR 

Chief  Transplant  Surgeon 

Heart  Transplantation 
Heart-Lung  Transplantation 
Lung  Transplantation 

Nazih  Zuhdi,  MD,  Chief 
David  K.C.  Cooper,  MD,  PhD 
Allen  E.  Greer,  MD 
John  S.  Chaffin,  MD 
John  Muchmore,  MD 
Alan  Pribil,  MD 
Vi  Schlegel,  RN 
Sue  Edwards  Colliver 
Kelly  L.  Ward 

Kidney  Transplantation 

Scott  Samara,  MD,  Chief 
BG.  Smith,  MD 
Paul  Donat,  MD 
Pat  Sumpter,  RN 

Research 

Eugen  Keren,  MD,  PhD* 

Ye  Yong 

Francisco  Neethling  ,MSc 


The  Oklahoma  Transplantation  Institute 
at  Baptist  Medical  Center 

3300  Northwest  Expressway  • Oklahoma  City,  OK  73112 

(405)  949-3349 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 


'Oklahoma  Medical 
Research  Foundation 
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Orthopedic  & Arthritis  Center 


McBride  clinic,  inc. 

1111  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
"^Stephen  Tkach,  MD,  FACS 
■Joseph  F.  Messenbaugh  III,  MD,  FACS 
*].  Patrick  Evans,  MD,  FACS 
*Edwin  E.  Rice,  MD,  FACS 
■^Warren  G.  Low,  MD,  FACS 
^Thomas  C.  Howard,  MD,  FACS 
=^David  L.  Holden,  MD,  FACS 
*Brock  E.  Schnebel,  MD,  FACS 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
^Richard  J.  Hess,  MD,  FACE 
’^Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 
“^Larry  G.  Willis,  MD 
^Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 

INDUSTRIAL  MEDICINE 

Jack  W.  Parrish,  MD,  FAAFP 

McKinley  S.  Lundy,  DO,  MPH 

Robert  R.  Dugan,  MD 

® MANAGEMENT  SERVICES 

’‘'Specialty  Board  Diplomate  James  A.  Hyde,  Administrator 


QKL'A'HOMff 


Specializing  in  the  diagnosis  and  treatment 
of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

MAILING  ADDRESS;  PO.  Box  26827,  Oklahoma  City,  OK  73126 


MAIN  OFFICE 
750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

MERCY  OFFICE 
Mercy  Doctors  Tower 
4200  W.  Memorial  Rd.,  Suite  112 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 
3433  N.W.  56th,  Suite  870 
Oklahoma  City,  Oklahoma 
(405)  235-0040 


Robert  S.  Ellis,  MDf* 

Lyle  W.  Burroughs,  MDt° 
Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MDf* 

John  R.  Bozalis,  MD,  t* 

John  S.  Irons,  MDt° 

Warren  V.  Filley,  MD,  t* 

James  R.  Claflin,  MDt° 

Senior  Consultants: 

George  S.  Bozalis,  MD 
George  L.  Winn,  MDt 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
® Diplomate  American  Board  of  Pediatrics 


NORMAN  OFFICE 
950  North  Porter,  Suite  101 
Norman,  Oklahoma 
(405)  235-0040 


Executive  Director: 

G.  Keith  Montgomery,  MHA 
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sm  Shawnee  Medical  Center  Clinic,  Inc. 

2801  N.  Saratoga/P.O.  Box  849 
Shawnee,  Oklahoma  74801 
Phone;  (405)  2730801 


FAX; 

(405)  273-2632 

ALLERGY 

INFECTIOUS  DISEASE 

ORTHOPEDIC  SURGERY 

PATHOLOGY  CONSULTANT 

A.M.  Bell,  M.D. 

William  A.  Chapman,  M.D. 

T.A.  Balan,  M.D.,  F.A.A.O.S. 
R.M.  Kamath,  M.D.,  M.S. 

David  L.  McBride,  M.D. 

GENERAL  SURGERY 

INDUSTRIAL  MEDICINE 

(Orth),  F.A.A.O.S. 

RADIOLOGY 

Frank  H.  Howard,  M.D, 

A.M.  Bell,  M.D. 

S.M.  Waingankar,  M.D., 

CONSULTANTS 

Gary  D.  Myers,  M.D. 

OBSTETRICS, 

M.S.,  (Orth.),  F.A.A.O.S. 

William  Phillips,  M.D. 

Robert  G.  Wilson,  M.D. 

INTERNAL  MEDICINE 

GYNECOLOGY 

OTORHINOLARYNGOLOGY 

Cranfili  K.  Wisdom,  M.D. 

Michael  W.  Butcher,  M.D. 

Richard  E.  Jones,  M.D. 

Shrikant  Rishi,  M.D.,  M.S., 

Merle  L.  Davis,  M.D. 

Larry  D.  Fetzer,  M.D. 

Stephen  E.  Trotter,  M.D. 

F.A.C.S. 

ANCILLARY 

SMCC  Radiology 

Eldon  V.  Gibson,  M.D. 

NEONATOLOGY 

PEDIATRICS 

SMCC  Laboratory 

David  L.  Holland,  Jr.,  M.D. 

R.K.  Mohan,  M.D. 

A.M.  Bell,  M.D. 

Jerry  Brad  Jarrell,  M.D. 

William  A.  Chapman,  M.D. 

ADMINISTRATOR 

D.A.  Mace,  M.D. 

S.P.  Shetty,  M.D. 

OPHTHALMOLOGY 

David  K.  Linn,  M.D.,  Ph.D. 

R.K.  Mohan,  M.D. 

Lee  Michael  Hilka 

ORTHOPEDIC  ASSOCIATES,  INC. 

AND 

AMBULATORY  SURGERY  CENTER 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  731 1 2-5691 
(405)  947-0911 


David  R.  Brown,  MD 
Ralph  E.  Payne,  Jr.,  MD 
J.  Charles  Monnet,  MD 
David  A.  Flesher,  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III.  MD 
Michael  O Williams,  MD 
James  M Odor,  MD 


Jimmy  H.  Conway,  Jr.,  M.D. 


Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 
Surgery  of  the  Spine 


Total  Joint  Replacement 
Physical  Therapy 
Conservative  Spine  Care 
General  Orthopedic  Services 


I Okta  State  Med  Assoc,  Vol  84,  August  1991 


433 


A D I O L O G Y 


# — \SSOCIATES,  I N C. 

DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OF  RADIOLOGY 


Diagnostic  Radiology,  Mammography 
Ultrasound,  Nuclear  Medicine 
Computed  Tomography 
Magnetic  Resonance  Imaging 
Angiography  and  Interventional  Radiology 


JAMES  T.  BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D.,  F.A.C.R.,  D.A.B.N.M. 
G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALF  E.  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P. 
ROGER  B.  COLLINS,  M.D. 

GARYG.  ROBERTS  , M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 

JAY  A.  HAROLDS,  M.D.,  F.A.C.R.,  D.A.B.N.M. 
CAROL  KAHNERT  YATES  , M.D. 

FRANCIS  TAD”  CASSIDY,  JR.,  M.D. 

JOHN  A.  OWEN,  M.D. 

WALTER  J.  MILTON,  M.D. 

EXECUTIVE  DIRECTOR 
BURT  LOESSBERG,  M.B.A. 


PRACTICE  LOCATIONS 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N.W,  56TH,  SUITE  C-10 
OKLAHOMA  CITY,  OK  731 1 2 
(405)  945-4750 


BAPTIST  MEDICAL  CENTER 
3300  N W.  EXPRESSWAY 
OKLAHOMA  CITY,  OK  73112 
(405)  949-3202 


DEACONESS  HOSPITAL 
5501  N.  PORTLAND 
OKLAHOMA  CITY,  OK  73112 
(405)  949-6107 


NORTHWEST  MEDICAL  CENTER 
3330  N.W.  56TH  STREET,  SUITE  206 
OKLAHOMA  CITY,  OK  731 1 2 
(405)  945-4740 


iii^l 

MEDICAL  PLAZA  IMAGING 

COMPUTED  TOMOGRAPHY  — MAGNETIC  RESONANCE  IMAGING 

BAPTIST  MEDICAL  PLAZA  NORTH  7 AM  - 11  PM 

3433  N.W.  56TH,  SUITE  C-10  MONDAY  - SUNDAY 

OKLAHOMA  CITY,  OK  73112  7-DAY  WEEK  SERVICE 

(405)  945-4760 

1-800-522-6613 


OKLAHOMA  HANDc=r-^-i 
SURGERY  CENTER,  INU^J 


Carlos  A.  Garcia-Moral,  MD,  FACS 

405/232-3210 

300  Northwest  13th,  Suite  100 


Kenneth  A.  Hieke,  MD 


Oklahoma  City,  OK  73103 
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ALLERGY 


JAMES  A MURRAY,  MD,  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 


Galen  P Robbins.  MD 
Williams  S.  Myers,  MD 
Lawrence  M.  Higgs.  MD 
William  J.  Fors,  MD 


CARDIOVASCULAR  CLINIC 

W H Oehlerl.  MD  Mel  Clark, 

Charles  F Bethea,  MD  Jerome  L.  Anderson, 
Fred  E Lybrand,  MD  Santosh  T Prabhu, 

Richard  T Lane. 


CARDIOVASCULAR  DISEASES 


JAMES  A MURRAY.  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomats  Amencan  Board  of  Allergy  and  Immunology 


Cardiac  catheterization,  aortography  and  coronary  anteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
BAPTIST  MEDICAL  PLAZA 


MD 

MD 

MD‘ 

MD 


Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa,  Oklahoma  74177 


Northwest  Medical  Center 


Suite  602 


3433  Northwest  56th.  Suite  400,  Oklahoma  City,  OK  73112  Telephone  947-3341 

4200  W.  Memorial,  Suite  704,  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


NORTHWEST  ALLERGY  CLINIC.  INC 

John  L Davis.  M D 
3330  N W 56th 

Oklahoma  City.  Oklahoma  731 1 2 
405  843-6619 


ROBERT  ALLAN  BREEDLOVE.  MD.  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare.  BC&BS,  State  PPO  Accepted 

Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


OKLAHOMA  ALLERGY  CLINIC.  INC. 

Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 


Roberts.  Ellis,  MDf 
Lyle  W.  Burroughs,  MDt° 
Charles  D.  Haunschild.  MDt° 
James  H.  Wells,  MDf 

Senior  Consultants:  George  S.  B 


John  R.  Bozalis,  MDf 
John  S.  Irons,  MDt° 

Warren  V.  Filley,  MDf 
James  R.  Claflin.  MDf 

1,  MD;  George  L.  Winn,  MDt 


•f  Diplomate  American  Board  of  Allergy  and  Immunology 
■ Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


Central  Office:  Baptist  Medical  Plaza  N 

750  NE  13th  St.  3433  NW  56th 

Okla  City,  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W.  Memorial 
Suite  112 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 


ANESTHESIOLOGY 


ROBERT  E,  KAPLAN,  M.D. 

— Anesthesiology  — 

Pain  Management 
3500  State  Street 

Telephone:  918-333-4550  Bartlesville,  OK  74006  Fax:  918-333-5886 


RONALD  W GILCHRIST,  JR  , MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City,  X-Ray  and  CO2  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


SKIN  & SKIN  CANCER  CENTER,  INC. 

C.  Jack  Young,  MD 

Diplomate  Amencan  Board  of  Dermatology 
Consultation.  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N.W.  56,  Oklahoma  City  (405)  946-5678 


ENDOCRINOLOGY 


M.  GUDE,  MD,  MRCP  (UK),  FACP 
Diplomate,  American  Boards  of  Internal  Medicine 
and  Endocrinology  Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  - THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC,  OK  73119  PH  681-1100 
North  Office:  6001  NW  120th  Ct  #6,  OKC,  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Cathetenzation,  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr.  service).  Treadmill 
Effort  Tolerance.  Hypertensive  Evaluation 

•G.L.  Honick,  MD,  FACC  943-8428  'J.  Voda,  MD,  FACC  947-1297 

■J.L.  Bressie,  MD.  FACC  946-0568  G.L.  Worcester,  MD  943-4134 

A.F.  Elliott,  MD,  FACC  943-8421  *K.J.  Kassabian,  MD  272-8397 

A.S.  Dahr,  MD,  MS  947-2321 

'Certified  by  the  American  Board  of  Cardiovascular  Disease 
Baptist  Medical  Plaza 

7th  Floor,  3433  N.W.  56th  Oklahoma  City,  Oklahoma  73112 


Gynecologic  Oncology  & Pelvic  Surgery 
JEFFREY  J.  SMITH.  MD,  FACOG,  FACS 


Certified.  American  Boards  of 
Gynecologic  Oncology  & OB.'GYN 

711  Stanton  L Young  Blvd  #706 
Oklahoma  City,  Oklahoma  73104 
271-3200 




Professional  card  listings  are  available 
to  OSMA  members.  They  are  sold  in 
vertical  increments  of  one-half  inch  at 
the  rate  of  $55.00  per  half  inch  per  year. 
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nephrology 


Practice  of  Internal  Medicine  and  Nephrology 

TV  VENKATA  RAMAN,  MD,  FACP 
Diplomate  American  Board  of  Internal  Medicine  and  Nephrology 

Classen  Professional  Bldg.  M.D,  Medical  Tower 

1110  N.  Classen  Blvd,.  #200  8121  National  Ave.,  #401 

Oklahoma  City,  OK  73106  Midwest  City,  OK  73110 

(405)  235-8229  (405)  733-9987 


OPHTHALMOLOGY 


John  W Huneke,  MD,  FACS,  Inc 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada,  Oklahoma  74820 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 llh  Street  Oklahoma  City  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD,  INC 
Diplomate,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N.W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office:  405/272-6802  After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS,  PC, 

Baptist  Medical  Center  - South  Building 
3435  N.W  56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 

S.  Fulton  Tompkins,  MD,  DABOS  John  F Thompkins,  MD,  DABOS 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631-4263  631 -HAND 


PEDIATRIC  SURGERY 


WM.  P TUNELL,  MD*  DAVID  W.  TUGGLE,  MD* 

940  NE  13lh  Street,  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
*American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R.  Murali  Krishna.  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
John  C.  Andrus,  M.D.,  MAPA 
Diplomate,  American  Board  of  Psychiatry 
Shree  S.  Vinekar,  M.D.,  FAACP 
Diplomate,  American  Board  of  Psychiatry  and  Child  Psychiatry 
Twyla  J.  Smith,  M.D.,  Diplomate,  American  Board  of  Psychiatry 
Charles  E.  Smith,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
Cheryl  L.  Feigal,  M.D.,  Diplomate,  American  Board  of  Psychiatry 
V Girijanand  Bhat,  M.D.,  MRCPsych  (UK) 
CONSULTANTS 
Robert  J.  Outlaw,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
PovI  Toussieng,  M.D.,  FAPA 

Thurman  E.  Coburn,  Ph  D.,  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Donna  D.  Smela,  ACSW,  Clinical  Psychiatric  Social  Worker 
St.  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER,  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K.  IMES,  MD 
JOHN  E.  HUFF.  MD 
ELWOOD  F.  WILLIAMS,  MD* 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 
*Board  Eligible  Pulmonary  Disease 

3330  N.W.  56th  Street,  Suite  212  (405)  947-3335 

Oklahoma  City,  Oklahoma  73112 


KATHERINE  S.  LITTLE,  MD 
DENNIS  M.  PARKER,  MD 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O.  SMITH,  JR  , MD.  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified-American  Board  of  Otolaryngology 
4200  West  Memorial  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


3330  N.W.  56lh  Street,  Suite  208 

Oklahoma  Citi',  Oklahoma  73112 


OSMA  News 

Another  OSMA  member  service 


(405)  949-2215 
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RADIOLOGY  1 

WM.LIAM  J FORREST,  MD 

CHET  BYNUM.  MD  GLENNA  YOUNG,  MD 

Plastic  and  Reconstructive  Surgery 

Surgery  of  the  Hand 

3400  N W Expressway  947-0760 

Oklahoma  City 

DIAGNOSTIC  RADIOLOGY 

Fluoroscopy  Tomoqraphy 

Xeromammography  Ultra  Sonography 

WHOLE  BODY  CT  SCANNING 
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PHYSICIANS.  THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN  THE 
ARMY  RESERVE 
WE  THINK 
YOU'LL  LIKE. 


Oiie,  time.  We  know  how  tough 
it  is  tor  a busy  physician  to  make 
weekend  time  commitments.  So  we 
can  offer  the  kind  of  flexible  time 
scheduling  that  allows  a physician  to 
share  sixteen  hours  a montli  with  his 
or  her  country.  We  can  arrange  a 
schedule  to  suit  your  requirements. 

Two,  die  opportunity  to  explore 
other  phases  of  medicine,  to  add  a 
different  kind  of  knowledge  — the 
challenge  of  military  health  care.  Its  a 
flexibility  that  could  prove  to  be  both 
stimulating  and  rewarding,  with  the 
opportunity  to  participate  in  a variety 
of  programs  that  can  put  you  in  con^ 
tact  with  medical  leaders  from  all 
over  the  country. 

See  how  flexible  we  can  be;  call 
our  Army  Medical  Personnel 
Counselor: 

Major  Leo  Bell,  Jr. 

(214)  767-1640 

BE  ALL  YOU  CAN  BE. 

ARMY  RESERVE 


- The  Last  Word 


■ Twenty-eight  physicians  from  Oklahoma  met 

in  Oklahoma  City  June  28  and  29  to  receive  intensive 
child  abuse  medical  examiner  training.  Oklahoma 
Chief  Child  Abuse  Examiner  Robert  W.  Block,  MD, 
and  a faculty  of  six  instructed  the  primary  care  physi- 
cians in  the  diagnosis  and  evaluation  of  abused  and 
neglected  children.  The  interaction  of  the  examiner 
and  the  child  protective  agencies  and  the  legal  sys- 
tem also  was  addressed. 

The  objective  of  the  course  is  to  develop  a corps  of 
knowledgeable  child  abuse  examiners  throughout 
Oklahoma  to  aid  in  the  earlier  diagnosis  and  protec- 
tion of  abused  children.  The  project  is  a result  of  the 
passage  of  HB  2331,  the  Board  of  Child  Abuse  Exami- 
nation law  generated  and  encouraged  by  the  Okla- 
homa State  Medical  Association  in  1990. 

Dr  Block  plans  to  have  similar  future  seminars  to 
enlarge  the  coverage  of  the  state  and  increase  the 
number  of  physicians  receiving  the  training. 

■ The  dates  set  for  upcoming  meetings  of  the 

Oklahoma  State  Medical  Association  Board  of  Trus- 
tees are  as  follows:  Sunday,  August  18,  1991;  Sunday, 
November  24,  1991;  Sunday,  February  9,  1992;  and 
Thursday,  May  28,  1992.  The  Sunday  meetings  are 
scheduled  to  meet  at  OSMA  headquarters.  The 
Thursday  meeting  is  scheduled  in  conjunction  with 
the  OSMA  Annual  Meeting  at  the  Oklahoma  City 
Marriott. 

■ Guides  to  the  Evaluation  of  Permanent  Impair- 
ment, third  edition,  is  now  available  from  the  Amer- 
ican Medical  Association  (AMA).  Oklahoma  law 
requires  that  workers  compensation  permanent  im- 
pairment evaluations  utilize  these  guides.  The  book 
contains  several  new  or  rewritten  sections  which  im- 
prove upon  the  1988  edition.  AMA  members  may  pur- 
chase the  guides  for  $36  each  and  non-members  for 
$45.  The  order  number  is  OP-25490.  Call  1-800-621- 
8335  to  charge  on  a VISA,  MasterCard,  or  American 
Express  card,  or  order  by  mail  with  your  remittance. 
The  address  is  AMA  Order  Department,  PO  Box  2964, 
Milwaukee,  Wis  53201,  Attn:  Order  Processing. 

■ The  “Current  Concepts  in  Chest  Diseases 
Course”  is  scheduled  for  October  11-12,  1991,  at  the 


Hyatt  Regency  Dallas  at  Reunion,  Dallas,  Tex.  Spon- 
sored by  the  Department  of  Medicine  of  the  Univer- 
sity of  Oklahoma  Health  Sciences  Center,  Pulmo- 
nary Disease  and  Critical  Care  Section,  it  meets  the 
criteria  for  7 credit  hours  in  Category  1 of  the  Physi- 
cian’s Recognition  Award  of  AMA.  Cost  is  $40  per  per- 
son. For  information,  or  to  obtain  a brochure,  contact 
Ms  Dora  Lee  Smith  at  (405)  271-5904.  D.  Robert 
McCaffree,  MD,  is  program  director. 

■ Hayden  H.  Donahue,  MD,  was  honored  at  a 
dinner  July  12  by  the  Oklahoma  Psychiatric  Associ- 
ation. Dr  Donahue,  retiring  after  39  years  of  service 
in  the  state’s  mental  health  care  system,  was  pre- 
sented with  a bronze  bust.  Donations  toward  the  pur- 
chase of  the  bust  may  be  sent  to  the  Oklahoma  Psy- 
chiatric Association,  PO  Box  1328,  Norman,  OK 
73070.  Dr  Donahue  was  the  subject  of  a Leaders  in 
Medicine  biography  in  the  October  1988  Journal. 

■ The  Loss  Prevention  Committee  of  the  Physi- 
cians Liability  Insurance  Company  (PLICO)  is  en- 
couraging hospitals  to  go  to  integrated  charting  for 
patients.  Already  used  in  many  hospitals,  integrated 
charting  involves  having  everyone  with  direct  pa- 
tient contact  writing  progress  notes  on  the  same 
sheet.  The  system  appears  to  improve  intra-staff  com- 
munications dramatically,  while  lowering  the 
number  of  order  errors.  In  contrast  to  traditional 
charts,  integrated  charts  create  chronological 
documentation  of  patient  care  functions.  It  thus  be- 
comes easier  to  reconstruct  the  sequence  of  events, 
should  a malpractice  suit  ever  be  filed.  Committee 
Chairman  Ray  V.  McIntyre,  MD,  said  that  while 
PLICO  is  not  mandating  integrated  records,  they  are 
asking  hospitals  to  give  them  serious  consideration. 

■ Physician’s  Survival  Guide:  Legal  Pitfalls  and 

Solutions  has  been  published  by  the  AMA  in  a joint 
venture  with  the  National  Health  Lawyers  Associa- 
tion. Written  by  a panel  of  both  physicians  and  attor- 
neys, the  book  can  be  ordered  from  the  National 
Health  Lawyers  Association,  1620  Eye  Street,  N.W., 
Suite  900P,  Washington,  DC  20006.  The  price  for 
AMA  members  if  $40  (non-members  $50).  Payment 
must  be  enclosed.  (J 
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TO  START  WITH... 


SUSTAINED-RELEASE  CAPLETS 


Address  medical  inquiries  to: 
G.O.  Searlo  & Co. 

Medical  & Scientific 
Information  Department 
4901  Searle  Parkway 
Skokie,  IL  60077 


G O Searle  & Co 
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176  calories 
65  mg  cholesterol 
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The  skinniest  six.  Less  fat! 
Lean  three-ounce  servings  are 
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by  government  mles  and  insurance  company  reg- 
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Office  Management. 
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With  our  mediccil 
expertise  and  personal 
attention  to  details, 
you’ll  be  back  in  the 
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Hang  onto  your  hat,  and  leave  the 
rest  to  the  Professionals. 


I Professional 

Office  Management 
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For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 


nizatidine 


has  the  right  answers 


Rapid  epigastric  pain  relief""^ 
Fast  and  effective  ulcer  healing 


2,3,4 


Axm 

PASSES  THE  ACID  TEST 


‘Most  patients  experience  pain  relief  with  the  first  dose. 

See  adjacent  page  far  references  and  brief  summary 
of  prescribing  information. 


NZ-2943-B-I49347 
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AXID " (nizatidine  capsules) 

Bnel  Summary  Consult  (tie  package  insert  for  complete  prescribing  information 
Indications  and  Usage,  l >lcr/vetfuo(/erja/u/cer-lof  upto8weeksotirealment  Most 
patients  heal  within  4 weeks 

2 Maintenance  therapy -toi  healed  duodenal  ulcer  patients  at  a reduced  dosage 
ol  150  mg  hs  The  consequences  ol  therapy  with  ^ud  lor  longer  than  1 year 
are  not  known 

Contraindications  Known  hypersensitivity  to  the  drug  Because  cross  sensitivity  in 
this  class  ol  compounds  has  been  observ^,  H^-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  ol  hypersensitivity  to  other 
H^-receptor  antagonists 

Precautions'  General-]  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  ol  gastric  malignancy 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insutliciency. 

3,  In  patients  with  normal  renal  lunction  and  uncomplicated  hepatic  dysfunction, 
the  disposition  ol  nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  fesrs- False-positive  tests  tor  urobilinogen  with  Multistix"  may  occur 
during  therapy 

Drug  Interactions -tio  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam,  lidocaine,  phenyloin.  and  warfarin  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system,  therelore,  drug  interactions  mediated  by 
inhibition  ot  hepatic  metabolism  are  not  expected  to  occur  In  patients  given  very 
high  doses  (3,900  mg)  ol  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine,  150  mg  b i d , was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility -fi,  2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  ot  a carcinogenic  effect  There  was  a 
dose-related  increase  in  the  density  ol  enterochromatfin-like  (ECL)  cells  in  the  gastric 
oxyntic  mucosa  In  a 2-year  study  in  mice,  there  was  no  evidence  ol  a carcinogenic 
effect  in  male  mice,  although  hyperplastic  nodules  ol  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  of  Axid 
(2,000  mg/kg/day,  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ol  the  other  dose  groups  The  rate  ol  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  lor  the  strain 
ol  mice  used  The  lemale  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  ol  mild  liver  injury  (transaminase  elevations)  The  occurrence  ol 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  ol  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  ol  a carcinogenic  potential  lor  Axid. 

Axid  was  not  mutagenic  in  a battery  ol  lests  performed  lo  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test 

In  a 2-generatiorr,  perinatal  and  postnatal  tertility  study  in  rats,  doses  of  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Qia\  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  ol  impaired  fertility  or 
teratogenic  effect,  but.  al  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement,  coarctation  ol  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bilida,  hydrocephaly,  and  enlarged  heart  in  1 (elus  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity  Nizalidine  should  be  used  during  pregnancy 
only  it  the  potential  benefit  justifies  the  potential  risk  lo  the  letus 

Nursing  Mo/hers- Studies  in  lactating  women  have  shown  that  01%  of  an  oral 
dose  IS  secreted  in  human  milk  in  proportion  lo  plasma  concentrations.  Because  of 
growth  depression  m pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
ol  the  drug  to  (he  mother 

PerJiatric  (/se-Salety  and  effectiveness  in  children  have  not  been  established 

Use  in  Elderly  Paf/e/Jfs-Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  ol  adverse  events  and  laboratory  test 
abnormalities  Age  alone  may  not  be  an  important  (actor  in  the  disposition  ol 
nizatidine  Elderly  patients  may  have  reduced  renal  function 
Adverse  Reactions:  Climcal  trials  of  varying  durations  included  almost  5,000  patients 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1.900  nizatidine  patients  and  over  1,300  on  placebo,  sweating  (1%  vs  0.2%), 
urticaria  (0.5%  vs  <001%).  and  somnolence  (2  4%  vs  1 3%)  were  significantly 
more  common  with  nizatidine  It  was  not  possible  to  determine  whether  a variety  ol 
less  common  events  were  due  to  the  drug. 

Wepafrc- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  lo  nizatidine  occurred  in  some  patients  In  some  cases, 
there  was  marked  elevation  (>500  lU/L)  in  SGOT  or  SGPT  and,  in  a single  instance, 
SGPT  was  >2.000  lU/L  The  incidence  ol  elevated  liver  enzymes  overall  and 
elevations  ol  up  to  3 times  the  upper  limit  ol  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  patients  All  abnormalities  were  reversible  alter  discontinuation 
ol  Axid.  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  ol  the  abnormalities  after  discontinuation  of  Axid 

Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  ol  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  m 3 
untreated  subjects 

C/VS -Rare  cases  ol  reversible  mental  confusion  have  been  reported 

Endocrine -C\\r\\za\  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo 
Gynecomastia  has  been  reported  rarely 

Hemalologic-H\a\  thrombocytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  Hj-receptor  antagonist  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs  Rare  cases  ol  thrombocytopenic  purpura 
have  been  reported 

/rt/egumeofa/- Sweating  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  palien's  Rash  and  exfoliative  dermatitis  were 
also  reported 

Hypersensitivity -P^s  with  other  Hj-receptor  antagonists,  rare  cases  ol  anaphylaxis 
following  nizatidine  administration  have  been  reported  Rare  episodes  ol  hypersensitivity 
reactions  (eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported 

Of/rer-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia,  fever,  and  nausea  related  lo  nizatidine  have  been  reported 
Overdosage  Overdoses  of  Axid  have  been  reported  rarely  II  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy  Renal  dialysis  does  not  substantially  increase 
clearance  ol  nizatidine  due  lo  its  large  volume  ol  distribution 

fV  2091  AMP 
(091190) 
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YOCON' 

YOHIIVIBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors.  Its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon » is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  ot  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.TS 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  T3  '*  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks  . 3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr,  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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PHYSICIANS!  THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN  THE 
ARMY  RESERVE 
WE  THINK 
YOU'LL  LIKE. 


One,  time.  We  know  how  tough 
it  is  for  a busy  physician  to  make 
weekend  time  commitments.  So  we 
can  offer  the  kind  of  flexible  time 
scheduling  that  allows  a physician  to 
share  sixteen  hours  a month  with  his 
or  her  country.  We  can  arrange  a 
schedule  to  suit  your  requirements. 

Tvvo,  d'le  opportunity  to  explore 
other  phases  of  medicine,  to  add  a 
different  kind  of  knowledge  — the 
challenge  of  military  health  care.  Its  a 
flexibility  that  could  prove  to  be  both 
stimulating  and  rewarding,  with  the 
opportunity  to  participate  in  a variety 
of  programs  that  can  put  you  in  con- 
tact  with  medical  leaders  from  all 
over  the  country. 

See  how  flexible  we  can  be;  call 
our  Army  Medical  Personnel 
Counselor: 


Major  Leo  Bell,  jr. 
(214)  7674640 


BE  ALL  YOU  CAN  BE. 

ARMY  RESERVE 


Editorial 


On  A Wrong  Right 

Human  events  have  periodicity  that  is  often  express- 
ed in  the  maxim  “history  repeats  itself.”  A recurrent 
historical  phenomenon  that  is  waxing  again  is  a de- 
teriorated social  prestige  of  physicians.  The  public 
image  of  the  profession  was  terrible  before  the  blos- 
soming of  science,  when  physicians  could  only  give  a 
supportive  and  symptomatic  care  during  disease  and 
inevitable  death.  In  that  era,  more  societies  consi- 
dered medicine  the  lowest  of  professions.  Then  as  the 
sciences  of  chemistry  and  biology  developed,  physi- 
cian effectiveness  increased  markedly  and  for  over  a 
hundred  years  physician  prestige  increased.  But  now, 
in  the  latter  half  of  the  twentieth  century,  while  sci- 
ence continues  to  improve,  physician  prestige  is  wan- 
ing rapidly.  The  cause  of  this  decline  deserves 
thought  and  analysis. 

Dr  Arnold  Reiman,  a distinguished  medical 
editor,  has  written  reproachingly  of  what  he  calls 
“the  commercialization  of  medicine”  during  the  last 
generation  of  physicians  and  patients.  This  “commer- 
cialization” is  an  orientation  change  wherein  the  pri- 
mary motivation  of  medical  practice  changes  to  the 
concept  of  making  money  — as  much  as  possible  — 
by  selling  health  care  to  those  patients  who  are  able 
to  buy  it.  Entrepreneurial  market  penetration 
stratagems  are  used,  and  the  patient-physician  re- 
lationship suffers  substantial  damage.  Medicine 
then  becomes  more  like  a trade  than  a profession,  and 
the  physician’s  service  motivation  is  diminished  or 
absent. 

During  the  time  of  this  “commercialization”  of 
medicine,  labor  unions,  insurance  companies,  and 
government  agencies  initiated  a spate  of  health  pro- 
jects to  buy  medical  care  for  constituents  whom  these 
agencies  wish  to  control  or  dominate.  The  operation 
of  these  programs  has  spawned  a host  of  adminis- 
trators of  “collective”  medical  care  who  have  no  in- 
terest in  preserving  the  individual  patient-physician 
relationship.  These  operatives  trumpet  the  “right  to 
medical  care”  in  order  to  obscure  the  fact  that  med- 
ical care  is  a personal  service  that  requires  time,  and 
thus  part  of  the  life  of  the  caretaker,  physicians,  or 


nurses.  Any  hint  of  limitation  or  qualification  of  this 
“right  to  medical  care”  is  silenced  by  the  thunder  for 
“access  to  care.” 

The  concept  of  open  access  to  medical  care  is  good, 
but  the  extension  of  this  desirable  idea  into  the  no- 
tion that  every  living  human  has  a “right”  to  unlim- 
ited medical  care  denies  logic  and  the  human  rights 
of  the  caregiver.  An  unlimited  right  to  another  per- 
son’s personal  service  transforms  the  servant  into  a 
slave,  and  is  incompatible  with  America’s  creed  of 
human  freedom. 

Except  for  the  fulfillment  of  the  biological  needs 


In  a free  society^  the  "right'' 
to  medical  care  must  be  a 
qualified  rights  and  the 
caregiver  must  be  a voluntary^ 
willing  participant . . . 


of  dependent  children,  the  exercise  of  innate  human 
rights  does  not  impinge  on  the  rights  of  other  hu- 
mans. In  any  interaction  between  two  humans,  each 
should  have  equality  of  rights,  and  natural  justice  re- 
quires that  the  assertion  of  one  human’s  rights  does 
not  diminish  the  innate  rights  of  the  other.  And  since 
medical  care  is  an  episode  of  service  of  one  human  to 
another,  it  follows  that  the  “right”  to  medical  care 
must  always  be  a qualified  or  limited  right.  An  un- 
qualified right  to  care  must  impinge  on  the  innate 
rights  of  the  caregiver. 

An  early  casualty  of  the  declamation  of  the  “right 
to  medical  care”  is  the  sense  of  responsibility  that  the 
patient  has  toward  the  physician  as  a fellow  human 
being.  The  “commercialized”  patient  relates  to  the 
physician  as  to  an  impersonal  institution.  No  longer 
do  many  patients  exhibit  a personal  responsibility  to 
the  physician  to  negotiate  a reasonable  contract  for 


I Okla  State  Med  Assoc,  Vol  84,  September  1991 


447 


EDITORIAL 


needed  services.  Today  all  too  many  patients  merely 
say:  “Send  the  bill  to  the  insurance,”  and  then  have 
no  interest  or  accountability  that  compensation  oc- 
curs. Many  patients’  evident  interest  is  only  in  the 
availability  of  service,  and  the  “insurance”  evinces 
interest  only  in  the  lowest  possible  payout.  Many 
physicians’ commitment  to  excellent  medicine  suffers 
in  these  commercialized  circumstances. 

In  a free  society,  the  “right”  to  medical  care  must 
be  a qualified  right,  and  the  caregiver  must  be  a vol- 


untary, willing  participant  in  the  transaction  if  scien- 
tific medicine  is  to  flourish.  The  general  access  to 
medical  care  in  our  society  would  be  markedly  im- 
proved by  eliminating  the  government  or  third  party 
payor  from  the  patient-physician  transaction. 


ASSOCIATES  IN  CARDIOVASCULAR  AND  THORACIC  SURGERY 
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PRESIDENT'S  PAGE 


The  decade  of  the  nineties 
will  surely  be  recognized 
historically  as  one  of  transition 
for  Women  in  Medicine  and  it  is 
most  appropriate  that  this  issue 
of  the  Journal  features  Dr 
Elaine  Davis  of  Enid  and  recog- 
nizes her  past  and  ongoing  con- 
tributions to  the  practice  of 
medicine  in  Oklahoma. 

Her  recent  election  as  secretary-treasurer  of 
OSMA  attests  to  peer  confidence  in  her  abilities  but 
I would  like  to  add  a personal  commendation  based 
on  25  years  of  shared  responsibility  in  our  care  of  a 
multitude  of  patients  many  of  whom  were  in  “crash 
and  bum”  situations. 

During  his  term  as  president  of  OSMA,  Dr  Lam- 
bird  urged  greater  participation  by  women  physi- 
cians and  under  the  whiphands  of  Drs  Rebecca  Tisdal 
and  Mike  Haugh  the  response  has  been  fantastic. 
During  the  OSMA  Annual  Meeting  the  “Women  in 
Medicine”  luncheon  was  packed  as  they  were  treated 
to  inspirational  and  challenging  speeches  by  Drs  Kay 
K.  Hanley,  immediate  past  president  of  the  Florida 
State  Medical  Association,  and  Palma  Formica,  a 
family  practitioner  in  New  Jersey  and  member  of 
AMA’s  Board  of  Trustees. 

At  that  luncheon  I had  the  pleasure  of  appointing 
Dr  Mary  Anne  McCaffree  as  vice-speaker  of  the 
OSMA  House  of  Delegates.  Young  physicians,  men 


and  women  alike,  will  find  in  Dr  McCaffree  a role 
model  worthy  of  emulation. 

At  the  annual  meeting  of  the  American  Academy 
of  Family  Physicians  in  June,  Dr  JoAnn  Carpenter 
was  installed  as  the  first  woman  president  of  the 
Oklahoma  Chapter. 

The  percentage  of  female  physicians  continues  to 
increase  and  some  estimates  predict  entering  classes 
nationwide  will  be  split  fifty-fifty  as  early  as  the  year 
2000. 

Each  of  us  can  recall  a special  female  teacher,  pro- 
fessor, nurse,  or  technician  who  had  a major  impact 
on  our  education  as  we  progressed  through  the  years 
of  education  and  training. 

Health  care  delivery,  in  its  broader  sense,  has  al- 
ways been  dominated  by  women,  and  the  increase  in 
female  physicians  is  paralleled  by  similar  numbers 
in  law,  government,  and  business. 

When  I first  started  writing  prescriptions  for  “the 
pill”  I often  told  young  women  that  I considered  its 
development  as  important  as  the  invention  of  the 
wheel.  One  could  debate  endlessly  the  pros  and  cons 
of  the  social,  moral,  and  religious  fallout  associated 
with  its  wide  use,  but  none  will  deny  the  unleashing 
of  intellect  and  the  freedom  to  plan  and  pursue  di- 
verse and  challenging  careers.  Isn’t  it  wonderful!! 
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Principles  of  Oncology: 

How  Radiation  Therapy  Works 


William  ).  Graham,  MD;  Daniel  P.  Murphy,  MD 


Radiation  therapy  remains  the  primary  mode  of  treat- 
ment for  many  types  and  stages  of  cancer  as  well  as  play- 
ing an  extremely  important  adjunct  role  in  the  treat- 
ment of  many  other  malignancies,  often  in  combination 
with  medical  and  surgical  oncology.  The  combination 
treatments  often  yield  cure  and  long-term  control  rates 
far  in  excess  of  single  modality  treatment. 

Approximately  60%  of  all  patients  diagnosed  with 
cancer  will  ultimately  have  radiation  therapy  as 
part  of  their  treatment.  Many  of  these  patients  will 
be  treated  for  cure,  some  prophylactically  and  the  re- 
i mainder  treated  for  palliation.  Therefore,  a large 
number  of  cancer  patients  will  receive  radiation 
1 therapy  as  part  of  the  overall  management  of  their 
: disease.  In  spite  of  this  large  number  of  patients, 
j there  is  very  little  known  about  the  interactions  and 
: effects  of  radiation  therapy  on  human  tissue  by  the 
general  public  and  (unfortunately)  by  many  practic- 
ing physicians.  This  paper  should  dispel  the  mys- 
tique surrounding  radiation  therapy. 

When  tissues  are  exposed  to  ionizing  radiation, 
the  interactions  that  occur  in  a cell  are  random.  As 
x-ray  particles  traverse  the  tissues  they  may,  or  may 
not,  interact  with  these  tissues,  and  if  interaction 
does  occur,  damage  may,  or  may  not,  result.  The  ini- 
tial deposition  of  energy  occurs  very  rapidly  ( 10  *^  sec- 
onds). There  are  no  “choice”  targets  in  a cell,  as  the 
interactions  are  random  in  nature.  Since  a cell  con- 
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sists  of  approximately  80%  water,  approximately  80% 
of  the  interactions  within  the  cell  will  occur  with 
water  molecules.  The  radiation  can  break  down  the 
water  molecules  into  positive  hydrogen  ions  and 
negative  hydroxl  ions.  Both  of  these  ions  are  highly 
reactive,  but  the  hydroxl  ion  is  far  more  likely  to  in- 
teract vigorously  with  other  chemical  or  physical  pro- 
cesses within  the  cell.  These  are  known  as  indirect  ac- 
tions, or  actions  that  occur  with  the  absorption  of 
ionizing  radiations  into  the  medium  in  which  the 
macromolecules  of  the  cell  are  suspended. 

Direct  damage  to  the  cell  occurs  when  ionizing 
particles  interact  with  a macromolecule  such  as 
DNA,  or  an  enzyme,  or  other  chemical  substances 
within  the  cell.  Damage  is  done  by  direct  absorption 
of  energy  into  the  macromolecule,  resulting  in 
molecular  disruption  manifested  by  breakage  of  the 
DNA  chain,  or  a significant  alteration  in  the  chemi- 
cal composition  of  a specific  molecule. 

The  damages  that  occur,  or  the  biologic  changes 
that  are  seen  in  a cell,  follow  a latent  period  that  may 
be  measured  from  microseconds  to  many  years,  de- 
pending upon  the  mitotic  activity  of  that  particular 
cell.  Cells  with  a high  rate  of  mitotic  activity,  or  a cell 
in  which  the  radiation  damage  has  occurred  in  a vital 
structure,  may  show  immediate  changes  which  may 
result  in  rapid  death  of  the  cell.  In  other  situations, 
the  mitotic  activity  of  the  cell  may  be  very  slow,  or 
the  damage  may  be  minimal,  and  manifest  itself 
months  or  years  later  when  the  cell  eventually  goes 
into  an  unsuccessful  attempt  at  mitosis. 

The  type  of  radiation  that  is  used  can  considera- 
bly alter  the  kind  of  reactions  that  occur.  The  term 
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Linear  Energy  Transfer,  or  LET,  is  used  to  describe 
the  energy  transfer  from  the  different  types  of  ioniz- 
ing radiations  to  the  tissues  being  irradiated.  LET 
simply  describes  the  rate  at  which  energy  is  depo- 
sited as  a charged  particle  or  x-ray  photon  beam 
travels  through  matter.  LET  is  expressed  as  an 
amount  of  energy  deposited  per  unit  length  of  path 
traveled  by  the  ionizing  event.  The  LET  of  an  ionizing 
particle  is  determined  by  its  size,  mass,  and  charge. 
Large  heavy  particles  such  as  neutrons  will  cause  an 
enormous  amount  of  energy  to  be  deposited  per  unit 
length  of  travel.  In  contrast,  an  x-ray  photon  with  no 
mass  deposits  considerably  less  energy  per  unit 
length  of  travel.  This  difference  leads  to  the  concept 
of  relative  biologic  effect  (RBE),  which  is  a system 
used  to  compare  the  biologic  effect  of  different  types 
of  ionizing  radiations.  This  difference  in  LET  and 
RBE  is  the  primary  selecting  factor  determining  the 
use  of  x-rays  or  electrons  in  the  treatment  of  different 
types  of  malignancies  and  locations  within  the  body. 

As  previously  mentioned,  there  is  no  specific 
target  within  a given  cell.  Cells  have  many  different 
types  of  molecules.  Each  of  these  molecules  has  spe- 
cific functions,  but  most  have  one  of  two  common  pur- 
poses; to  keep  the  cell  alive  and  to  ensure  replication 
of  the  cell  line.  Each  molecule  is  important,  but  the 
number  in  each  cell  varies  widely.  Many  copies  of 
some  molecules  (for  example,  enzymes)  may  be  pres- 
ent in  the  cell.  Not  all  play  a role  in  the  life  of  a cell 
at  all  times,  therefore  damage  to  these  may  not  be 
lethal  to  the  cell.  Other  molecules  (such  as  the  DNA 
in  the  cell)  are  present  only  in  the  necessary  amount, 
and  are  constantly  needed  for  proper  function  of  the 
cell.  These  may  be  considered  “key”  molecules  in  the 
cell.  The  existence  of  these  key  molecules  and  their 
importance  to  the  continuing  function  of  the  cell  im- 
plies that  damage  to  these  molecules  can  be  of 
greater  consequence  to  the  cell  than  damage  to  one 
of  the  molecules  which  are  present  in  greater  num- 
bers. This  concept  has  led  to  the  “Target  Theory.”  One 
should  not  be  confused  by  the  term  “target,”  since 
this  is  not  a molecule  that  is  to  be  aimed  at,  but  sim- 
ply a molecule  that  is  essential  to  the  life  of  the  cell. 
Remember,  radiation  interactions  are  random. 

Interactions  Within  a Cell 

The  radiation  may  have  a direct  effect  on  the  DNA 
molecules  within  the  cell:  (1)  change  or  loss  of  a base 
on  the  DNA  molecule;  (2)  breakage  of  hydrogen 
bonds  between  chains  of  DNA;  (3)  breaks  in  the  back- 
bone of  one  or  more  chains  of  the  DNA;  (4)  and  breaks 
and  subsequent  cross-linking  within  the  DNA  mole- 


cule. Some  of  these  changes  may  result  in  lethal  dam- 
age that  may  lead  directly  to  cell  death  or  death  of 
the  cell  at  the  time  of  mitosis.  Other  more  subtle 
changes  may  lead  only  to  subsequent  mutations  in 
the  cell,  but  still  allow  the  cell  to  replicate. 

What  are  some  of  the  radiation  effects  on  chromo- 
somes? A variety  of  structural  changes  can  be  pro- 
duced: (1)  a single  break  in  one  chromosome,  or 


Certain  substances  can  alter  the 
response  of  a cell  to  radiation. 
The  most  potent  of  these 
substances  is  oxygen 


chromatid;  (2)  a simple  break  in  separate  chromo-l 
somes;  (3)  two  or  more  breaks  in  the  same  chromo-| 
some;  and  (4)  “stickiness”  or  clumping  of  the  chromo-i 
somes.  These  damages  may  be  repaired  without  any! 
long-term  effect,  or  may  result  in  a loss  of  a part  of 
a chromosome  or  rearrangement  or  transposition  of 
the  genes  on  a chromosome. 

The  implications  of  this  are  that  radiation  can  ef- 
fect damage  to  the  cell  that  ranges  from  minor  and  I 
repairable,  to  major  and  lethal.  Cell  death  may  occur 
rapidly,  or  the  reproductive  capacity  of  the  cell  may 
be  impaired,  and  it  is  unable  to  reproduce  itself.  The 
damage  done  is  reflected  by  both  total  dose,  and  dose 
rate.  Simple  breaks  in  chromosomes  are  directly 
proportional  to  the  dose.  Single  breaks  are  not  ef- 
fected by  dose  rate.  Complex  chromosome  aberra- 
tions, such  as  ring  structures,  are  related  to  dose  rate. 
This  is  probably  due  to  the  fact  that  two  or  more; 
breaks  must  occur  on  the  same  chromosome  within  | 
a short  space  of  time,  close  to  each  other.  There  is  also 
some  relationship  between  LET  and  the  type  of  dam- 
age done.  Low  LET  radiation  such  as  x-ray,  produces 
more  simple  aberrations,  and  high  LET  radiation  has 
a greater  probability  of  producing  multiple  breaks 
within  the  same  chromosome  at  the  same  time. 

What  about  radiation  effects  to  other  cellular 
structures?  Radiation  can  cause  structural  changes 
in  carbohydrates  and  proteins,  and  alter  activity  of 
enzymes.  The  permeability  of  the  cell  membrane  is 
altered,  and  this  effects  the  transport  mechanism  of 
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I molecules  in  or  out  of  the  cell.  Radiation  also  can 
I effect  organelles  that  are  membrane  bound,  such  as 
mitrochrondra  and  lysosomes. 

Radiosensitivity 

In  1906,  two  men  by  the  names  of  Bergonie  and 
Tribondeau  were  experimenting  on  rodent  testicles 
with  radiation.  They  used  this  particular  organ  be- 
cause it  contained  both  mature  and  immature  cells. 
They  were  able  to  show  that  immature  dividing  cells 
were  damaged  at  a lower  dose  than  mature  cells.  This 
explains  why  different  tissues  have  different  sen- 
sitivities to  radiation.  This  became  known  as  “The 
Law  of  Bergonie  and  Tribondeau.”^  Bone  marrow,  for 
example,  is  very  sensitive  to  radiation,  while  osteo- 
cytes  are  very  tolerant  to  high  doses  or  radiation.  A 
good  rule  of  thumb  is  that  the  more  differentiated  the 
cell  is,  the  more  radioresistant  it  is.  That  is  why  we 
can  treat  some  parts  of  the  body  with  much  higher 
doses  than  others.  For  example,  if  we  must  treat  a 
tumor  in  a liver,  we  cannot  exceed  between  2500  and 
3000  rads  given  at  conventional  dose  rates,  or  we  will 
do  intolerable  damage  to  the  liver.  This  is  known  as 
the  “tolerance  dose.”  If  the  tumor  should  require 
more  than  this  dose  for  sterilization,  then  we  cannot 
cure  that  patient.  This  concept  applies  to  all  parts  of 
the  body. 

The  brain  will  not  tolerate  does  in  excess  of  about 
6000  rads  delivered  in  6 weeks,  while  the  uterine  sur- 
face will  tolerate  doses  in  excess  of  15,000  rads.  As 
we  know,  organs  are  mixtures  of  cell  types,  and  in 
general  the  response  of  an  organ  to  irradiation  is  gov- 
erned by  its  most  radiosensitive  cells.  For  example, 
the  smooth  muscle  of  the  GI  tract  is  quite  radioresis- 
tant, but  gastric  and  bowel  mucosa  is  very  radiosen- 
sitive and  in  general  will  not  tolerate  doses  in  excess 
of  3500  or  4000  rads. 

Other  factors  also  come  into  play  when  determin- 
ing the  radiosensitivity  of  an  organ.  Radioresistant 
tissues  such  as  nerve  cells  in  the  central  nervous  sys- 
tem can  be  damaged  indirectly  because  of  damage  to 
the  endothelium  of  the  small  blood  vessels  supplying 
the  organ.  This  damage  can  cause  narrowing  and  oc- 
clusion of  these  vessels,  thereby  depleting  the  blood 
supply  to  the  organ.  This  can  then  lead  to  cell  death 
and  necrosis  of  the  organ.  This  effect  is  usually  de- 
layed and  may  be  seen  months  or  even  years  after  the 
exposure  to  radiation.  For  example,  syndromes  such 
as  radiation  myelitis  are  not  seen  during  radiation, 
but  occur  several  months  later. 

The  function  of  an  organ  is  also  important.  The 
uterine  surface  can  be  given  very  high  doses  of  radi- 


ation because  no  symptoms  are  produced  when  it  is 
replaced  by  scar  tissue. 

Certain  substances  can  alter  the  response  of  a cell 
to  radiation.  The  most  potent  of  these  substances  is 
oxygen.  The  response  of  cells  to  irradiation  in  the  pre- 
sence or  absence  of  oxygen  is  so  dramatic  that  it  is 
called  the  “oxygen  effect.”  In  order  to  be  effective,  the 
oxygen  has  to  be  present  at  the  time  the  radiation  is 
given.  The  greatest  response  occurs  as  the  oxygen 
tension  increases  from  0 to  20  mm  of  mercury.  From 
anoxic  conditions,  up  to  20  to  30  mm  of  mercury,  the 
sensitivity  of  a cell  to  irradiation  can  be  increased  up 
to  threefold.  This  is  why  radiation  oncologists  pay  a 
great  deal  of  attention  to  the  patient’s  hemoglobin 
level;  it  directly  effects  the  amount  of  oxygen  in  body 
tissues.  Once  the  hemoglobin  level  falls  below  about 
10  grams  %,  the  oxygen  concentration  falls  low 
enough  to  decrease  the  sensitivity  of  the  cells  to  radi- 
ation. 

We  also  have  a problem  with  large  tumor  masses 
with  poor  blood  supply,  when  the  center  of  the  tumor 
is  anoxic  and  necrotic.  This  part  of  the  tumor  is  very 
resistant  to  radiation.  This  can  be  partially  compen- 
sated for  by  a technique  known  as  “fractionation.”^ 
This  technique  originated  in  1927.  Prior  to  that,  most 
radiation  therapy  was  given  as  a single  large  dose,  or 
as  several  large  doses.  The  results  were  not  very  good. 
Some  workers  in  the  field  noted  that  if  the  total  dose 
was  divided  into  fractions,  and  given  over  a period  of 
time,  cells  in  the  testes  were  sterilized  while  much 
less  damage  was  done  to  the  overlying  skin.  This 
work  was  quickly  extrapolated  to  tumor  systems,  and 
found  to  be  effective. 

Fractionated  doses  are  less  efficient  in  causing 
cell  death  than  single  large  doses,  and  a higher  total 
dose  is  necessary  to  produce  tumor  sterilization  than 
if  a single  dose  were  given.  The  advantage  however, 
is  that  tumor  sterilization  can  be  achieved  with  a 
minimum  of  normal  tissue  damage  to  the  areas  adja- 
cent to  the  tumor.  The  other  advantage  of  fractiona- 
tion is  that  as  the  tumor  shrinks,  the  deeper  parts  of 
the  tumor  can  be  revascularized,  thereby  increasing 
the  amount  of  oxygen  delivered  to  the  cells,  thereby 
increasing  radiosensitivity. 

There  are  many  fractionation  schemes  used  in 
radiation  oncology.  These  range  from  150  to  200  rads 
per  day  fractions  in  patients  who  are  being  treated 
for  cure,  up  to  800  or  even  1000  rads  in  a single  dose 
for  terminally  ill  patients  in  whom  rapid  palliation 
is  desired. 

A recently  introduced  technique  which  is  becom- 
ing widely  accepted  in  the  curative  treatment  of  head 
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and  neck  malignancies  is  hyperfractionation,  the  de- 
livery of  more  than  one  fraction  of  radiation  per  day, 
usually  two  or  three  fractions  equally  divided  during 
the  day.  It  was  theorized,  proven  hy  experimentation, 
and  validated  in  clinical  studies,  that  the  separation 
of  individual  fractions  hy  six  or  more  hours  would 
allow  larger  daily  doses  of  radiation  to  be  delivered 
and  in  many  cases,  higher  total  doses  of  radiation  to 
be  delivered,  resulting  in  lower  complications  and  a 
higher  likelihood  of  cure. 
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The  Failed  Appointment 


Blake  Little,  MD;  Charles  Cannon,  MD;  Brian  Whitson,  MD;  Dala  R.  Jarolim,  MD 


Objective:  To  determine  reasons  for  failed  internal 
medicine  clinic  appointments. 

I Design:  A retrospective  telephone  survey  of  patients 
I within  one  month  of  a failed  appointment. 

I Setting:  An  ambulatory  teaching  clinic  for  indigent 
I patients  staffed  by  30  internal  medicine  residents  where 
i patients  have  scheduled  visits  every  30  minutes. 

Patients/Participants:  From  the  1,622  scheduled  pa- 
tient visits,  the  names  of  405  patients  who  failed  their 
I appointments  were  selected  for  further  contact.  Suc- 
cessful contact  was  established  with  100  patients. 

Measurements  and  Main  Results:  The  patients  com- 
1 pleted  a telephone  survey  administered  by  residents  and 
I students  regarding  demoghraphics,  general  health, 
i reasons  for  failed  appointment,  and  satisfaction  with  the 
clinic.  Transporation  problems  accounted  for  13%  of 
I missed  visits,  forgetfulness  accounted  for  11  %,  personal 
or  family  illness  and  rescheduling  problems  accounted 
I for  8%  each.  Miscellaneous  reasons  accounted  for  the 
remainder.  Seventeen  percent  of  patients  who  missed 
their  appointments  feared  the  encounter,  but  none  vol- 
unteered this  as  a reason  for  their  no-show.  Fifty-one 
percent  of  patients  felt  that  the  failed  appointments 
' could  not  have  been  prevented.  Ninety  percent  of  those 
' surveyed  were  satisfied  with  their  clinic  physician,  and 
I 82%  were  seen  on-time  when  appointments  were  kept. 

Conclusions:  Lack  of  transportation  appeared  to  be 
the  most  prohibitive  factor  in  continuity  of  care  among 
this  indigent  population.  Patients  are  generally  seen  on- 
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time  and  are  satisfied  with  their  care.  Financial  pressure 
does  not  appear  to  keep  people  away.  Fear  of  the  physi- 
cian encounter  and  forgetfulness  may  be  areas  for  im- 
proved patient  education. 

Compliance  may  be  an  enormous  obstacle  in  the 
practice  of  medicine.  On  many  occasions,  the  pa- 
tient’s value  of  medical  care  differs  markedly  from 
the  physician’s.  When  there  are  differences,  the  pa- 
tient ultimately  has  the  final  say  whether  to  accept 
or  reject  the  physician’s  recommendations.  In  one 
study,  4%  of  patients  refused  treatment  in  medical  of- 
fices.* Noncompliance  may  take  many  forms,  such  as 
failure  to  take  medicines,  to  undergo  diagnostic 
studies,  to  follow  preventive  health  measures,  or  to 
keep  clinic  appointments.’  Noncompliance  with 
physician  recommendations  for  appointments  may 
occur  50%  of  the  time.^^  Because  no  recent  study  has 
examined  the  compliance  of  keeping  clinic  appoint- 
ments, we  decided  to  study  this  important  issue  to 
identify  the  reasons  why  patients  fail  their  appoint- 
ments. We  also  wanted  to  identify  the  characteristics 
of  these  patients  in  order  to  better  understand  this 
issue  and  to  possibly  intervene  to  assist  this  patient 
population  in  our  clinic. 

Methods 

The  study  was  conducted  in  the  Adult  Medicine 
Clinic  at  the  University  of  Oklahoma  College  of 
Medicine-Tulsa.  This  clinic  largely  serves  the  indi- 
gent population  of  the  City  and  County  of  Tulsa, 
Oklahoma,  with  fees  based  on  a sliding  scale  relative 
to  income.  The  lowest  charge  is  $10  per  visit,  but  no 
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patient  is  turned  away  for  inability  to  pay.  The  clinic 
is  predominantly  run  by  internal  medicine  house- 
staff  supervised  by  full-  and  part-time  faculty.  There 
are  30  housestaff  who  are  involved  in  clinic  respon- 
sibilities, and  all  had  patients  who  were  included  in 
this  study.  Because  of  linkage  of  the  resident  clinic 
schedule  with  a four-hospital  call  schedule,  the  clinic 
appointments  are  booked  only  six  weeks  in  advance. 
For  a longer  follow-up  period,  patients  are  given  a re- 
minder card  to  call  for  an  appointment  near  the  ac- 
tual date.  Patients  are  scheduled  every  30  minutes 
and  are  given  a definite  appointment  time. 

The  clinic  schedule  was  examined  from  April  3, 
1989,  to  May  5,  1989.  The  names  and  telephone  num- 
bers of  the  patients  who  missed  their  appointments 
were  collected.  During  this  time  period,  405  of  1,622 
(24.9%)  patients  failed  their  appointments.  An  at- 
tempt to  contact  these  patients  was  made  to  deter- 
mine the  reasons  for  missing  their  appointment.  The 
patients  were  surveyed  by  one  third-year  internal 
medicine  resident  and  five  senior  medical  students. 
The  survey  used  is  included  in  Table  1.  The  patients 
were  interviewed  during  the  period  of  May  5,  1989, 
to  June  6, 1989.  Of  the  405  patients  who  missed  their 
appointment,  100  patients  were  successfully  con- 


Table  1 . Survey  Data  Form 


1.  Age 

2.  Sex 

3.  Race 

4.  Reason  for  missing  appointment 

5.  Frequency  of  missing  appointment 

6.  Do  you  know  the  name  of  your  physician? 

7.  Are  you  dissatisfied  with  your  physician? 

8.  With  what  are  you  dissatisfied? 

9.  What  do  you  do  when  you  realize  you  have  missed  your 
appointment? 

1 0.  How  long  does  it  take  to  receive  another  appointment  when 
you  reschedule? 

1 1 . Do  you  fear  going  to  the  physician? 

12.  What  do  you  fear? 

1 3.  Do  you  believe  it  does  any  good  to  go  to  the  physician? 

1 4.  Does  your  physician  see  you  on  time  in  the  clinic? 

1 5.  How  long  do  you  usually  have  to  wait  to  see  the  physician? 

1 6.  Do  you  currently  smoke  cigarettes? 

1 7.  How  many  prescription  medicinesareyourcurrentlytaking? 

1 8.  Can  you  name  all  your  prescription  medicines? 

1 9.  How  many  admissions  to  the  hospital  have  you  had  during 
the  last  year? 

20.  How  many  times  have  you  been  to  the  emergency  room,  but 
not  actually  admitted  to  the  hospital,  during  the  last  year? 

21 . Do  you  work  outside  of  the  home? 

22.  Do  you  consider  yourself  disabled? 

23.  Are  you  currently  applying  for  or  receiving  disability? 


tacted  and  completed  the  survey.  Of  the  305  patients 
who  were  not  contacted,  108  of  305  (35.4%)  lacked 
either  a telephone  or  a telephone  number;  55  of  305 
(18.0%)  had  a telephone  that  had  been  disconnected; 
62  of  305  (20.3%)  did  not  answer  the  telephone  on  at 
least  two  occasions;  and  80  of  305  (26.2%)  were  not 
included  in  the  study  because  they  were  either  al- 


Table  2.  Patient  Population  Characteristics 


Age 

— average  age  was  53.3  years 

— 25/96  (26%)  patients  were  65  years  old  or  older 

— 71/96  (74%)  were  under  age  65 

Race 

— 88/100  (88%)  white 

— 11/1 00  (11%)  black 

— 1/100  (1%)  other 

Sex 

— 73/1 00  (73%)  female 

— 27/100  (27%)  male 

Smoking 

— 36/1 00  (36%)  patients  were  currently  smoking  cigarettes 

— 64/1 00  (64%)  were  nonsmokers 

Employment 

— 28/99  (28%)  patients  worked  outside  of  the  home 

— 71/99  (72%)  did  not  work  outside  of  the  home 

Prescriptions 

— Average  number  of  prescription  medicines  per  patient  is 
2.77 

— 1 3/99  (1  3.1  %)  patients  were  on  0 prescription  medicines 

— 19/99  (19.2%)  on  1 medicine 

— 19/99  (19.2%)  on  2 medicines 

— 18/99  (18.2%)  on  3 medicines 

— 30/99  (30.3%)  on  more  than  3 medicines 

— males  averaged  2.42  medicines 

— females  averaged  3.03  medicines 

— smokers  averaged  2.63  medicines 

— nonsmokers  averaged  2.86  medicines 

Emergency  Room  (ER)  Visits 

— average  number  of  ER  visits  is  0.96  per  patient  per  year 

— 55/98  (56.1  %)  did  not  have  an  ER  visit 

— 25/98  (25.5%)  had  1 ER  visit 

— 10/98  (10.2%)  had  2 ER  visits 

— 4/98  (4.1%)  had  3 ER  visits 

— 4/98  (4.1%)  had  more  than  3 ER  visits 

Hospital  Admissions 

— average  number  of  hospital  admissions  is  0.77  per  patient 
per  year 

— 66/99  (66.7%)  did  not  have  an  admission 

— 21/99  (21 .2%)  had  1 admission 

— 3/99  (3.0%)  had  2 admissions 

— 6/99  (6.1%)  had  3 admissions 

— 4/99  (4.0%)  had  4 admissions 

— 1 patient  unsure  of  admission 
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ready  included,  would  not  cooperate  with  the  inter- 
viewer, had  died,  or  for  other  reasons.  Approximately 
10  to  15  minutes  was  needed  to  complete  the  survey. 

Results 

The  results  of  the  study  were  enlightening  in  many 
areas  and  are  presented  in  tabular  form.  Table  1 con- 
tains the  suiwey.  Table  2 summarizes  the  patient 
population  characteristics.  Table  3 reviews  reasons 
why  clinic  patients  miss  their  appointments.  Table  4 
examines  the  prevention  of  missed  clinic  appoint- 
ments, Table  5 looks  at  patient  fears.  Table  6 deals 
with  patient  satisfaction.  Table  7 assesses  disability, 
and  Table  8 looks  at  the  promptness  of  the  clinic 
physician. 

Discussion 

The  results  of  the  study  bring  to  light  several  impor- 
tant points.  The  indigent  population  we  serve  is 
much  different  than  the  typical  middle-class  patient. 

I One-fourth  of  patients  who  missed  their  appointment 
j did  not  have  a telephone.  Only  28%  of  the  patients 
work  outside  of  the  home  even  though  the  average 
I age  of  the  group  was  53.3  years.  The  indigent  popu- 
I lation  is  much  more  likely  to  miss  their  appointment 
1 than  middle-class  patients  who  see  private  internal 
medicine  physicians  in  Tulsa.  Three  internists  in 
I Tulsa  reported  their  missed  appointment  rate  to  be 
i 9.5%,  11.5%,  and  7.5%  compared  to  our  missed  ap- 
pointment rate  of  25%.^ 

The  reasons  for  missing  appointments  are  many. 

I Surprisingly,  the  most  commonly  given  reason  for 
, missing  was  transportation  problems.  Forgetfulness 
was  another  common  problem.  The  patient’s  health 
also  seemed  to  be  important  since  a significant  per- 
I centage  of  patients  missed  their  appointment  be- 
i cause  there  were  “too  sick”  or  they  were  feeling  well. 

I Prevention  is  the  key  intervention  needed  in  the 
failed  appointment.  One-half  of  those  surveyed  re- 
sponded that  nothing  could  have  been  done  to  prevent 
1 missing  the  appointment.  This  obviously  means  that 
a large  percentage  of  missed  appointments  could 
I have  been  prevented.  Our  data  suggest  that  our  clinic 
I might  be  well  served  by  providing  transportation  to 
a selected  group  of  patients,  such  as  can  be  provided 
by  the  American  Cancer  Society  for  oncology  pa- 
tients. 

Those  who  forgot  this  appointment,  were  con- 
fused about  the  appointment  date,  or  were  unsure 
i why  they  missed  their  appointment  would  possibly 
benefit  from  reminder  cards  or  telephone  calls.  Fi- 
nally, those  who  failed  because  of  work  conflicts  or 


simultaneous  appointments  in  other  clinics  would 
benefit  from  more  flexible  clinic  hours  and  greater 
resident  availability.  Greater  resident  availability 
would  be  difficult  to  accomplish  due  to  an  already 
busy  housestaff  schedule. 

Another  potential  reason  for  missed  appoint- 
ments is  dissatisfaction  with  the  services  provided  by 


Table  3.  Reasons  Why  Clinic  Patients 
Missed  Their  Appointments 

(100  patients  total) 

1 3%  — Transportation 
11%  — Patient  forgot 
8%  — Patient  too  sick 
8%  — Family  member  sick/death  in  family 
8%  — Clinic  rescheduled  for  another  time 
7%  — Work  conflict 
7%  — Patient  unsure  of  reason 
6%  — Patient  confused  about  appointment  date 
5%  — Patient  out-of-town 
4%  — No  money  to  pay  for  appointment 
4%  — Patient  dissatisfied  with  care 

4%  — Patient  had  simultaneous  appointment  in  another  clinic 
3%  — Patient  feeling  better 
1 2%  — Other 


Table  4.  Prevention  of  Missed  Clinic  Appointments 


51%  — Nothing  could  have  been  done 

I 3%  — Available  transportation 

8%  — Reminder  cards  or  telephone  calls 
5%  — More  flexible  clinic  hours  provided 
5%  — Unsure 

4%  — Had  no  money  to  pay  for  appointment 
3%  — Felt  well  enough  to  come  to  appointment 

I I % — Other 


Table  5.  Fearing  the  Physician 


1 7/1 00  (1  7%)  patients  fear  going  to  see  the  physician 
82/1 00  (82%)  patients  do  not  fear  going  to  see  the  physician 

What  do  patients  fear? 

3/1  7 (1  7.6%)  — Didn't  know 

2/1  7 (1 1 .8%)  — Having  weight  checked 

2/17  (11 .8%)  — No  money  to  pay  for  appointment 

2/1  7 (1 1 .8%)  — New  diagnosis 

2/1  7 (1 1 .8%)  — Cancer 

1/17  ( 5.9%)  — Needles 

1/1  7 ( 5.9%)  — Not  getting  help 

1/1  7 ( 5.9%)  — Sad  experience 

1/1  7 ( 5.9%)  — Not  getting  well 

1/1  7 ( 5.9%)  — Needing  operation 

1/1  7 ( 5.9%)  — Hypertension 
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the  clinic.  However,  the  study  group  as  a whole  ap- 
peared to  he  a satisfied  group  of  patients  since  90% 
of  them  said  they  were  satisfied  with  their  care. 
Perhaps  one  reason  for  the  high  level  of  satisfaction 
is  that  most  patients  were  seen  on  time,  a goal  ac- 
complished by  regular  scheduling  of  appointments 
and  attending  by  private  practice  physicians.  Fur- 
thermore, 95%  of  the  group  found  office  visits  to  be 
beneficial.  So  it  is  unlikely  they  missed  appoint- 
ments due  to  lack  of  usefulness.  It  is  important  to 
note  that  few  patients  (4%)  actually  failed  the  ap- 
pointment for  financial  reasons. 

Does  missing  clinic  appointments  result  in  a 
greater  number  of  emergency  room  visits  or  needless 
hospital  admissions?  Our  data  do  not  support  this. 
Among  the  patients  surveyed,  there  were  only  0.96 
emergency  room  visits  per  patient  per  year  and  0.77 


Table  6.  Satisfaction  of  the  Patient 


90/100  (90%)  patients  were  satisfied  with  their  clinic 
physician 

1 0/1 00  (10%)  patients  were  dissatisfied  with  their  clinic 
physician 

95/100  (95%)  patients  believe  it  is  beneficial  to  go  to  the 
physician 

4/100  (4%)  patients  do  not  believe  it  is  beneficial  to  go  to  the 
physician 

1/1 00  {]%)  patient  was  unsure 


Table  7.  Patient  Disability 


54/100  (54%)  patients  considered  themselves  disabled 
46/1  00  (45%)  patients  did  not  consider  themselves  disabled 
Of  the  54/100  (54%)  patients  who  considered  themselves 
disabled: 

25/54  (46.3%)  patients  were  currently  applying  for  or 
receiving  disability 

24/54  (44.4%)  patients  were  under  the  age  of  65 


Table  8.  Promptness  of  tbe  Physician 

82/1 00  (82%)  patients  responded  that  they  were  usually  seen 
on  time 

1 7/1 00  (1  7%)  patients  responded  that  they  were  not  seen  on 
time 

1/100  (1%)  patients  was  unsure 

Average  time  to  wait  for  those  who  said  they  were  seen  on 
time  was  14.3  minutes. 

Average  time  to  wait  for  those  who  said  they  were  not  seen  on 
time  was  62.4  minutes. 

Overall,  the  average  time  for  clinic  patients  to  wait  was  22.5 
minutes. 


hospital  admissions  per  year.  Does  this  mean  this 
clinic  subgroup  is  healthier  than  those  who  keep 
their  appointments?  Additional  study  will  be  needed 
to  determine  this. 

This  group  of  patients  is  fairly  knowledgeable, 
contrary  to  expectations  regarding  the  indigent 
clinic.  Eighty-eight  of  100  patients  (88%)  knew  the 
name  of  their  regular  clinic  physician,  and  69%  of  the 
patients  could  name  all  of  their  current  medications. 
An  interesting  finding  is  that  smokers  take  fewer  pre- 
scription medications  than  nonsmokers.  Also,  the 
greatest  named  fear  of  the  office  visits  was  having  the 
weight  checked. 

An  interesting  statistic  showed  54  of  100  (54%)  pa- 
tients considered  themselves  disabled,  and  25  of 
these  (46.2%)  were  currently  applying  for  or  receiv- 
ing disability.  At  least  15  of  25  (60%)  were  actually 
receiving  disability  benefits.  National  and  state 
statistics  concerning  disability  are  difficult  to  obtain 
for  comparison.  Most  of  our  patients  were  receiving 
social  security  income  disability.  In  1989,  statistics 
showed  there  were  37,600  people  in  the  State  of  Okla- 
homa receiving  social  security  income  disability 
benefits  in  a population  of  2.2  million.®  This  means 
that  approximately  1.7%  of  the  population  of  Okla- 
homa receives  disability  payment  as  compared  with 
the  study  group,  which  had  a disability  percentage  of 
at  least  15%.  This  brings  up  another  interesting  ques- 
tion, “Do  disabled  patients  miss  their  appointments 
more  often  than  non-disabled  patients?” 
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Leaders  in  Medicine 

Elaine  N.  Davis,  MD 


By  Richard  Green 
Photography  by  Victor  Rivas 

Begun  in  1981,  the  Leaders  in  Medicine  series  recognizes 
some  of  Oklahoma's  most  outstanding  physicians  and  the  contributions 
they  have  made  to  their  communities  and  profession. 

This  is  the  nineteenth  article  in  the  series. 


The  table  is  set  for  14.  All 
linen,  silver,  and  crystal  are 
accented  by  a tastefully  ar- 
ranged floral  centerpiece. 

By  7:15  all  the  dinner  guests 
have  arrived,  their  cars  whisked 
away  from  the  entrance  portico  by 
clean-cut  college  boys,  whose  par- 
ents themselves  were  probably 
members  of  the  establishment,  the 
Oakwood  Country  Club  of  Enid. 


Inside,  at  the  table  for  14,  lo- 
cated near  the  center  of  the  restau- 
rant, several  lively  conversations 
are  going  as  the  drinks  arrive  and 
the  piano  man  segues  from  “Moon 
River”  to  “Someday  My  Prince 
Will  Come.” 

It  is  a special  occasion  — the 
81st  birthday  of  “Dr  Hope.”  Hope 
Ross  was  the  second  female  doctor 
to  practice  in  Enid,  arriving  in 


1937  just  as  her  predecessor  was 
leaving  after  less  than  a year  — to 
Saudia  Arabia  as  a matter  of  fact. 

Across  from  Dr  Hope,  on  the 
other  side  of  the  floral  arrange- 
ment, is  her  dear  friend,  former 
employer,  and  Enid’s  first  female 
surgeon,  Elaine  Davis,  55. 

Though  they  are  a generation 
apart,  as  pioneering  woman  physi- 
cians the  courses  of  their  careers 
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in  Enid  have  much  in  common  — 
which  has  strengthened  their 
bond.  Dr  Davis  says  that  Dr  Hope 
was  her  “role  model.” 

Perhaps.  But  “role  model”  and 
“mentor”  often  are  oversimplifica- 
tions used  by  doctors  as  short- 
hand expressions  of  kindness  or 
tribute.  That  Hope  Ross  has  broken 
a lot  of  ice  (and  stereotypes)  in  the 
medical  community  of  northwest- 
ern Oklahoma  probably  didn’t 
help  hometown  girl  Elaine  Davis 
much  when  she  announced  that  as 
an  obstetrician-gynecologist,  she 
intended  to  deliver  babies  and  do 
surgery. 

“The  good  oF  boys  didn’t  like 
the  idea  of  a woman  surgeon  one 
bit,”  said  Hope  Ross.  “And  it  didn’t 
seem  to  matter  that  Elaine 
wouldn’t  be  operating  on  them,” 
she  said,  laughing. 

Only  two  of  the  other  guests  at 
Dr  Hope’s  birthday  party  are 
physicians  (both  men),  but  little  if 
any  of  the  talk  around  the  table  is 
about  medicine.  They  are  a group 
of  good  friends  enjoying  one 
another’s  company.  No  one  is  on  a 
pedestal,  not  even  the  evening’s 
honoree.  Dr  Hope,  whose  age  and 
relatively  youthful  appearance 


(she  could  pass  for  60)  are  the  sub- 
jects of  much  good-natured  kid- 
ding. 

The  guests  are  articulate,  suc- 
cessful, and  prominent  in  Enid 
and  the  restaurant  is  filled  with 
others  like  them.  On  the  way  back 
from  the  salad  bar,  Elaine  stops  to 
chat  with  diners  at  other  tables.  It 
is  evident  there  and  throughout 
the  evening  that  she  is  held  in 
high  regard.  Elaine  is  a leader  of 
not  just  the  medical  community, 
but  of  THE  community,  says  Dr 
Hope. 

She  has  achieved  this  status 
with  natural  endowments,  hard 
work,  and  an  extraordinary  abil- 
ity to  keep  her  eye  on  the  prize. 
She  is  tough-minded  but  without  a 
rough  exterior.  She  ignored  dis- 
tractions and  suffered  detractors 
without  being  mean  or  vindictive. 
Being  the  only  woman  in  her  med- 
ical school  class  was  only  the  first 
of  many  disadvantages  that  her 
male  peers  never  had  to  face.  But 


A first-year  medical  student  at  the  University 
of  Oklahoma  in  1959,  Elaine  Neill  was  the 
only  woman  in  a class  of  100. 


Emma  and  Claude  Neill  pose  with  their 
children  (clockwise  from  top)  Elaine, 
Lawrence,  John,  and  Sara. 


since  then,  she  has  distinguished 
herself  from  her  classmates  in 
many  more  significant  ways. 

In  May,  she  was  elected  secre- 
tary-treasurer of  the  Oklahoma 
State  Medical  Association  (OSMA), 
the  first  woman  in  the  organiza- 
tion to  hold  that  office.  Her  pre- 
decessor is  OSMA’s  president- 
elect, Dr  James  Punnell,  who  coin- 
cidentally had  influenced  her  to 
specialize  in  OB-GYN.  Jumping 
from  secretary-treasurer  to  presi- 
dent-elect isn’t  the  usual  modus 
operand!,  and  many  presidents 
never  served  as  secretary-treasur- 
ers. Yet,  Elaine  Davis’s  statewide 
office  gives  her  an  improved  van- 
tage point  for  observing  the  ins 
and  outs  of  organized  medicine, 
and  increases  her  visibility  among 
the  state’s  physicians. 

If,  as  Shakespeare  wrote  in  The 
Tempest,  the  past  is  prologue,  then 
Dr  Davis  will  have  an  excellent 
chance  in  the  foreseeable  future  to 
become  OSMA’s  first  female  presi- 
dent. 

^ * 

At  age  10,  Elaine  Neill  started 
started  saying  with  cer- 
tainty she  would  become  a 
doctor.  No  one  in  the  Neill  family 
knows  the  origin  of  that  idea,  in- 
cluding Elaine  herself.  In  1946, 
she  hadn’t  even  seen  many  doctors 
and  certainly  no  female  doctors  in 
or  around  Atchison,  Kansas. 

“It  just  popped  into  my  head 
one  day  and  stuck  for  no  good 
reason,”  she  says.  Other  children 
changed  their  “career  goals”  every 
time  the  subject  came  up,  but  not 
Elaine. 

“I  suppose  some  of  my  friends 
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must  have  kidded  me  about  my 
choice,  but  believe  me  I was  oblivi- 
ous to  that  kind  of  talk.” 

Just  after  Claude  and  Emma 
Neill  moved  their  family  to  Enid  a 
few  years  later,  when  Elaine  was  a 
sixth  grader,  an  incident  occurred 
that  probably  strengthened  her  re- 
solve unconsciously  to  go  into 
medicine.  Her  mother,  Emma,  be- 
came acutely  ill  and  was  in  terri- 
ble pain.  Elaine  didn’t  know  what 
was  wrong  but  thought  anything 
that  was  so  scary  and  agonizing  to 
her  mother  and  to  her  had  to  be  a 
life-or-death  matter. 

She  was  right.  In  her  mother’s 
bedroom,  Elaine  heard  a complete 
stranger.  Dr  Mercer,  say  that  her 
mother  needed  to  be  hospitalized 
immediately  for  an  appendectomy. 
The  appendix  ruptured  in  the  best 
of  all  possible  places  — on  the 
operating  table  — and  her  mother’s 
life  was  saved. 

Emma  and  Claude  still  live 
and  do  volunteer  work  in  Enid  and 
celebrated  their  60th  wedding  an- 
niversary in  August.  They  raised 
four  children;  Elaine  came  second 
in  1936  in  the  teeth  of  the  Great 
Depression.  To  remain  employed, 
Claude  had  to  move  the  family  a 
couple  of  times.  But  he  had  been  to 
college  and  had  employable  skills 
as  a chemist.  Claude  was  attracted 
to  Enid  by  a job  and  Phillips  Uni- 
versity, which  he  hoped  the  chil- 
dren would  eventually  attend. 
Three  of  their  four  children  did 
graduate  from  Phillips. 

(The  one  who  didn’t,  John, 
graduated  from  Yale,  then  re- 
ceived a Harvard  MBA  and,  as  a 
Dallas  businessman,  has  realized 
the  childhood  goal  he  never  de- 
viated from.  “Whenever  anyone 
asked  John  what  he  wanted  to  be,” 
Elaine  recalls,  “he  always  said,  A 
millionaire.’  ” 

The  Neills’  activities  revolved 
around  the  family  and  the 

I 


Methodist  church.  The  children 
never  missed  Sunday  school  and 
Elaine  played  piano  for  the 
Methodist  Men’s  Club  and  was  in 
the  youth  choir.  The  family  took 
such  precedence  with  Emma  and 
Claude  that  they  didn’t  support 
Elaine’s  desire  to  become  a doctor. 
“They  thought  if  I became  a doctor, 
I couldn’t  give  a family  the  atten- 
tion they  deserve,”  Davis  says. 

Though  they  couldn’t  support 
her,  they  didn’t  put  any  obstacles 
in  her  way.  And  when  Elaine  was 
about  16  or  17,  Claude  paid  a visit 
to  Enid’s  only  woman  physician, 
Hope  Ross.  “Claude  asked  if  I’d 
give  her  some  advice  and  talk 
some  sense  into  her,”  recalls  Dr 
Ross.  “So  I told  her  ‘Elaine,  I know 
you’re  wanting  to  do  good,  but  the 
main  thing  is,  can  you  pass 
chemistry?’  A whole  lotta  people 
have  these  altruistic  leanings  and 
that’s  good,  but  they  can’t  see  how 
chemistry  might  be  involved  in  the 
deal.” 

Elaine  had  been  saving  her 
money  for  and  gathering  informa- 
tion (and  misinformation)  on  med- 
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At  age  15,  Elaine  started  working  part-time 
at  the  Sheffe  Prescription  Shop  to  earn  money 
for  medical  school.  Here,  with  Walter  Sheffe, 
she  again  tries  her  hand  at  counting  pills. 


ical  school  for  years.  At  15,  she 
started  working  part-time  to  save 
money  for  college  and  medical 
school  because  her  parents  said 
that  the  children  would  have  to 
earn  their  own  educational  ex- 
penses after  high  school.  First  she 
worked  at  the  Sheffe  Prescription 
Shop  and  later  Oklahoma  Natural 
Gas. 

Elaine  had  been  taking  the 
prerequisites  since  junior  high 
school.  Since  she  knew  a woman’s 
chances  for  being  admitted  weren’t 
good,  she  decided  she  had  to  make 
all  As.  She  dropped  one  high 
school  course  rather  than  risk 
making  a B. 

Despite  her  single-minded  de- 
votion to  getting  into  medical 
school,  she  was  not  a drone  or  book- 
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worm.  From  the  10th  through  12th 
grades,  she  was  elected  president 
of  her  class. 

Elaine  got  a wake-up  call  dur- 
ing her  first  semester  at  Phillips 
University  in  1954.  “I  got  a C in 
psychology,  and  thought,  my  god,  I 
might  not  make  it.”  Consequently, 
she  decided  to  be  prepared  for 
another  career,  so  she  took  a dou- 
ble major:  biology  and  English.  If 
not  medicine,  she  would  study  lit- 
erature and  grammar  and  become 
a professor  of  English.  (Even 
today,  she  sometimes  circles  mis- 
takes in  grammar  and  punctua- 
tion contained  in  her  mail  and  re- 
turns them  to  the  uninitiated). 

That  C seemed  to  loosen  her 
up.  She  had  more  fun  though  she 
still  worked  20  hours  per  week. 
Elaine  acted  in  university  plays 
and  community  theater,  played 
sports  such  as  golf  and  tennis,  and 
got  romantically  involved;  if  the 
young  man  had  proposed,  she 
didn’t  know  what  she  would  say. 
She  worked  hard  enough  to  make 
A’s  and  B’s  and  felt  more  secure 
knowing  that  no  graduate  recom- 
mended by  the  Phillips  faculty  for 
medical  school  had  ever  been 
turned  down. 

She  applied  to  the  University 
of  Oklahoma  in  1958.  She  and 
Jerry  Blakenship  of  Enid  were  in 


the  first  group  to  be  interviewed  by 
the  admissions  committee.  While 
there,  Blankenship  took  Elaine 
aside  and  told  her  women  shouldn’t 
go  into  medicine.  Why,  she  asked. 
Because  a woman  keeps  a man  out 
of  that  spot,  and  a man  will  sup- 
port a family,  she  was  told.  Fur- 
thermore, men  take  a more  active 
role  in  organized  medicine. 

Fortunately,  the  admissions 
committee  didn’t  feel  the  same 
way,  and  Elaine  was  able  to  keep 
Phillips’  perfect  record  intact. 

Or  maybe  the  admissions  com- 
mittee did  agree  with  Blanken- 
ship. For  when  Elaine  reported  for 
freshman  orientation  in  1959,  she 
discovered  that  she  was  the  only 
woman  in  a class  of  100.  “It  didn’t 
matter,”  she  says.  “I  was  there  to 
go  to  school,  period.” 

But  it  apparently  did  matter  to 
her  classmates,  none  of  whom  vol- 
unteered to  be  Elaine’s  anatomy 
lab  partner.  One  of  them,  however, 
did  volunteer  anonymously  to  put 
“a  dismembered  male  anatomical 
organ”  in  the  pocket  of  her  lab 
coat.  Whether  this  was  a prank  or 
an  effort  to  run  her  off,  she  got  the 
impression  that  many  of  her  class- 
mates initially  believed  she  got 
into  medical  school  under  false 
pretenses:  to  get  a husband. 

Such  was  the  depth  and  perva- 


Like many  busy  physicians,  Elaine  Davis  finds 
her  car  phone  indispensable. 


3 


siveness  of  prejudice  in  1959,  that 
otherwise  intelligent  men  would 
even  entertain  such  a ludicrous 
notion.  However,  most  demon- 
strated during  that  first  year  that 
they  were  capable  of  changing 
their  minds. 

One  factor  that  speeded  accep- 
tance involved  the  tardy  arrival  of 
a classmate  who  had  been  recover- 
ing from  infectious  mononucleo- 
sis. When  he  appeared  a week  or 
two  later,  his  “punishment”  was 
being  assigned  as  Elaine’s  lab 
partner.  She  was  fortunate  that 
the  student  turned  out  to  be  not 
only  kind  and  tolerant  but  also 
brilliant  and  a class  leader.  There 
was  probably  an  informal  non- 
verbal notion  that  if  Pat  McKee  in- 
dicated she  was  all  right,  she  was 
all  right. 

(As  professor  and  chairman  of 
OU’s  Department  of  Medicine,  Dr 
McKee  continues  wielding  power 


l! 


Elaine  Davis  shares  a story  with  her  longtime 
friend  and  mentor,  Dr  Hope  Ross. 
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j and  influence  at  the  Health  Sci- 
I ences  Center,  though  today  his 
, hegemony  is  more  official.) 

I As  Elaine  was  working  her 
I way  through  the  grind  of  the  first 
year,  she  says  she  derived  the 
! energy  she  needed  every  night  by 
listening  to  Beethoven  on  the  hi-fi, 
with  the  volume  turned  way  up. 
Her  landlady  was  understanding, 
helpful,  and  perhaps  partially 
deaf  She  was  Dr  Eva  Wells,  who 
was  into  her  sixth  decade  of  prac- 
ticing medicine  in  downtown 
< Oklahoma  City. 

* Since  her  husband’s  death.  Dr 
I Wells  had  rented  part  of  her  house 
I to  female  students.  Elaine  still  has 
a Daily  Oklahoman  clipping  about 
I Dr  Wells  with  an  accompanying 
, photo  of  Wells  and  medical  student 
Elaine  admiring  the  doctor’s  hat 
[collection.  The  article  identifies 
Wells  as  being  the  first  female 
graduate  of  the  OU  School  of 
, Medicine  in  1910.  “She  was  a true 
' female  pioneer,”  Elaine  says.  “And 
hearing  stories  about  her  career 
I enabled  me  to  realize  I wasn’t  any- 
I thing  special.  And  that  helped;  it 
jgave  me  confidence.” 

i 

I * * * 

When  Dr  Neill  began  her 
internship  at  Oklahoma 
City’s  Wesley  Hospital 
- in  1962,  she  thought  she  probably 
i would  end  up  practicing  family 
1 medicine  in  Enid.  But  she  was 
open-minded.  The  pediatrics  de- 
‘ partment  put  the  rush  on  her,  but 
she  didn’t  like  taking  care  of  chil- 
dren: “Doing  procedures  like  jugu- 
lar punctures  on  children,”  she 
says,  “was  torture”  for  her  patients 
and  herself. 

r 

Her  specialty  choice  also  was 
being  influenced  by  a layman.  In 
' her  senior  year,  she  had  been  intro- 
duced to  Richard  Davis  by  an  Enid 
matchmaker,  and  the  two  had  hit 


Dr  Davis  and  assistant  Stella  Davis  work  with 
their  laser,  the  first  used  in  an  Enid  medical 
office. 


it  off.  Though  Dick  was  living  and 
working  in  Oklahoma  City,  he  was 
a native  of  Enid  and  he  intended 
to  settle  there  eventually. 

After  a few  months  of  late- 
night  Coke  and  ice  cream  dates, 
Dick  hoped  he  could  persuade 
Elaine  to  settle  down  there  with 
him.  On  a trip  home,  Elaine  vis- 
ited Hope  Ross  seeking  her  advice 
on  whether  she  ought  to  marry 
Dick,  a person  with  no  medical 
background.  “Oh,  sure,  it’ll  work 
out  fine,”  said  Hope.  “He’s  a great 
guy.”  Typical  Hope:  no  lecturing, 
no  pontificating.  And  so  in  the 
Christmas  season  of  1962,  the 
couple  got  married.  She  had  been 
Dr  Neill  only  six  months.  Now,  she 
was  Dr  Davis. 

Initially,  she  was  attracted  to 
dermatology  and  Dick  promoted 
this  interest  because  he  knew  that 
dermatologists  have  more  control 
over  their  hours  and  therefore, 
their  family  life.  Back  in  Enid, 
Emma  and  Claude  Neill  con- 
curred. 

But  Elaine  wanted  a more  ac- 


tion-oriented practice  and  an  OB- 
GYN  resident  named  James  Fun- 
nell  was  convincing  her  that  OB- 
GYN  would  be  perfect.  Moreover, 
Funnell’s  uncle.  Dr  Joe  Kelso,  as 
head  of  the  department,  promised 
Elaine  she  could  be  the  depart- 
ment’s first  female  resident. 

The  offer  wasn’t  extended  to 
Elaine,  however,  until  she  could 
get  through  the  operations  during 
her  surgery  rotation  without  faint- 
ing. “The  surgeon  wouldn’t  start 
the  operation  until  a stretcher  had 
been  positioned  outside  the  OR,” 
Elaine  says. 

Before  Elaine  could  take  her 
residency  position.  Dr  Kelso  re- 
tired. His  successor.  Dr  James 
Merrill,  nixed  the  deal.  “He  didn’t 
want  a woman  because  he  thought 
a woman  would  just  get  pregnant 
and  quit  the  program,”  Elaine 
says.  Fortunately,  another  OU 
OB-GYN  faculty  member.  Dr  John 
Records,  was  able  to  obtain  an  OB- 
GYN  residency  position  for  her  at 
his  alma  mater,  Washington  Uni- 
versity in  St.  Louis.  She  did  have 
to  promise  the  authorities  that  she 
would  take  birth  control  pills 
throughout  the  three-year  pro- 
gram. 

* * * 

As  Enid’s  first  female  ob- 
stetrician-gynecologist, Dr 
Davis  didn’t  exactly  get  a 
warm  welcome  from  her  col- 
leagues. If  anything  united  the 
surgeons  at  Enid’s  two  hospitals 
(Bass  Memorial  and  St.  Mary’s), 
Dr  Hope  Ross  recalls,  it  was  their 
dismay  over  learning  that  Dr 
Davis  intended  to  become  Enid’s 
first  female  surgeon.  No  matter 
that  she  had  completed  a resi- 
dency at  one  of  the  nation’s  best 
medical  schools  and  teaching  hos- 
pitals (Barnes  Hospital).  The  pre- 
vailing wisdom,  not  just  in  Enid 
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but  across  America,  was  that 
women  intrinsically  didn’t  have 
the  right  stuff  (strength,  endur- 
ance, grace  under  pressure,  guts) 
to  be  good  surgeons. 

Furthermore,  when  Davis  vis- 
ited the  community’s  two  male 
OB-GYN  physicians  to  ask  if  they 
would  cover  for  her,  they  told  her 
that  Enid  had  all  the  OB-GYN 
care  that  was  needed.  They 
“kindly”  suggested  she  consider 
other  communities.  When  she 
explained  that  she  had  leased  of- 
fice space  in  the  new  Parkview 
Medical  Building,  and  that  she 
would  begin  her  practice  that 
November,  they  agreed  to  cover  for 
her  one  afternoon  a week. 

On  the  other  hand  . . . most  of 
the  GP’s  who  had  been  delivering 
the  majority  of  the  area’s  babies, 
must  have  been  very  pleased.  For 
within  her  first  year  of  practice, 
nine  of  them,  including  Hope 
Ross,  had  announced  that  they 
were  giving  up  obstetrics. 

This  was  a mixed  blessing  for 
the  new  doctor  in  town.  She  had 
plenty  of  patients  from  day  one 
and  she  loved  delivering  babies. 
Yet,  in  time,  she  was  delivering 
more  than  30  babies  a month  and 
had  practically  no  time  for  gyne- 
cology or  her  own  family.  For  by 


1968,  their  first  son,  Matthew,  had 
been  born;  their  second  son, 
Courtney,  was  bom  in  1970. 

As  her  referral  practice  from 
northwestern  Oklahoma  grew,  she 
spent  more  and  more  time  away 
from  home.  Finally,  Dick,  who  was 
busy  with  his  abstract  company, 
told  her  that  she  either  had  to  cut 
down  on  her  obstetrical  practice  or 
get  a new  husband.  She  chose  the 
former,  setting  a limit  of  30  de- 
liveries a month. 

Her  referral  practice  had 
grown  because  she  knew  her  stuff 
and  her  patients  liked  the  way 
they  were  treated  by  her  and  her 
two  assistants,  Elaine  Mahl,  RN, 
and  Stella  Davis.  When  she  opened 
her  office,  it  was  designed  to  make 
her  patients  feel  more  comforta- 
ble. For  aesthetics,  she  had  lots  of 
live  plants,  artwork  on  the  walls, 
(and  on  the  ceilings  in  the  exam 
rooms),  and  colors  designed  to 
create  a more  soothing  or  placid 
feeling.  Her  exam  rooms  con- 
tained knee  stirrups  because  she 
knew  firsthand  that  they  were 
more  comfortable  for  her  patients 
than  foot  stirrups.  Davis  also  was 
the  first  doctor  in  town  to  use  pu- 
dental and  pericervical  blocks  in- 
stead of  general  anesthesia  for  nor- 
mal deliveries.  And  she  and  Dr 


Manvel  Hensley  were  the  commu- 
nity’s earliest  campaigners  for  al- 
lowing and  then  encouraging 
fathers  to  be  present  through 
labor  and  delivery. 

Through  the  early  1970s  she 
continued  to  scale  back  her  OB, 
though  in  some  ways  she  enjoyed  it 
more  than  ever.  The  availability  of 
Rhogam  by  1970  improved  the 
practice  of  every  obstetrician,  and 
complicated  pregnancies  or  de- 
liveries accounted  for  less  than  10 
percent  of  her  practice.  But  she 
still  wasn’t  able  to  manage  her 
time  well  enough  to  her  liking  or 
Dick’s.  She  particularly  disliked 
evening  and  weekend  deliveries 
because  these  robbed  her  of  time 
with  her  family.  Matthew  and 
Court  were  grade-schoolers  and 
she  knew  they  needed  her  atten- 
tion. She  was  down  to  15  deliveries 
a month  in  1976  when  she  suffured 
a ruptured  diverticulum  of  the 
colon  and  was  ill  for  the  entire 
sumnier. 

During  that  time  she  got  “bet- 
ter acquainted  with  my  boys”  and 
decided  to  give  up  obstetrics  com- 
pletely. She  also  was  named  Enid’s 
“Woman  of  the  Year”  by  the  YWCA 
board.  At  the  banquet,  Davis  noted 
her  mother’s  presence  and  said  she 
would  make  a worthy  recipient. 

And  ten  years  after  she 
started  her  practice  in  a 
less-than-cordial  medical 
community  environment,  she 
had  become  chief  of  surgery  at 
St.  Mary’s  and  president-elect  of 
the  county  medical  society.  In 
1978,  she  was  elected  St.  Mary’s 
chief  of  staff,  a position  she  says 
she  thoroughly  enjoyed.  “Most  of 
the  changes  I wanted  that  year 
have  been  achieved,  but  only  in 
the  last  couple  of  years,”  she 
says.  “My  ideas  were  good,  but 
not  my  timing.” 
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Advocacy  for  Davis  was  best 
translated  into  action  or  policy  by 
example.  Accordingly,  she  in- 
itiated many  innovations  in  Enid 
that  have  become  state  of  the  art. 
She  bought  the  first  colposcope  in 
Enid  in  1972  and  asked  the  late  Dr 
Gordon  Jimerson  of  Norman  to 
spend  a day  tutoring  her  in  her  of- 
fice. She  had  the  first  laser  in  a 
medical  office  in  Enid  more  than  a 
decade  ago. 

In  1983,  Davis  was  named  to 
the  Board  of  Trustees  of  her  alma 
mater  when  Phillips  University’s 
future  was  in  doubt.  According  to 
Dr  Hope,  “Elaine  spent  a whole  lot 
of  time  in  meetings  with  the  board 
trying  to  solve  the  financial  prob- 
lems.” 

She  also  served  as  chairman  of 
Enid’s  annual  fund-raising  drive 
for  Phillips,  borrowing  a strategy 
from  another  group  she  belonged 
to:  the  Junior  Welfare  League.  In- 
stead of  a long  drawnout  cam- 
paign, volunteers  would  devote 
one  full  day  to  calling  on  people 
and  within  a week  the  whole  com- 
munity would  have  been  blan- 
keted. The  campaign’s  goal  was 
easily  exceeded  in  a critical  year. 
Furthermore,  as  a board  member, 
she  was  a leader  in  successfully 
promoting  the  sale  of  Phillips  to 
the  city  of  Enid,  thus  keeping  the 
university  solvent. 

* * * 


Hope’s  birthday  dinner  at 
Oakwood  is  entering  its 
third  hour.  The  cake  is  yet 
to  come.  Dr  Hope  is  telling  one  of 
the  guests  that  she  worked  for 
Elaine  from  1981  to  1985.  “I  had  re- 
tired in  ’78  and  Elaine  called  me 
up  one  day  and  said,  ‘What’re  you 
doing?’ 

“I  said  ‘nothin’  much’  and  she 
said,  ‘I  got  too  much  surgery  to  do 


and  I need  you  to  come  on  down 
here  and  do  physicals  and  pap 
tests.  I need  you  to  help  me  out. 
Just  name  your  deal  and  I’ll 
agree.’ 

“I  told  her  she  never  agreed  to 
a blind  deal  in  her  life.  She’s  much 
too  good  a businesswoman  for 


Characteristic  determination  shows  in  the 
face  of  Dr  Elaine  Davis. 


that.  Anyhow,  we  did  hatch  a deal, 
where  I worked  three  afternoons  a 
week,  mainly  just  dressing  up  and 
shooting  the  breeze  with  my  old 
ladies.  Elaine  and  I did  all  right, 
together,  too,  despite  being  rather 
independent  types. 

“We  avoided  trouble  by  always 
talking  out  any  problems  and  . . . 
by  never  discussing  politics.  I’m  a 
liberal  Democrat  and  she’s  a die- 
hard Republican.” 

Davis,  who  has  been  listening, 
smiles  but  says  little.  She  doesn’t 
speak  freely  or  easily  about  her 
feelings  for  the  special  people  in 
her  life,  like  Dr  Hope.  Rather  than 


speak  in  terms  of  endearment,  she 
recounts  stories  involving  them, 
and  in  the  telling,  the  affection 
she  holds  for  them  shows  through. 

As  the  newly  elected  secretary- 
treasurer  of  OSMA,  she  is  in- 
terested in  several  issues  such  as 
tort  reform  and  promoting  pre- 
natal care,  hut  says  she  is  a 
crusader  for  women  getting  regu- 
lar mammograms. 

Not  long  ago,  “this  tiny  little 
young  woman  from  Beaver  came 
into  my  office  for  her  GYN  exam. 
I told  her  to  go  on  downstairs  for  a 
mammogram,  but  she  said  her 
breasts  were  so  small  that  it 
wouldn’t  he  necessary. 

“So  I said,  ‘If  you  don’t  want  a 
mammogram,  do  you  want  a 
story?’  I told  her  three  years  ago  I 
had  my  hreast  cancer  detected 
through  an  annual  mammogram. 
The  lesion  was  too  small  to  feel 
and  that’s  when  you  want  to  get 
them.  The  mastectomy  I had  prob- 
ably saved  my  life.  ‘Now,  you  drove 
all  this  way  for  a checkup  and 
won’t  have  a mammogram?!’  ” 

The  woman  did  have  the  exam 
and  was  positive. 

There  are  many  women,  like 
Elaine,  in  the  Enid  area  that  have 
had  breast  cancers.  “A  sisterhood 
of  sorts  has  developed  among  us,” 
Davis  says.  “We  check  on  each 
other.  It’s  great  to  have  that  sup- 
port . . . and  to  be  able  to  lend  it, 
too.”  ij) 

Richard  Green  is  a freelance  writer  in  Okla- 
homa City.  He  has  been  writing  Leaders  in 
Medicine  articles  for  a number  of  years. 

Victor  Rivas  is  a freelance  photographer 
living  in  Norman.  This  is  his  first  JOURNAL 
assignment. 
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OKLAHOMA  CARDIOVASCULAR  SURGEONS 

Allen  E.  Greer,  John  S.  Chaffin,  M.D.*^ 

David  W.  Vanhooser,  M.D.* 

^Diplomates  American  Board  of  Thoracic  and  Cardiovascular  Surgery 
*Diplomates  American  Board  of  Surgery 


Office  Hours:  9:00  a.m.  to  5:00  p.m. 

Monday  thru  Friday 

3400  N.W.  Expressway,  Suite  800 
Oklahoma  City,  Oklahoma  73112 

(405)  945-4278  1 -800-522-6525 

24  Hour  Referral  and  Consultation 


An  Effective  Prescription  for  Your  Toughest  Financial  Headaches... 


Sometimes  the  price  of  success  is  the 
financial  headaches  that  come  along 
with  it.  If  you’re  like  many  profession- 
als, you  may  feel  like  you  spend  too 
much  of  your  valuable  time  keeping 
track  of  your  investments,  expenses, 
and  other  financial  matters. 

Money  Master  Preferred  is  the  professionally 
designed,  all-in-one,  asset  management  account 
that  gives  you: 

•Monthly  and  annual  statements  that  show  you 
your  entire  financial  world  at  a glance — including 
your  net  worth,  budget  analysis,  investment 
analysis,  tax  information,  and  more. 

•A  variety  of  money  market  funds  for  earning 
daily  income  on  your  cash  balance. 

•Check  writing  privileges. 


'Low-cost  brokerage  services  for 
stocks,  bonds,  and  other  securi- 
ties. 

Up  to  $10  million  account  protec- 
tion, of  which  $100,000  can  be  in 
cash. 

• A choice  of  two  other  Money  Master  accounts: 

Money  Master  Standard — for  those  who  do  not 
require  comprehensive  asset  management. 

Money  Master  Retirement — an  excellent  choice 
for  your  qualified  retirement  plan. 

T 

For  more  complete  information  about  the 
Money  Master  Account  that’s  right  for  you, 
including  all  fees  and  charges,  call  us  now  at 

1-800-262-3863. 


MONEY 

MASTER 

Preferred 


AMA  Investment  Advisers,  Inc. 

The  Financial  Services  and  Investment  Counseling  Organization 
Owned  by  the  American  Medical  Association.  Established  1966. 
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News 


Getting  involved 

OSMA  leaders  fly  to  Washington  for  discussions  on  RBRVS  cuts 


A delegation  representing  the  Oklahoma  State  Med- 
ical Association  and  its  views  on  the  proposed  RBRVS 
fee  schedule  visited  Washington,  DC,  on  July  31. 

Led  by  OSMA  President  Billy  Dale  Dotter,  MD, 
the  group  met  with  Health  Aides  representing  Okla- 
homa’s eight-member  Congressional  delegation.  In 
attendance  were  Congressmen  Mike  Synar,  David 
McCurdy,  Bill  Brewster,  and  Jim  Inhofe. 

Representing  the  OSMA  were  Dr  Dotter;  John 
Axton,  MD,  president  of  the  Oklahoma  County  Med- 
ical Society;  Perry  A.  Lambird,  MD,  immediate  past 
president  of  the  OSMA;  Richard  J.  Boatsman,  MD, 
chairman  of  the  OSMA  Council  on  Governmental  Ac- 
tivities; George  H.  Kamp,  MD,  OSMA  past  president; 
David  Bickham,  OSMA  executive  director;  and 
Robert  Baker,  director  of  the  OSMA  field  office. 

The  OSMA  contingent  received  assurances  that 
at  their  request  a joint  delegation  letter  would  be 
drafted  and  forwarded  to  Louis  Sullivan,  MD,  secre- 
tary of  the  Department  of  Health  and  Human  Ser- 
vices; Gail  Wilensky,  director  of  the  Health  Care 
Financing  Administration  (HCFA);  and  President 
Bush  conveying  the  delegation’s  displeasure  with  the 
proposed  RBRVS  fee  schedule.  Additional  opposition 
to  the  fee  schedule  was  expressed  by  Senator  David 
Boren  in  a letter  from  the  Senate  Finance  Commit- 
tee, by  Congressman  Synar  from  the  Energy  and 
Commerce  Committee,  and  by  Congressman  Mickey 
Edwards,  as  chairman  of  the  House  Republican  Pol- 
icy Committee. 

Congress  and  HCFA  have  received  over  25,000  let- 
ters on  this  issue,  several  thousand  of  them  from 
Oklahoma.  It  is  hoped  Congress,  after  returning  from 
recess  on  September  15,  will  succeed  in  convincing 
the  President  and  HCFA  to  reverse  their  16%  cut  in 
the  conversion  factor.  If  not,  the  AMA  is  prepared  to 
ask  Congress  to  enact  legislative  amendments  that 
will  prohibit  the  use  of  a behavioral  offset,  convert 
the  transition  “asymmetry”  problem,  and  eliminate 
the  tripling  effect  of  applying  all  adjustments  to  the 
conversion  factor.  it 


Rep  Bill  Brewster  (I)  joins  OSMA  President  Billy  D.  Dotter,  MD;  Lee 
Elliott,  health  aid  to  Congressman  English;  and  OSMA  Past  President 
George  H.  Kamp,  MD,  in  discussion. 


Rep  Dave  McCurdy  (I)  listens  as  OSMA  Executive  Director  David 
Bickham  explains  the  association's  position.  With  them  are  John 
Axton,  MD,  president  of  the  Oklahoma  County  Medical  Society,  and 
Perry  A.  Lambird,  MD  (back  to  camera),  immediate  past  president  of 

OSMA.  (Photos  by  Robert  Baker) 


I Okla  State  Med  Assoc,  Vol  84,  September  1991 


467 


In  vitro  fertilization  services  at  OUHSC  include  new  options 


Several  state-of-the-art  options  for  infertile  couples 
have  been  added  to  the  University  of  Oklahoma 
Health  Sciences  Center  Assisted  Reproductive  Tech- 
nology Program  in  Oklahoma  City  The  new  services, 
which  provide  a range  of  treatment  options  for  infer- 
tile couples,  include  an  egg  donation  program,  cryo- 
preservation  of  fertilized  eggs,  and  the  possibility  of 
involving  the  local,  primary  physician  in  the  in-vitro 
process,  said  Dr  Eli  Reshef,  clinical  director. 

The  OU  Health  Sciences  Center  is  the  first  in- 
stitution in  Oklahoma  to  offer  an  oocyte  (egg)  dona- 
tion program,  which  operates  similarly  to  sperm  do- 
nation programs  across  the  country,  Reshef  said. 
Women  may  donate  eggs  to  other  women  who  are  in- 
capable of  producing  their  own  eggs,  thus  offering  an 
opportunity  for  pregnancy  to  some  infertile  couples 
whose  only  option  until  now  was  adoption. 

The  egg  donation  program  was  initiated  after 
changes  in  state  law  were  made,  largely  through  the 
efforts  of  Dr  Gilbert  G.  Haas,  chief  of  the  university’s 
Section  of  Reproductive  Endocrinology  and  Infertil- 
ity. Oklahoma  now  is  one  of  only  a handful  of  states 
that  legally  define  and  protect  both  the  egg  donor  and 
the  recipient  couple,  Reshef  said.  Under  the  terms  of 
Oklahoma  Statutes  554  and  555,  the  egg  donor  can- 
not gain  custody  of  the  child,  nor  has  any  parental  re- 
sponsibilities to  that  child.  The  recipient  parents  are 
recognized  as  the  legitimate  parents  of  the  child, 
with  the  same  rights  and  responsibilities  as  parents 
of  a child  conceived  naturally. 

Egg  donors,  like  sperm  donors,  remain  anonym- 
ous except  in  some  instances,  such  as  a woman  donat- 
ing an  egg  to  her  sister,  Reshef  added.  “This  is  a ser- 
vice which  can  be  of  benefit  to  women  who  have  had 
their  ovaries  surgically  removed,  who  have  mal- 
formed ovaries  or  who  have  experienced  premature 
menopause,”  he  said.  “We  also  can  utilize  this  proce- 
dure for  selected  women  over  age  40  whose  eggs  may 
not  be  as  viable,  and  in  women  who  are  carriers  of 
a severe  genetic  disorder  who  wish  to  avoid  the  risk 
of  transmitting  it  to  their  child.” 

Another  service  which  is  offered  by  the  OU  Health 
Sciences  Center  Assisted  Reproductive  Technology 
Program  is  cryopreservation  (freezing)  of  fertilized 
oocytes.  With  this  technique,  said  Dr  Jeffrey  Knicker- 
bocker, laboratory  director,  doctors  can  harvest  eggs 
from  a woman,  fertilize  them,  and  store  them  frozen 
for  several  years,  eliminating  the  physical  and  finan- 
cial stress  of  repeated  harvesting  procedures. 

The  third  addition  to  the  program  is  a “satellite” 


option,  which  allows  a couple  to  involve  their  local 
physician  in  the  assisted  reproduction  cycle. 

“We  are  working  with  our  patients’  regular  at- 
tending physicians,  to  whatever  extent  both  the 
physician  and  the  patient  are  comfortable,”  Reshef 
said.  “We  are  training  these  MDs  to  collaborate  with 
us  in  the  assisted  reproductive  technology  cycles,  in 
which  they  provide  preliminary  and  followup  care  for 
their  patients.  This  satellite  system  is  designed  to 
provide  continuity  of  care  for  the  patient,  assure  the 
physician  that  his  or  her  patient  will  return  at  the 
end  of  the  treatment,  and  reduce  some  of  the  incon- 
venience to  patients  who  live  long  distances  from 
Oklahoma  City.” 

The  latter  is  one  of  the  key  benefits  of  this  pro- 
gram, which  is  designed  to  be  flexible  toward  the  pa- 
tient and  the  primary  physician.  Patients  who  live  in 
outlying  areas  appreciate  making  fewer  trips  to 
Oklahoma  City,  while  their  local  physician  is  kept  in- 
formed and  actively  participates  in  their  manage- 
ment. 

For  more  information  about  the  OU  Health  Sci- 
ences Center  program,  call  (405)  271-8700.  (j) 

Twenty  Life  Memberships  follow 
changes  in  association  bylaws 

Twenty  Oklahoma  physicians  were  awarded  Life 
Membership  status  in  the  Oklahoma  State  Medical 
Association  during  the  OSMA’s  Annual  Meeting  in 
May.  The  awards  were  made  subsequent  to  approval 
of  changes  in  the  bylaws  regarding  Life  Members. 

New  Life  Members  from  Tulsa  are  Byron  L. 
Bailey,  MD;  Juan  F.  Correa,  MD;  Roy  A.  Lawson,  MD; 
Charles  J.  Lilly,  MD;  William  R.  McShane,  MD;  and 
Myra  A.  Peters,  MD. 

Prom  Oklahoma  City  are  Stanley  R.  McCampbell, 
MD;  David  R.  Brown,  MD;  Richard  E.  Carpenter,  MD; 
Farris  W.  Coggins,  MD;  Harrell  C.  Dodson,  Jr.,  MD; 
Frank  D.  Gatchell,  MD;  and  Carl  Krieger,  Jr.,  MD. 

Charles  A.  Carmack,  MD,  and  Petre  N.  Grozea, 
MD,  are  from  Edmond,  and  Raul  E.  Chanes,  MD,  now 
in  Buenos  Aires,  was  named  through  Oklahoma 
County. 

Others  include  James  M.  Behrman,  MD,  Norman; 
Herbert  H.  Lenaburg,  MD,  Granite;  Esther  G.  Lie- 
brand,  MD,  Bartlesville;  and  John  W.  Ward,  MD, 
Pauls  Valley.  (ji 
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From  the  OSDH 


Oklahoma  State  Department  of  Health 

Health  department  begins  plan 
for  prenatal  hepatitis  B testing 


The  test  for  hepatitis  B is  becoming 
^ part  of  standard  prenatal  care  for  all 
^ j pregnant  women. 

Ip  I Women  who  are  infected  with  the 
hepatitis  B virus  (HBV)  during  preg- 
nancy almost  always  pass  the  virus 
along  to  their  babies.  Some  of  the  babies  develop 
acute  hepatitis  B,  about  90%  become  carriers,  and 
most  will  die  prematurely  from  virus-related  compli- 
cations. Now  with  routine  prenatal  screening  for 
hepatitis  B,  newborn  infants  can  be  protected  at  birth 
from  the  acute  and  long-term  consequences  of  the  in- 
fection. 

Effective  July  1,  1991,  the  Centers  for  Disease 
Control  (CDC)  requires  all  immunization  grants  to 
include  a plan  for  hepatitis  B screening;  they  provide 
substantial  support  for  Oklahoma’s  immunization 
program.  Thus,  as  part  of  its  immunization  program, 
the  Oklahoma  State  Department  of  Health  is  pursu- 
ing an  aggressive  plan  to  perform  hepatitis  screening 
on  all  pregnant  women  seeking  care  at  county  health 
departments,  Indian  Health  Service  clinics,  and  fed- 
erally funded  community  health  centers.  All  women 
enrolling  in  prenatal  care  at  one  of  these  sites  will 
be  screened  for  hepatitis  B during  their  first  prenatal 
clinic  visit.  If  a woman  tests  positive,  arrangements 
will  be  made,  in  collaboration  with  the  state  health 
department,  to  immunize  the  baby  at  birth  and  again 
at  one  and  six  months  of  age.  The  baby  will  be  tested 
for  antibodies  to  HBV  at  12  to  15  months  of  age,  to 
assess  immunity.  The  program  also  will  screen  other 
members  of  the  household  for  hepatitis  B,  with  (anti- 
HBc)  and  vaccinate  those  who  are  susceptible. 

All  screening  and  vaccination  involved  in  this 
program  will  be  provided  without  cost.  For  more  in- 
formation on  the  state  health  department’s  prenatal 
hepatitis  B screening  program,  contact  the  Com- 
municable Diseases  Division,  405/271-4073.  (J 
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is 

Women  in  Medicine  Month 


ITS  THE 

COMPANY  YOU  KEEP 


Be  in  the  eompany  of  professionals. 
CIGNA  Center  has  the  kind  of  neighliors  you'\  e 
been  looking  for.  Adjacent  to  medical  centers 
and  with  its  excellent  tenant  mix, 
you'll  be  in  great  company. 

Perfect  even  for  the  smaller  tenant  with  suites 
from  350-4,000  sf,  CIGNA  Center  offers  high 
visibility  in  a key  location  at  50th  anrl  North 
May  A\enue.  Call  Debra  Hanks  at  OaS-HaOO 
for  more  information. 
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Women  in  Medicine: 

On  the  Move  in  Oklahoma 


By  Richard  Green 


Perry  Lambird  remembered  that  his  wife,  Mona, 
wanted  to  attend  the  Harvard  Business  School, 
but  she  wasn’t  accepted  because  that  august  institu- 
tion of  higher  learning  allowed  no  females.  And, 
Lambird  remembered  that  after  she  had  finished 
first  in  her  law  school  class,  she  was  refused  a certain 
clerkship  because  allegedly  clerks  frequently  had  to 
change  tires. 

Such  indignities  sensitized  him  to  the  problems 
faced  by  females  in  male-dominated  professions,  such 
as  his  own,  medicine. 

As  president-elect  of  OSMA  in 
1989,  Dr  Lambird  learned  that 
while  80  percent  of  female  physi- 
cians in  Oklahoma  belong  to  the 
state  association  — the  highest 
rate  in  the  nation  — very  few  of 
them  were  in  leadership  positions. 

To  find  out  why  and  begin  ad- 
dressing this  concern,  he  created  a 
new  OSMA  standing  committee, 
called  Women  in  Medicine,  and  ap- 
pointed 21  members  including  himself.  As  chairman, 
he  selected  a physician  who,  as  president  of  the  Okla- 
homa Medical  Women  Association,  was  well  qual- 
ified for  the  position.  She  is  Oklahoma  City  radio- 
logist Rebecca  Goen  Tisdal,  MD. 

“I  was  very  honored,  but  I couldn’t  imagine  why 
Dr  Lambird  wanted  me  to  chair  this  committee,”  says 
Dr  Tisdal. 

“Because  Becky  Tisdal  had  been  active  and  effec- 
tive in  organized  medicine  for  a long  time,”  explains 
Lambird.  “With  her  abilities  and  enthusiasm  and  be- 
cause she  works  so  well  with  people,  I knew  she  would 
create  an  atmosphere  where  ideas  would  flow.” 

Ideas  would  be  needed  to  start  realizing  the  com- 
mittee’s number  one  goal;  to  get  more  women  physi- 
cians involved  in  organized  medicine  and  in  leader- 
ship roles.  The  urgency  to  begin  is  understandable 
given  the  rapidly  rising  numbers  of  women  physi- 
cians. Women  make  up  almost  40  percent  of  medical 
school  students  and  by  2010,  the  percentage  of  women 


physicians  will  have  increased  from  about  17  percent 
to  30  percent. 

The  committee’s  first  task  was  to  evaluate  the 
needs  of  women  physicians.  That  exam,  it  was  hoped, 
would  reveal  obstacles  to  participation  and  how 
OSMA  could  be  made  more  attractive  and  relevant 
to  more  women. 

Lambird  says  it  has  been  a “fascinating  odyssey. 
I didn’t  anticipate  many  of  the  problems  and  some  of 
my  assumptions,  such  as  the  woman  doctor’s  need  for 
childcare  (to  attend  meetings),  have  been  un- 
founded.” 

One  obstacle  he  and  other  men  weren’t  conscious 
of  is  the  pervasive  yet  often  unintentional  locker 
room  mentality  of  many  professional  men.  “If  you 
want  to  discuss  some  county  issue,  say,  you  call  a 
male  colleague  and  go  to  lunch  or  dinner,”  Lambird 
says.  “If  you  ever  even  think  of  inviting  a woman  col- 
league for  the  same  reason,  you  do  so  with  trepida- 
tion over  the  ambiguity  of  male-female  relationships 
in  this  society.” 

The  committee  got  a real  boost  at  OSMA’s  Annual 
Meeting  last  May.  “We  sponsored  a luncheon  and 
forum  that  was  attended  by  about  160  women,”  Tisdal 
says.  “The  attendance  and  pro- 
grams and  networking  that  went 
on  were  fantastic.” 

Tisdal  says  some  of  the  women 
hadn’t  talked  to  another  female 
physician  since  medical  school  and 
needed  to  share  their  experiences. 

Discussions  included  both  the 
practical  and  the  philosophical: 

How  do  you  hire  and  fire  office 
staff?  Did  you  negotiate  salary  and 
benefits?  Who  do  you  neglect,  your  patients  or  your 
children? 

The  emphasis  of  the  group  was  overwhelmingly 
positive,  seeking  solutions  rather  than  demonstrat- 
ing that  misery  loves  company.  Conspicuous  among 
them  were  the  few  Oklahoma  women  who  have  been 
in  the  vanguard  of  medical  leadership. 


Rebecca  Tisdal,  MD 


Sara  DePersio,  MD 
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Drs  Sara  DePersio  and  Mary  Anne  McCaffree 
both  got  into  organized  medicine  primarily  because 
of  their  jobs. 

As  chief  of  maternal  and  child  health  services  at 
the  state  health  department  since  the  early  seven- 
ties, DePersio  initially  served  on  the  maternal  mor- 
tality committee  and  the  public  health  committee.  “I 
had  a public  health  background  but  was  pretty  unin- 
itiated about  organized  medicine,”  she  says.  In  time, 
she  took  on  other  assignments,  including  member- 
ship on  the  Oklahoma  County  PR  committee  arrang- 
ing for  physician  guests  and  recommending  medical 
topics  for  a local  television  show. 

Over  the  years,  DePersio’s  talent  and  diligence  in 
committee  work  were  recognized  by  her  peers.  “When 
I asked  her  to  chair  the  county  Community  and  Men- 
tal Health  Committee,  I had  no  idea  she  was  the  first 
female  committee  chairman  in  the  80-some-odd-year 
history  of  the  county  society,”  Lambird  says.  “She 
was  just  the  best  choice.” 

Last  year,  she  was  elected  as  the  first  woman  to 
serve  as  chairman  of  OSMA’s  Board  of  Trustees. 

DePersio  sometimes  teamed 
up  with  Dr  McCaffree,  who  ran  the 
neonatal  intensive  care  unit  at 
Children’s  Hospital  of  Oklahoma, 
on  projects  involving  prenatal 
care. 

But  McCaffree’s  involvement 
in  organized  medicine  didn’t  begin 
until  1982,  after  she  had  been  at 
Children’s  for  seven  years.  “I’ve 
never  studied  this,  but  I think  that 
interval  would  be  fairly  typical  . . . what  with  get- 
ting your  feet  on  the  ground,  raising  a family,  and 
paying  off  medical  school  debts,”  McCaffree  says. 

I No  one  knows  the  value  of  good  prenatal  care  bet- 

E ter  than  a neonatologist  and  it  was  clear  to  McCaffree 
that  a substantial  number  of  Oklahoma’s  poor  didn’t 
have  access  to  prenatal  care.  “One  of  my  primary 
goals  in  organized  medicine  has  been  to  help  educate 
the  members  and  the  public.” 

Success  is  grudging,  but  it  comes.  More  women 
have  access  to  prenatal  care  today  and  physicians 
across  Oklahoma  have  a uniform  set  of  guidelines  for 
detecting  high-risk  pregnancies  and  another  set  for 
evaluating  the  placenta  of  any  baby  born  in  Okla- 
homa. 

As  chair  of  the  Perinatal  Task  Force  and  from  her 
new  vantage  point  as  vice-speaker  of  the  OSMA 
House  of  Delegates,  she  will  continue  supporting  pre- 
; natal  care  issues.  And,  though  she  isn’t  a member  of 


Carol  Imes,  MD 


the  Women  in  Medicine  Committee,  she  will  continue 
lending  her  support  and  ideas. 

Now  president-elect.  Dr  Carol  Blackwell  Imes 
will  be  the  first  female  president  of  the  Oklahoma 
County  Medical  Society  next  year. 

“Being  asked  by  the  Nominating 
Committee  to  run  was  a surprise,” 
she  says.  “But  I think  the  county 
wants  a new  direction;  more  in- 
volvement from  women  and 
younger  doctors.” 

While  OU’s  first  woman 
ophthalmology  resident  in  1980, 

Imes  helped  organize  the  Okla- 
homa Medical  Women  Associa- 
tion. In  the  decade  since,  she  has  raised  and  dis- 
cussed many  issues  that  she  says  women  physicians 
have  a special  affinity  for:  prenatal  care,  child  and 
wife  abuse,  child  care,  and  the  treatment  of  medical 
students  and  residents. 

“I  got  involved  when  the  Legislature  was  debat- 
ing a bill  that  allows  optometrists  to  practice 
medicine,”  she  says.  “We  didn’t  organize  soon  enough 
and  the  bill  became  law  in  the  early  eighties.” 

The  experience  underscored  for  Imes,  she  says, 
the  fact  that  if  doctors  don’t  become  involved  in  the 
political  process,  they,  individually  and  collectively, 
will  suffer  for  it. 

Tisdal  likens  it  to  voting:  if  you  don’t  vote,  you 


'WeVe  come  some  distance 
from  when  I was  in  high  school 
and  my  idea  of  going  into 
medicine  was  ridiculed/' 
McCaffree  says,  "But  we  seem 
to  have  plateaued  in  some 
ways ..." 


can’t  complain.  “I  got  into  organized  medicine  be- 
cause my  father.  Dr  Raybume  Goen  of  Tulsa,  always 
told  me  that  participating  is  one  of  the  respon- 
sibilities of  a practicing  physician.  He  was  his  own 
best  example.” 

The  1992  Women  in  Medicine  luncheon  and  forum 
will  be  held  at  the  OSMA  Annual  Meeting  in  May. 
By  then,  Tisdal  hopes  that  some  female  physicians 
will  have  started  local  groups  with  periodic  programs 
and  discussions.  (coniin  ued) 
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Women  in  Medicine  (continued) 


In  Memoriam 

1990 

David  Sprouse  Dycus,  MD 

June  28 

Paul  Olden  Shackleford,  MD 

July  27 

David  Shapiro,  MD 

August  11 

Doyle  L.  Patton,  MD 

August  12 

Edward  McLain  Thorp,  MD 

August  16 

Murlin  Knight  Braly,  MD 

August  18 

Claude  Elbert  Lively,  MD 

August  19 

Robert  Eldon  Dillman,  MD 

August  29 

Howard  Louis  Puckett,  MD 

September  1 

Raymond  Emison  Daily,  MD 

September  3 

Thomas  E.  Slimp,  MD 

September  4 

Bert  E.  Mulvey,  MD 

October  12 

Carson  Leroy  Oglesbee,  MD 

October  23 

George  Leroy  Goodman,  MD 

October  26 

Everette  Ellis  Cooke,  MD 

November  19 

Stephen  Seth  Fitter,  MD 

December  1 

Francis  Elmo  Smith,  MD 

December  20 

George  Richard  Russell,  MD 

December  24 

Gregg  Laurence  Williams,  MD 

December  29 

1991 

Milton  Louis  Berg,  MD 

January  7 

Clifford  Wesley  Moore,  MD 

January  7 

Frank  Eugene  Darrow,  MD 

January  8 

Forrest  William  Olson,  MD 

January  30 

Clarence  Pierce  Taylor,  Jr.,  MD 

March  3 

Linus  A.  Munding,  MD 

March  14 

Robert  Love  Loftin,  MD 

March  15 

William  Orville  Davis,  MD 

March  23 

Malcom  E.  Phelps,  MD 

March  26 

Henry  Edward  Barnes,  MD 

April  2 

Alfred  Burke  Hinkle,  MD 

April  2 

Hassell  Eugene  Groves,  MD 

April  3 

Joe  Marion  Parker,  MD 

April  3 

Henry  Clinton  Smith,  MD 

April  4 

George  Louis  Kaiser,  MD 

April  10 

Robert  Phillip  Messinger,  MD 

April  10 

John  Norman  Penrod,  MD 

April  19 

John  Florence,  MD 

April  20 

Clifford  Alton  Brown,  MD 

April  29 

James  Goree  Moore,  MD 

April  29 

Mark  Duane  Hopping,  MD 

May  1 

William  Alfred  Cunningham,  MD  May  13 

Gilbert  Wayne  Tracy,  MD 

May  13 

George  Clifford  Moore,  MD 

May  24 

Daisy  Gertrude  Gotten,  MD 

May  26 

Ronald  1.  Cramer,  MD 

June  16 

Edward  Tiffin  Cook,  Jr.,  MD 

June  18 

Arvin  Craig  Roberson,  MD 

July  15 

Also,  Tisdal  and  others  hope  to  see  a mentoring 
program  for  women  students  and  residents  started  at 
the  medical  school.  Four  of  the  committee  members 
have  primary  appointments  with  OU. 

“We’ve  come  some  distance  from  when  I was  in 
high  school  and  my  idea  of  going  into  medicine  was 
ridiculed,”  McCaffree  says.  “But  we  seem  to  have 
plateaued  in  some  ways.  For  example,  there  is  still 
too  much  disparity  between  the  salaries  and  promo- 
tions of  men  and  women  physicians.” 

“When  we  first  got  this  committee  together,  I 
thought  everyone  was  going  to  feel  more  or  less  like 
me,”  says  Tisdal.  “Boy,  was  I wrong.  The  experiences 
and  the  feelings  have  been  very  diverse.  Fortunately, 
we  all  seem  to  be  interested  in  solutions.” 

1991-92  OSMA  Women  in  Medicine  Committee 

Rebecca  Goen  Tisdal,  MD,  Chair 

Michael  J.  Haugh,  MD,  Vice-Chair 

Perry  Lambird,  MD 

Donna  J.  Brown,  MD 

Ellen  Hope,  MD 

Holly  Heaver,  MD 

Sara  R.  DePersio,  MD 

Carol  Blackwell  Imes,  MD 

Laura  Rankin,  MD 

Renee  Willis,  MD 

June  Holmes,  EdD 

Marjorie  Bennett,  MD 

Alice  Hughes,  MD 

done  Kendrick,  MD 

Donald  Crawley,  MD 

Valerie  Williams,  Assoc.  Dean,  OUHSC 

June  Holmes,  EdD 

Nancy  Hall,  PhD 

Nancy  Lewis,  Exec.  Dir.,  OCMS 

Claudia  Kamas,  OSMA  Staff  QP 

Summer  Student  Scholarships  in 
pediatric  research  to  be  awarded 

A new  scholarship  program  designed  to  attract  med- 
ical students  to  the  field  of  pediatric  research  is  now 
underway,  through  a joint  project  of  the  University  of 
Oklahoma  Health  Sciences  Center’s  Department  of 
Pediatrics  and  Children’s  Medical  Research,  Inc. 

CMR  Summer  Student  Scholarships  in  Pediatric 
Research  for  $3,000  will  be  presented  to  10  students 
in  the  OU  College  of  Medicine  during  the  next  year. 
The  program  will  continue  throughout  each  summer, 
with  each  scholarship  recipient  completing  a three- 
month  summer  research  project  supervised  by  a fac- 
ulty sponsor  from  the  OU  Department  of  Pediatrics, 
said  Dr  Alfred  W.  Brann,  Jr.,  chairman  of  the  depart- 
ment. (J) 
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Book  Shop 


Long  Walk  Through  War:  A Combat  Doctor's 
Diary.  By  Klaus  H.  Huebner.  College  Station,  TX: 
Texas  A&M  University  Press,  1987,  illus,  maps,  pp 
XV,  3-207,  price  not  given. 

This  is  the  account  of  the  experiences  of  a front 
line  physician  in  the  Italian  theater  during  World 
War  II.  The  author,  Klaus  H.  Huebner,  MD,  served  as 
a batallion  surgeon  (medical  officer)  in  the  88th  In- 
fantry Division,  US  Army.  This  book  deals  primarily 
with  his  experiences  on  active  duty  from  July  1943 
to  June  1946. 

Klaus  Huebner  was  born  in  1916  in  the  village  of 
Thansau,  Bavaria,  some  40  miles  southeast  of 
Munich.  In  1926  he  came  to  the  United  States  with 
other  members  of  his  family;  his  father,  a chemist, 
was  given  a position  in  Philadelphia.  He  graduated 
from  a Philadelphia  high  school  in  January  1935  and 
entered  the  college  of  the  University  of  Pennsylvania 
where  he  was  graduated  in  June  1938.  Later  that 
year  he  entered  the  University  of  Pennsylvania  Med- 
ical School,  where  he  joined  the  medical  ROTC.  He 
received  his  MD  on  June  2,  1942,  and  was  commis- 
sioned a first  lieutenant  in  the  US  Army  Medical 
Corps  Reserve.  He  served  a nine-month  internship  at 
Lankenau  Hospital  in  Philadelphia  and  was  called  to 
active  duty  on  July  30, 1943.  After  a five-week  period 
at  the  Medical  Field  Service  School  in  Carlisle,  Penn- 
sylvania, he  reported  for  active  duty  with  the  88th  In- 
fantry Division  in  San  Antonio,  Texas,  on  September 
15, 1943.  He  was  assigned  as  Assistant  Battalion  Sur- 
geon, 3rd  Battalion,  349th  Infantry  Regiment.  After 
further  field  training  at  Fort  Sam  Houston,  Huehner 
and  his  unit  were  transferred  in  December  1943  to 
Camp  Patrick  Henry,  a port  of  embarkation.  On  De- 
cember 16,  1943,  he  sailed  for  North  Africa  where  he 
and  his  unit  underwent  further  training  in  war 
games  and  on  February  1,  1944,  sailed  to  Naples.  He 
remained  in  the  Italian  theater  until  the  end  of  the 
war. 

This  then  is  the  candid,  exciting  account  of  a bat- 
talion medical  officer  who  accompanied  his  unit  from 
Naples,  Italy,  to  the  Brenner  Pass  in  Austria,  one  of 
the  bloodiest  campaigns  of  World  War  II.  For  security 
reasons,  combat  personnel  were  not  permitted  to 
keep  a diary  on  the  front  line.  At  fairly  regular  inter- 
vals Huebner  scribbled  his  experiences  on  the  back 
of  campaign  maps  and  had  these  in  his  aid  kit.  Con- 
sidering the  possibility  of  being  captured,  he  never 
mentioned  units  or  individuals  or  places  by  name  in 
his  notes  hut  filled  these  in  later  when  rotated  to  a 
rear  area  for  a rest  period.  Here,  he  stuffed  all  of  his 
accumulated  notes  into  his  barracks  bags  for  safe 


keeping.  In  1947,  while  events  were  still  fresh  in  his 
mind,  he  pieced  together  all  of  his  notes  in  a manu- 
script in  diary  form.  His  description  of  combat  events 
and  the  medical  treatment  rendered  were  from  a van- 
tage point  immediately  behind  the  fighting  com- 
panies of  his  infantry  battalion.  His  battalion  aid  sta- 
tion moved  with  his  regiment  and  was  set  up  wher- 
ever it  stopped.  It  portrays  clearly  Dr  Huebner ’s 
transformation  from  a “green”  young  physician  into 
an  experienced,  committed  medical  officer  knowledg- 
able  in  medicine  on  the  battlefield.  It  discusses  can- 
didly not  only  the  medical  problems  with  which  he 
was  confronted  but  also  the  comhat  hazards  he  faced. 

Huebner  reentered  the  United  States  on  April  1, 
1946,  and  a few  days  later  married  Margaret  Nuber, 
a nurse  who  was  with  the  61st  Station  Hospital  in 
Italy.  He  began  general  practice  in  northeast  Mary- 
land in  May  1946.  In  1963  he  closed  his  office  for  two 


years  and  accepted  a position  in  American  Samoa.  In 
1965  he  made  a motor  trip  through  Italy  and  visited 
all  the  places  where  his  aid  station  had  been  based. 
In  1968  he  again  closed  his  office  and  served  a two- 
year  hitch  in  the  Canal  Zone  at  an  army  hospital.  On 
return  to  this  country  he  joined  the  Veterans  Admin- 
istration Hospital  at  Perry  Point,  Maryland.  In  April 
1985,  his  army  buddy,  Ted  Bellmont  of  Houston,  re- 
newed his  acquaintance  and  encouraged  Huebner  to 
submit  the  diary  of  his  war  experiences  for  publica- 
tion. After  Huebner  retired  from  the  VA  on  January 
19,  1986,  he  began  working  on  this  project. 

The  book  is  enhanced  by  the  inclusion  of  numer- 
ous photographs  of  the  Italian  theater.  Huebner 
writes  in  a matter-of-fact  style  which  is  refreshing; 
he  describes  his  own  participation  too  modestly.  The 
book  portrays  vividly  the  horrors  of  war. 

All  who  participated  in  World  War  II,  particularly 
medical  officers,  and  those  interested  in  military 
medicine  will  find  this  book  of  great  interest. 

— Harris  D.  Riley,  Jr,  MD 
Oklahoma  City 
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Deaths 


Edward  Tiffin  Cook,  Jr.,  MD  Arvin  Craig  Roberson,  MD 

1915  - 1991  1929  - 1991 


OSMA  Life  Member  Edward  T.  Cook,  Jr.,  MD,  died 
June  18,  1991.  A general  practitioner  in  Anadarko, 
Dr  Cook  retired  in  1983  after  43  years  of  practice.  He 
was  secretary-treasurer  of  the  Caddo  County  Medical 
Society  for  12  years  and  was  a past  state  president  of 
the  Oklahoma  Academy  of  Family  Practice.  During 
World  War  II,  Dr  Cook  served  in  the  US  Army  for  four 
and  a half  years.  When  discharged,  he  held  the  rank 
of  lieutenant  colonel.  Dr  Cook  was  a 1938  graduate 
of  the  University  of  Oklahoma  School  of  Medicine. 

Ronald  I.  Cramer,  MD 
1938  - 1991 

Beaver  native  Ronald  I.  Cramer,  MD,  died  June  16, 
1991.  A 1965  graduate  of  the  University  of  Oklahoma 
College  of  Medicine,  Dr  Cramer  established  a radiol- 
ogy practice  in  Oklahoma  City  in  1971.  Prior  to  that, 
he  practiced  briefly  in  Plains,  Kans,  and  then  ac- 
cepted a fellowship  at  Loma  Linda  University  in  Los 
Angeles. 

Clifford  Wesley  Moore,  MD 
1903  - 1991 

Retired  Stillwater  physician  Clifford  W.  Moore,  MD, 
died  January  7,  1991.  A 1927  graduate  of  the  Univer- 
sity of  Oklahoma  School  of  Medicine,  Dr  Moore  was 
trained  in  general  practice  and  devoted  his  career  to 
public  health.  He  was  a retired  US  Navy  medical  of- 
ficer and  became  a Life  Member  of  the  OSMA  upon 
his  retirement  from  practice  in  1973.  Dr  Moore  was 
born  in  Bokoshe,  Okla. 

George  Clifford  Moore,  MD 
1935  - 1991 

George  C.  Moore,  MD,  a retired  obstetrician/ 
gynecologist,  died  May  24,  1991.  Dr  Moore,  a 1962 
graduate  of  the  University  of  Oklahoma  College  of 
Medicine,  was  a native  of  Brooklyn,  NY.  After  com- 
pleting his  internship  and  residency  in  New  Orleans, 
he  returned  to  Ponca  City  to  establish  his  medical 
practice.  Dr  Moore  retired  in  1988  and  was  granted 
Life  Membership  in  the  OSMA  the  following  year. 


Nashville,  Ark,  native  A.  Craig  Roberson,  MD,  died  | 
July  15,  1991,  at  his  home  in  Anadarko.  Dr  Roberson  : 
was  graduated  from  the  University  of  Oklahoma  j 
School  of  Medicine  in  1954.  He  served  two  years  in  the  | 
US  Air  Force  before  beginning  his  family  practice  in  j 
Anadarko  in  1956.  A Life  Member  of  the  OSMA,  Dr  i 
Roberson  retired  in  1988.  During  his  career,  he  i 
served  many  times  as  chief  of  staff  at  Anadarko 
Memorial  Hospital.  He  also  was  an  OSMA  trustee  for 
12  years,  representing  the  Southwest  District. 

Classifieds 

Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word.  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid.  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


NORTHWEST  NEW  MEXICO.  Multi-specialty  clinic  seeking 

general  internist,  orthopaedic  surgeon,  two  family  practitioners, 
otorhinolaryngologist,  pediatrician,  obstetrician/gynecologist, 
general  surgeon  and  a psychiatrist  to  practice  in  71-bed  Christian 
Hospital  in  family-oriented  community.  Salary  guarantees,  mal- 
practice and  benefits  paid  by  clinic.  No  investment  required.  Exc. 
public  and  Christian  schools;  great  outdoor  recreation  area  includ- 
ing snow  skiing,  hunting,  fishing  and  camping.  For  information 
contact  Jan  Haase,  c/o  Rehoboth  McKinley  Christian  Hospital, 
1901  Red  Rock  Drive,  Gallup,  New  Mexico  87301,  (505)  722-7725 
or  722-6295. 


FAMILY  PRACTICE  — Stillwater,  Okla.  Seeking  family  doc- 
tor to  join  two  others  in  a primary  care  practice  (associated  with 
internists  and  pediatricians).  Share  call  three  ways.  Compensa- 
tion and  fringe  benefits  competitive.  For  more  information  call 
405-743-7350. 


ARE  YOU  SEEKING  A POSITION  IN  NEONATOLOGY,  OR- 
THOPEDICS, DERMATOLOGY,  ALLERGY,  RADIOLOGY,  or 
GENERAL/VASCULAR  SURGERY?  We  have  opening  in  Ohio, 
Michigan,  Missouri,  Wisconsin,  and  Nebraska.  Attractive  guaran- 
tees and  benefit  packages.  Single  or  multispecialty  groups.  To  dis- 
cuss your  practice  preferences  and  these  opportunities  please  call 
our  toll  free  number,  1-800-243-4353  or  send  your  CV  to  STREL- 
CHECK  & ASSOCIATES,  INC.;  10624  N.  Port  Washington  Road; 
Mequon,  WI  53092. 


FAMILY  PRACTICE,  OB-GYN,  and  INTERNAL  MEDICINE 

positions  are  available  in  a variety  of  settings  from  Central  Ohio, 
through  Michigan,  Indiana,  Wisconsin  and  Illinois  to  the  rolling 
plains  of  Kansas.  Single  or  multi-specialty  groups  or  solo  with  call 
coverage.  Attractive  guarantees  and  benefits.  For  more  informa- 
tion please  contact  our  toll  free  number,  1-800-243-4353,  or  send 
your  CV  to  STRELCHECK  & ASSOCIATES,  INC.;  10624  N.  Port 
Washington  Road;  Mequon,  WI  53092. 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF 

HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


% 


THE  THINGS  THAT  MAKE  PLICO  HEALTH 


DIFFERENT 


ARE  THE  THINGS  THAT  MAKE  PLICO  HEALTH 


BETTER 


Why  PLICO  Health? 


Guaranteed 


Continued 


Insurability 


PLICO  Health  is  committed  to  guaranteed  continued  insurability  for 
every  member  of  the  Oklahoma  State  Medical  Association.  You  are 
assured  continued  insurability  regardless  of  losses  you,  your  family 
or  your  employees  may  suffer.  That  is  a commitment  no  other 
company  is  willing  to  make,  but  it  is  only  one  of  the  reasons  PLICO 
Health  is  your  best  option. 

To  find  out  more  about  the  advantages  of  PLICO  Health,  give  us  a 
call.  One  of  our  insurance  specialists  will  be  happy  to  provide  you 
with  details. 


The  Physicians  Liability  Insurance  Company 

PO.  Box  26727  • Oklahoma  City,  OK  73126  • 405/524-0801 
1 -800/522-9219 
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Selling  or  Buying  a Practice? 


Practice  evaluation 
Practice  brokerage 


Roger  Harrison 

3750  West  Main,  Suite  AA,  Norman,  OK  73072 
Office  (405)  360-9238  Home  (405)  329-2423 


HELP  PATIENTS  AVOID  PRESCRIPTION  CONFUSION 
USE  IDENTI-MED'  RX  LABEL  SYSTEM 
AN  AID  TO  PATIENT  MANAGEMENT 

Rx  labels  you  can  see  and  feel!  Designed  for  the  "special  patient" 
(blindness,  illiteracy,  language,  age,  etc.)  or  the  patient  on  multiple 
Rx,  such  as  cardiac,  dialysis,  or  diabetes. 

Request  Identi-Med”  Rx  Labels 
For  free  samples  and  information  call; 

Identi-Med,  Inc.  1-800-752-9404  (24  hours) 
1-405-765-0669 


CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS 

J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Surgery  of  the  Hand  & Congenital  Deformities; 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  73116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 


A group  of  laboratories 
affiliated  to  better  serve 
the  medical  profession. 


SOUTHERN  OKLAHOMA 
PATHOLOGY  ASSOCIATES,  INC. 

Ada,  Oklahoma 


MEDICAL  ARTS  LABORATORY 

Oklahoma  City,  Oklahoma 


FAIRVIEW  PATHOLOGY 
CONSULTANTS,  INC. 

Ponca  City,  Oklahoma 


PATHOLOGY  ASSOCIATES 
OF  LAWTON 

Lawton,  Oklahoma 


SOUTHEASTERN  MEDICAL 
LABORATORIES,  INC. 

McAlester,  Oklahoma 


MIDWEST  CITY 
PATHOLOGY,  INC. 

Midwest  City,  Oklahoma 


PATHOLOGY,  INC 

Stillwater,  Oklahoma 


Medical  Arts  Laboratory 
Associated  Regional 
and 

University  Pathologists,  Inc. 

For  Information  Call 
(405)  239-7111  or 
1 (800)  REF-LABl 
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The  Hand  Center 

For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


houshang  Seradge,  md,  figs 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)631-4263 


SOUTHERN  PLAINS  MEDICAL  CENTER,  PC. 

^ ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC 


SOUTHERN  PLAINS 

MEDICAL  CENTER  / Chickasha 

2222  Iowa  — 224-8111 

FAMILY  PRACTICE 
J W McDonlel,  M D 
J O Wood,  Jr,  M D 

INTERNAL  MEDICINE 
WS  Harrison,  M D 
D L Stehr,  M D. 

Don  R Hess,  M D. 

R L Jenkins,  M D, 

L V,  Deck,  M D 
R C Talley,  M D 

CARDIOLOGY 
Joe  T Bledsoe,  M D 

GASTROENTEROLOGY 
C K Su,  M D 

PEDIATRICS 
R.E  Herndon,  M.D 
E Ron  Orr,  M D 
J E Freed,  M.D 
Pilar  Escobar.  M D 
Donald  F Haslam,  M D 


OBSTETRICS  AND 

GYNECOLOGY 
Nancy  W Dever,  M D 
Alan  J.  Weedn,  M D 
David  Rumph,  M D 

NEUROLOGY  (Part-time) 
Andrew  Gin,  M D 

GENERAL  & 

VASCULAR  SURGERY 
Linda  M Johnson,  M D 
Virginia  L Harr,  M D 
Myra  Campbell,  PA 

THORACIC  & 

VASCULAR  SURGERY 
Paul  B Loh,  M D 

OPHTHALMOLOGY 
John  R.  Gearhart,  M D 

ANESTHESIOLOGY 
T Gowlikar,  M D 
Gideon  Lau,  M D 
M.M  Vaidya,  M D 

ACUTE  CARE  & 

OCCUPATIONAL  MEDICINE 
C R Gibson,  M D. 

Edwin  Horne,  Jr , M D 


UROLOGY 
K T Varma,  M D 

ORTHOPEDIC  SURGERY 
J E Winslow,  M D 
Timeri  Murari,  M D 
Bill  OhI,  PA 

CLINICAL  PSYCHOLOGY 
J M Ross,  Ph  D 

RADIOLOGY 
T J Williams,  M D 

SPEECH  PATHOLOGY 
Colette  Ellis,  M.  Ed.,  C.C.C. 

DERMATOLOGY 
Linda  A Reinhardt,  M.D 

ALLERGY 

R E Herndon,  M D. 

W S.  Harrison,  M D 

PHYSICAL  MEDICINE 

& REHABILITATION 
Kumudini  Vaidya,  M.D 

NEUROSURGERY  (Part-time) 
R E.  Woosley,  M D. 


PLASTIC  & RECONSTRUCTIVE 

SURGERY  (Part-time) 

E C Duus,  M D. 

ONCOLOGY  (Part-time) 

R G.  Ganick,  M D 
L M Bowen,  M D 

SOUTHERN  PLAINS 

MEDICAL  CENTER  / Duncan 

2515  West  Elk  — 252-6080 

FAMILY  PRACTICE 
Christopher  M.  Herndon,  M D 
Jeff  Jones,  M D. 

ALLERGY  (Part-time) 

R E Herndon,  M D. 

DERMATOLOGY  (Part-time) 

Mark  Roytman,  M D 

SOUTHERN  PLAINS 

AMBULATORY  SURGERY  CENTER 

2222  Iowa  — Chickasha,  OK 

MEDICARE  Approved 

ADMINISTRATION 
Daniel  N.  Vaughan 
David  L.  Ward 
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OKLAHOMA 

TRANSPLANTATION 

INSTITUTE 

• THE  PREMIER  TRANSPLANTATION  INSTITUTE  IN  OKLAHOMA 

• THE  ONLY  HEART  TRANSPLANT  PROGRAM  IN  OKLAHOMA  TO 
EARN  MEDIOARE  CERTIFIOATION 

• APPROVED  FOR  NATIONAL  LISTINGS  FOR  HEART 
TRANSPLANTATION  BY  MAJOR  INSURANCE  COMPANIES 


Nazih  Zuhdi,  MD 

DIRECTOR 

Chief  Transplant  Surgeon 

Heart  Transplantation 
Heart-Lung  Transplantation 
Lung  Transplantation 

Nazih  Zuhdi,  MD,  Chief 
David  K.C.  Cooper,  MD,  PhD 
Allen  E.  Greer,  MD 
John  S.  Chaffin,  MD 
John  Muchmore,  MD 
Alan  Pribil,  MD 
Vi  Schlegel,  RN 
Sue  Edwards  Colliver 
Kelly  L.  Ward 

Kidney  Transplantation 

Scott  Samara,  MD,  Chief 
B.G.  Smith,  MD 
Paul  Donat,  MD 
Pat  Sumpter,  RN 

Research 

Eugen  Keren,  MD,  PhD* 

Ye  Yong 

Francisco  Neethling  ,MSc 

The  Oklahoma  Transplantation  Institute 
at  Baptist  Medical  Center 


3300  Northwest  Expressway  • Oklahoma  City,  OK  73112 

(405)  949-3349 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 


‘Oklahoma  Medical 
Research  Foundation 
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Orthopedic  & Arthritis  Center 

McBride  clinic,  inc. 

nil  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
“^Stephen  Tkach,  MD,  FACS 
Joseph  F.  Messenbaugh  III,  MD,  FACS 
*J.  Patrick  Evans,  MD,  FACS 
’^Edwin  E.  Rice,  MD,  FACS 
“^Warren  G.  Low,  MD,  FACS 
’'^Thomas  C.  Howard,  MD,  FACS 
=^David  L.  Holden,  MD,  FACS 
*Brock  E.  Schnebel,  MD,  FACS 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
■^Richard  J.  Hess,  MD,  FACP 
*Jon  W.  Blaschke,  MD 
■^R.  Eugene  Arthur,  MD 
*Larry  G.  Willis,  MD 
^Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 

INDUSTRIAL  MEDICINE 

Jack  W.  Parrish,  MD,  FAAFP 

McKinley  S.  Lundy,  DO,  MPH 

Robert  R.  Dugan,  MD 

® MANAGEMENT  SERVICES 

"■Specialty  Board  Diplomate  James  A.  Hyde,  Administrator 


QKttfAHQM'a 


mmm 

(Mg 


Specializing  in  the  diagnosis  and  treatment 
of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 


MAIN  OFFICE 
750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

MERCY  OFFICE 
Mercy  Doctors  Tower 
4200  W.  Memorial  Rd.,  Suite  112 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 
3433  N.W.  56th,  Suite  870 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

NORMAN  OFFICE 
950  North  Porter,  Suite  101 
Norman,  Oklahoma 
(405)  235-0040 


Robert  S.  Ellis,  MDt* 

Lyle  W.  Burroughs,  MDt° 
Charles  D.  Haunschild,  MDt° 
James  H,  Wells,  MDf* 
John  R.  Bozalis,  MD,  t* 
John  S.  Irons,  MDt° 
Warren  V.  Filley,  MD,  f* 
James  R.  Claflin,  MDt° 

Senior  Consultants: 
George  S.  Bozalis,  MD 
George  L.  Winn,  MDf 


t Diplomate  American  Board  of  Allergy  and  Immunology 
• Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


Executive  Director: 

G.  Keith  Montgomery,  MHA 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N.  Saratoga/P.O.  Box  849 
Shawnee,  Oklahoma  74801 
Phone:  (405)  273-5801 
FAX:  (405)  273-2632 


ALLERGY 

INTERNAL  MEDICINE 

ORTHOPEDIC  SURGERY 

A M Bell,  M D 

Michael  W Butcher,  M D 

T A Balan,  M D , F A A 0,5 

Merle  L Davis,  M D 

R M Kamath,  M D , M S, 

AVIATION  MEDICINE 

Larry  D Fetzer,  M D 

(Orth  ),  FA  AO  5 

D A Mace.  M D 

Eldon  V Gibson,  M D 

5 M Waingankar.  M D . M S . 

David  L Holland,  Jr , M D 

(Orth  ),  F A A O S 

GENERAL  SURGERY 

Jerry  Brad  Jarrell.  M D 

Frank  H Howard,  M D 

D A Mace,  M D 

OTORHINOLARYNGOLOGY 

Gary  D Myers,  M D 

S.P  Shetty,  M D 

Shrikant  Rishi,  M.D,,  M S,, 

FA  C S 

INDUSTRIAL  MEDICINE 

OPHTHALMOLOGY 

A M.  Bell,  M D 

David  K Linn,  M D , Ph  D 

PEDIATRICS 

A M Bell,  M D 

INFECTIOUS  DISEASE 

OBSTETRICS. 

William  A Chapman,  M D 

William  A Chapman,  M D 

GYNECOLOGY 

Cynthia  A Alsup,  M D 

R K Mohan,  M D 

NEONATOLOGY 

Richard  E Jones,  M D 

PATHOLOGY  CONSULTANT 

R K Mohan,  M D 

Stephen  E Trotter.  M D 

David  L McBride.  M D 

RADIOLOGY  CONSULTANTS 

William  Phillips,  M D 
Robert  G,  Wilson,  M D 
Ctanfill  K Wisdom,  M D 

ANCILLARY 

SMCC  Radiology 
SMCC  Laboratory 
SMCC  Physical  Therapy 

ADMINISTRATOR 

Lee  Michael  Hilka 


Shawnee  AM+PM  Clinic 

1501  Airport  Dr.  at  Independence 
(405)  275-4931 


ORTHOPEDIC  ASSOCIATES,  INC 

AND 

AMBULATORY  SURGERY  CENTER 


3301  N,W.  50th 

Oklahoma  City,  Oklahoma  731 12-5691 
(405)  947-091 1 


David  R.  Brown,  MD 
Ralph  E.  Payne,  Jr,  MD 
J.  Charles  Monnet,  MD 
David  A,  Flesher,  MD 


Nathan  E.  Bradley,  MD 
Thomas  H.  Flesher,  III,  MD 
Michael  O.  Williams,  MD 
James  M.  Odor,  MD 


Jimmy  H,  Conway,  Jr,,  M D. 

Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 
Surgery  of  the  Spine 


Total  Joint  Replacement 
Physical  Therapy 
Conservative  Spine  Care 
General  Orthopedic  Services 
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Y 

T E S, 


DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OF  RADIOLOGY 


I N C. 


Diagnostic  Radiology,  Mammography 
Ultrasound,  Nuclear  Medicine 
Computed  Tomography 
Magnetic  Resonance  Imaging 
Angiography  and  Interventional  Radiology 


JAMES  T.  BOGGS,  M.D, 

RICHARD  B,  PRICE,  M.D.,  F.A.C.R..  D.A.B.N.M. 
G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALF  E.  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P. 
ROGER  B.  COLLINS,  M.D. 

GARYG.  ROBERTS  , M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R, 

JAY  A.  HAROLDS,  M.D.,  F.A.C.R.,  D.A.B.N.M. 
CAROL  KAHNERT  YATES  , M.D. 

FRANCIS  “TAD”  CASSIDY,  JR.,  M.D. 

JOHN  A.  OWEN.  M.D. 

WALTER  J.  MILTON,  M.D. 

BUSINESS  MANAGER 
PAULA  BUTLER 


PRACTICE  LOCATIONS 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N.W.  56TH.  SUITE  C-10 
OKLAHOMA  CITY.  OK  73112 
(405)  945-4750 


BAPTIST  MEDICAL  CENTER 
3300  N.W.  EXPRESSWAY 
OKLAHOMA  CITY.  OK  73112 
(405)  949-3202 


DEACONESS  HOSPITAL 
5501  N.  PORTLAND 
OKLAHOMA  CITY,  OK  73112 
(405)  949-6107 


NORTHWEST  MEDICAL  CENTER 
3330  N W.  56TH  STREET,  SUITE  206 
OKLAHOMA  CITY,  OK  73112 
(405)  945-4740 


iii^l 

MEDICAL  PLAZA  IMAGING 

COMPUTED  TOMOGRAPHY  — MAGNETIC  RESONANCE  IMAGING 

BAPTIST  MEDICAL  PLAZA  NORTH  7 _ •)  ■\ 

3433  N.W.  56TH,  SUITE  C-10  MONDAY  - SUNDAY 

OKLAHOMA  CITY,  OK  73112  7-DAY  WEEK  SERVICE 

(405)  945-4760 
1-800-522-6613 


OKLAHOMA  HAND 


SURGERY  CENTER,  INC. 


Carlos  A.  Garcia-Moral,  MD,  FACS 

405/232-3210 

300  Northwest  13th,  Suite  100 


Kenneth  A.  Hieke,  MD 


Oklahoma  City,  OK  73103 
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ALLERGY 


JAMES  A MURRAY.  MD,  INC 
Diagnosis  and  Treatment  ol  Allergic  Diseases 
Adults  and  Children 


Galen  P Robbins,  MD 
Williams  S.  Myers.  MD 
Lawrence  M Higgs,  MD 
William  J Fors.  MD 


CARDIOVASCULAR  CLINIC 

W,  H.  Oehlert,  MD  Mel  Clark.  MD 

Charles  F,  Bethea,  MD  Jerome  L Anderson,  MD 
Fred  E.  Lybrand,  MD  Santosh  T Prabhu,  MD‘ 

Richard  T Lane,  MD 


CARDIOVASCULAR  DISEASES 


JAMES  A MURRAY,  MD 
Fellow  American  Academy  ol  Allergy 
Fellow  American  College  ol  Allergists 
Diplomate  Amencan  Board  ol  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Prolessional  Building  (918)  492-0484 

Tulsa,  Oklahoma  74177 


Northwest  Medical  Center 


Suite  602 


Cardiac  catheterization,  aortography  and  coronary  anterlography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  etlort  tolerance 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Oklahoma  City,  OK  73112  Telephone  947-3341 

4200  W Memorial,  Suite  704,  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


NORTHWEST  ALLERGY  CLINIC,  INC 

John  L Davis,  M D 
3330  N W 561h 

Oklahoma  City,  Oklahoma  731 12 
405  843-6619 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS,  State  PPO  Accepted 

Ponca  City  Stillwater  Shawnee 

1 -800-383-7546 


OKLAHOMA  ALLERGY  CLINIC,  INC. 

Specializing  in  the  Diagnosis  and  Treatment  ot  Allergic  Disease 


Roberts.  Ellis,  MDf 
LyleW  Burroughs,  MDt° 
Charles  D.  Haunschild,  MDf 
James  H Wells,  MDf 


John  R.  Bozalis,  MDf 
John  S Irons,  MDf 
Warren  V Filley,  MDf 
James  R.  Claflin,  MDf 


Senior  Consultants.  George  S.  Bozalis,  MD;  George  L.  Winn,  MDf 

t Diplomate  American  Board  of  Allergy  and  Immunology 
' Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


RONALD  W GILCHRIST,  JR  , MD 
Diseases  and  Malignancies  ol  the  Skin 

Oklahoma  City,  X-Ray  and  COj  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


SKIN  & SKIN  CANCER  CENTER,  INC. 
C.  Jack  Young.  MD 

Diplomate  American  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 


Central  Office;  Baptist  Medical  Plaza  N 

750  NE  13th  St,  3433  NW  56th 

Okla  City,  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W.  Memorial 
Suite  112 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 


ANESTHESIOLOGY 


ROBERT  E KAPLAN,  M D. 

— Anesthesiology  — 

Pain  Management 
3500  State  Street 

Telephone:  918-333-4550  Bartlesville,  OK  74006  Fax:  918-333-5886 


Clinic  Building  South  of  Baptist  Hospital 

3434  N W 56,  Oklahoma  City  (405)  946-5678 


ENDOCRINOLOGY 


M GUDE,  MD,  MRCP  (UK),  FACP 
Diplomate,  American  Boards  of  Internal  Medicine 
and  Endocrinology/Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  - THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC,  OK  73119  PH:  681-1100 
North  Office:  6001  NW  120th  Ct  #6,  OKC,  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


CARDIOVASCULAR 


GYNECOLOGIC  ONCOLOGY 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catheterization,  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 


Gynecologic  Oncology  & Pelvic  Surgery 
JEFFREY  J SMITH,  MD,  FACOG,  FACS 


■G,L,  Honick,  MD,  FACC  943-8428 
■J  L Bressie.  MD,  FACC  946-0568 
A,F,  Elliott,  MD,  FACC  943-8421 
A S.  Dahr,  MD,  MS  947-2321 


■J,  Voda,  MD,  FACC  947-1297 
G.L.  Worcester,  MD  943-4134 
•K.J.  Kassabian,  MD  272-8397 


'Certified  by  the  American  Board  of  Cardiovascular  Disease 
Baptist  Medical  Plaza 


Certified,  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 

711  Slanton  L Young  Blvd.  #706 
Oklahoma  Cify,  Oklahoma  73104 
271  -3200 


7th  Floor,  3433  N.W.  56th 


Oklahoma  City.  Oklahoma  73112 


Professional  card  listings  are  available 
to  OSMA  members.  They  are  sold  in 
vertical  increments  of  one-half  inch  at 
the  rate  of  $55.00  per  half  inch  per  year. 
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NEPHROLOGY 


Practice  of  Internal  Medicine  and  Nephrology 

TV  VENKATA  RAMAN,  MD.  FACP 
Diplomate  American  Board  of  Internal  Medicine  and  Nephrology 

Classen  Professional  Bldg.  M D Medical  Tower 

1110  N.  Classen  Blvd,.  #200  8121  National  Ave.,  #401 

Oklahoma  City,  OK  73106  Midwest  City,  OK  73110 

(405)  235-8229  (405)  733-9987 


OPHTHALMOLOGY. 


John  W Huneke,  MD,  FACS,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada.  Oklahoma  74820 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  nth  Street  Oklahoma  City  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD.  INC 
Diplomate,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office:  405/272-6802  After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS,  PC 
Baptist  Medical  Center  - South  Building 
3435  N W 56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 

S.  Fulton  Tompkins,  MD,  DABOS  John  F Thompkins,  MD,  DABOS 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S W 44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


PEDIATRIC  SURGERY 


WM  P TUNELL,  MD*  DAVID  W.  TUGGLE.  MD* 

940  NE  13th  Street.  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
*American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R.  Mural!  Krishna,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
John  C.  Andrus,  M D.,  MAPA 
Diplomate,  American  Board  of  Psychiatry 
Shree  S.  Vinekar,  M D . FAACP 
Diplomate,  American  Board  of  Psychiatry  and  Child  Psychiatry 
Twyla  J.  Smith,  M.D.,  Diplomate,  American  Board  of  Psychiatry 
Charles  E.  Smith,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
Cheryl  L Feigal,  M D , Diplomate.  American  Board  of  Psychiatry 
V GIrijanand  Bhat,  M D,,  MRCPsych  (UK) 
CONSULTANTS 
Robert  J.  Outlaw,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
PovI  Toussieng,  M D , FAPA 

Thurman  E Coburn.  Ph  D.,  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Donna  D,  Smela,  ACSW.  Clinical  Psychiatric  Social  Worker 
St.  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER.  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K.  IMES,  MD 
JOHN  E HUFF,  MD 
ELWOOD  F WILLIAMS.  MD* 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 
*Board  Eligible  Pulmonary  Disease 

3330  N W 56th  Street,  Suite  212  (405)  947-3335 

Oklahoma  City,  Oklahoma  73112 


KATHERINE  S.  LITTLE,  MD 
DENNIS  M PARKER,  MD 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O-  SMITH,  JR,,  MD.  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified-American  Board  of  Otolaryngology 
4200  West  Memorial  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


3330  N W,  56th  Street.  Suite  208 

Oklahoma  Cih/,  Oklahoma  73112 


OSMA  News 

Another  OSMA  member  service 


(405)  949-2215 
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RADIOLOGY 

CHET  BYNUM,  MD 

DIAGNOSTIC  RADIOLOGY 

GLENNA  YOUNG,  MO 

Fluoroscopy 

Tomography 

Xeromammography 

WHOLE  BODY  CT  SCANNING 

Ultra  Sonography 

13301  N Meridian  Bldg 

300 

1 125  N Porter 

Oklahoma  City,  Oklahoma  73120 

Norman,  Okla  73071 

(405)  752-0186 

(405)  364-1071 

RADIOLOGIC  SPECIALTIES,  LTD 
4045  Northwest  64th  Street.  Suite  125 
Oklahoma  City,  Oklahoma  73116 

Practice  Limited  Tc  CT  Scanning 

V C Tisdal  III.  MD  (405)  040-0075  Rebecca  Goen  Tisdal,  MD 
Diplomates  American  Board  of  Radiology 


WILLIAM  J FORREST.  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3400  N W Expressway  947-8760 

Oklahoma  City 


HERBERT  M KRAVITZ,  MD,  FACS 

Diptomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic  and  Cleft  Palate  Surgery 

Office  (405)  946-2694  2620  Northwest  Expressway 

Oklahoma  City.  Oklahoma  73112-7207 


UROLOGY 


A de  QUEVEDO,  MD,  Inc 
Diplomate  of  the  American  Board  of  Urology 

Suite  606 

1211  N Shartel  Oklahoma  City,  Oklahoma  73103  232-1333 


RHEUMATOLOGY 


THE  ARTHRITIS  CLINIC 

Lloyd  G McArthur.  PhD.  MD  Winfred  L Medcall,  MD 

Robert  C Troop,  PhD,  MD 
207  C Street  NW  Ardmore,  OK  73401 

Phone  405-223-5180 


SURGERY,  HAND 


G M RAYAN,  MD.  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery, 

Board  Certified  Hand  Surgery 
Orthopaedics.  Upper  Extremity,  Hand  & Microsurgery 

3433  NW  56th,  Suite  850  Oklahoma  City,  OK  73112 


BARNEY  J LIMES,  MD  FACS 
1211  N Shartel,  Suite  208 
Oklahoma  City.  Okla  73101 
Phone  235-0315 
2801  Parklawn  Dr , Suite  300 
Midwest  City,  Okla  73110 
Phone  737-3538 
Practice  Limited  to  Urology 
Diplomate  American  Board  ol  Urology 


JOSEPH  D PARKHURST  MD,  FACS 
Diplomate  American  Board  ot  Urology 

2345  N Tompkins  1309  S Holly 

Bethany.  OK  73008  495-6134  Yukon,  OK  73099 


CHARLES  L REYNOLDS,  JR  , MD,  FACS.  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  ol  UROLOGY 
DISEASES  of  the  KIDNEY.  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKLAHOMA  73112 
OFFICE  (405)  843-5761 

RESIDENCE  (405)  842-6420  IF  NO  ANSWER  (405)  942-1122 


HOUSHANG  SERADGE.  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S W 44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 


PARAMJIT  S BAJAJ,  MD,  FACS 
FRCS  (England),  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1110  N Classen  Blvd  , Suite  304  13313  N Meridian,  Suite  A 

Oklahoma  City,  OK  73106  Oklahoma  City.  OK  73120 

235-6671  755-6366 


Medical  Update 

brochures  and  display  placards 
Another  OSMA  member  service 


Professional  card  listings  are  available 
to  OSMA  members.  They  are  sold  in 
vertical  increments  of  one-half  inch  at 
the  rate  of  $55.00  per  half  inch  per  year. 
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Instructions  for  Authors 

Contributions 

Articles  submitted  for  publication,  including  Annual  Meet- 
ing papers,  become  the  sole  property  of  the  Journal  and 
must  not  have  been  published  elsewhere.  The  Editorial 
Board  reserves  the  right  to  edit  any  material  submitted. 
Manuscripts  must  be  typewritten,  double-spaced,  and  sub- 
mitted in  duplicate.  Authors  who  can  do  so  are  encouraged 
to  submit  their  manuscripts  on  computer  disk  as  well;  disk 
should  be  in  ASCII  or  text-only  format  and  clearly  labeled 
with  the  manuscript’s  title  and  author.  The  Journal  does 
not  assume  responsibility  for  the  statements  or  opinions  of 
any  contributor. 

Style 

All  manuscripts  should  adhere  to  the  style  adopted  by  the 
American  Medical  Association  as  illustrated  in  JAMA  and 
detailed  in  the  AMA’s  Manual  of  Style.  An  abstract  of  150 
words  or  less  should  accompany  each  paper  and  should  state 
(1)  the  exact  question  considered,  (2)  the  key  points  of 
methodology  and  success  of  execution,  (3)  the  key  findings, 
and  (4)  the  conclusion(s)  directly  supported  by  these  find- 
ings. Footnotes,  bibliographies,  and  legends  for  illustrations 
should  be  typewritten,  double-spaced,  on  separate  sheets. 
References  are  to  be  listed  in  the  order  of  their  appearance 
in  the  article. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
magazine. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript 
Press,  222  East  Eufaula,  Norman,  Oklahoma  73069,  prior 
to  publication  of  their  articles.  Other  requests  for  reprints 
must  be  made  to  the  Transcript  Press  within  30  days  after 
publication. 

News 

Readers  are  encouraged  to  submit  news  items  of  interest 
to  Oklahoma  physicians.  Where  dates  of  meetings,  etc,  are 
important,  please  remember  that  each  issue  closes  on  the 
first  day  of  the  preceding  month  and  reaches  subscribers  in 
the  latter  half  of  the  month  of  publication. 
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Auxiliary 


This  is  a great  year  to  be  a member  of  the  Okla- 
homa State  Medical  Association  Auxiliary!  It  is 
a year  in  which  auxilians  can  be  proud.  It  is  also  a 
year  to  become  more  involved  in  the  governmental 
changes  affecting  medicine.  It  is  a year  that  is  off  to 
' a terrific  start  and  that  will  continue  to  unfold  with 
many  surprises  and  challenges  that  auxilians  can  ad- 
; dress!  It  will  be  a year  in  which  members  can  show 
that  they  “care  enough  to  make  a difference.” 

The  theme  of  “Caring  Enough  to  Make  a Differ- 
ence” is  one  that  is  appropriate  for  the  time  in  which 
we  live.  Physicians  and  their  families  are  undergoing 
significant  stress  in  their  lives  due  to  the  drastic 
changes  being  made  by  governmental  agencies  in  the 
practice  of  medicine.  It  is  a time  for  auxilians  to  be 
united  in  their  goals  of  lending  support  to  one 
another  and  in  enhancing  the  quality  of  life  through 
the  health  education  services  they  provide  to  their 
communities. 

This  auxiliary  year  started  with  an  exciting 
‘ event.  At  the  American  Medical  Association  Aux- 
I iliary  convention  in  June,  Sherry  Strebel  of  Okla- 
I homa  City  was  installed  as  the  first  AMAA  president 
; from  the  state  of  Oklahoma.  It  was  a proud  event  for 
' all  Oklahomans  as  Sherry  will  represent  us  well 
' through  her  high  caliber  of  leadership. 

The  year  continued  on  a succcessful  note  when 
the  OSMAA  held  its  Leadership  Retreat  in  Okla- 
homa City  in  early  July.  Fifty  auxilians  from  around 
the  state  took  advantage  of  the  outstanding  pro- 
, grams  that  were  provided.  Programs  such  as  leader- 
ship styles,  parliamentary  procedure,  the  auxiliary’s 
heritage,  listening  techniques,  and  the  importance  of 
volunteerism  provided  valuable  insight  and  informa- 
tion on  effective  leadership  skills.  Sessions  on  mem- 
bership, health  projects,  legislation,  publicity,  and 
AMA-ERF  provided  members  with  the  knowledge  of 
the  goals  for  the  year.  Social  times  were  also  included 
for  getting  to  know  one  another  better  and  for  the  fun 
that  auxilians  always  have  when  they  get  together. 

This  year’s  theme  of  “Caring  Enough  to  Make  a 
Difference”  is  one  with  which  auxilians  are  already 
familiar.  It  is  a philosophy  which  auxilians  have 
exemplified  throughout  the  history  of  the  OSMAA. 
This  caring  and  concern  must  continue  to  be  our  com- 
mon thread.  Communities  depend  on  their  auxilians 


for  health  projects  such  as  teen  health  symposiums, 
health  fairs,  puppet  shows  for  drug  education,  and 
screening  preschoolers  for  conditions  such  as  lazy 
eye. 

Physicians  also  depend  on  auxilians  for  their  help 
in  the  legislative  arena.  Medicine  is  at  its  most  cru- 
cial point.  All  members  of  the  medical  community 
must  let  their  voices  be  heard  in  significant  numbers 
on  such  issues  as  the  RBRVS  implementation  and  on 
tort  reform. 

Auxilians  also  “care  enough  to  make  a difference” 
in  each  other’s  lives.  The  support  that  we  can  give 
each  other  is  vital.  Support  can  range  from  phoning 
that  friend  whose  spouse  is  in  a malpractice  suit  to 
going  out  to  lunch  with  a fellow  auxilian  just  for  fun. 

“Caring  Enough  to  Make  a Difference”  requires 
active  participation  to  be  effective.  We  must  care 
enough  to  get  the  job  done.  In  the  area  of  legislation, 
we  must  continue  to  become  better  educated  on  the 
issues  and  to  take  such  action  as  writing  letters  to 
our  Congressional  delegation  when  necessary.  We 
must  help  to  enhance  the  quality  of  life  in  our  com- 
munities through  the  health  projects  that  we  select 
for  implementation.  We  can  ensure  the  high  quality 
of  medical  education  and  research  through  our  fund- 
raising for  AMA-ERF. 

We  can  care  enough  to  make  a difference  in  the 
lives  of  our  family  members,  our  friends,  and  fellow 
community  members  this  year  through  our  concerted 
efforts  as  auxilians.  We  can  be  proud  of  the  ac- 
complishments that  we  have  made  in  past  years.  We 
must  now  be  ready  to  accept  the  challenges  that  the 
present  and  future  bring.  We  must  be  ready  to  ac- 
tively participate! 

The  theme  and  goals  have  been  planned  for  the 
year.  The  stage  has  been  set  for  an  exciting  and  suc- 
cessful year.  The  most  important  ingredient  is  YOU, 
the  auxilian!  Your  help  is  appreciated  and  your  input 
is  invaluable!  Please  join  us  for  a year  of  tremendous 
personal  satisfaction  and  for  a year  of  fun.  Members 
of  the  Oklahoma  State  Medical  Association  Auxiliary 
will  work  together  this  year  to  “care  enough  to  make 
a difference!” 

— Susan  Paddack  (Mrs  Gary) 
OSMAA  President 
Ada 
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The  Last  Word 


■ This  year’s  AM  A National  Political  Education 

Conference  will  be  held  Wednesday  and  Thursday,  Oc- 
tober 2 and  3,  in  Washington,  DC.  The  conference  will 
offer  grassroots  activists  and  would-be  activists  a 
chance  to  develop  their  skills  in  meeting  with  mem- 
bers of  Congress  and  presenting  medicine’s  story  to 
them.  The  first  day  of  the  conference  will  be  devoted 
to  direct  lobbying  of  members  of  Congress.  The  sec- 
ond day  will  focus  on  developing  specific  skills  such 
as  lobbying  techniques,  fundraising,  and  presenta- 
tion skills.  For  additional  information  and  registra- 
tion information,  call  Robert  Baker  at  the  OSMA, 
1-800-522-9453  or  (405)  843-9571. 

■ Robert  W.  Block,  MD,  professor  and  vice- 
chair, Department  of  Pediatrics,  OUCMT,  has  been 
awarded  the  1991  ^iend  of  Children  Award  by  the 
Oklahoma  Institute  of  Child  Advocacy.  The  award 
was  presented  at  the  institute’s  banquet  in  Okla- 
homa City  in  April.  Dr  Block,  chief  child  abuse 
examiner  for  the  state,  also  has  received  an  award 
from  the  National  Association  of  Pediatric  Nurses 
and  Practitioners. 

■ The  Tulsa  County  Medical  Society’s  Doctors 

of  the  Year,  named  in  March,  are  Irvin  B.  Braverman, 
MD;  William  F.  Ewing,  Jr.,  MD;  Homer  D.  Hardy,  Jr., 
MD;  Richard  E.  McDowell,  MD;  William  R.  McShane, 
MD;  William  J.  O’Meilia,  MD;  and  C.  William  Sim- 
coe,  MD. 

■ Named  Governor  for  the  Oklahoma  Chapter 

of  the  American  College  of  Physicians  (ACP)  is  John 
M.  Kalbfleisch,  MD,  Tulsa,  clinical  professor,  Depart- 
ment of  Internal  Medicine,  OUCMT.  He  succeeds  F. 
Daniel  Duffy,  MD,  professor  and  chair.  Department 
of  Internal  Medicine,  who  had  held  the  position  since 
1987. 

■ Edward  J.  Tomsovic,  MD,  retiring  dean  of  the 

University  of  Oklahoma  College  of  Medicine-Tulsa 
(OUCMT),  has  been  named  recipient  of  the  Edgar  W. 
Young  Lifetime  Achievement  Award.  The  award  was 
presented  at  the  1991  Annual  Aesculapian  Awards 
Banquet  held  March  30  in  Oklahoma  City.  Named  in 
memory  of  a former  associate  dean  of  student  affairs 


of  the  OU  College  of  Medicine,  the  award  is  given  an- 
nually by  the  graduating  class  to  a faculty  member 
who  has  contributed  a lifetime  of  excellence  in  med- 
ical education. 

Also  honored  by  Glenn  H.  Lytle,  MD,  Department 
of  Surgery,  who  received  the  full-time  faculty  award. 

■ A $1  million  endowed  chair  in  matemal/fetal 

medicine  has  been  established  at  the  University  of 
Oklahoma  Health  Sciences  Center  (OUHSC)  in 
Oklahoma  City.  The  James  A.  Merrill  chair  is  the 
first  endowed  chair  in  the  Department  of  Obstetrics 
and  Gynecology,  located  within  the  OU  College  of 
Medicine.  The  chair  was  named  in  honor  of  Dr  James 
A.  Merrill,  who  served  as  departmental  chairman 
from  1961  to  1984. 

■ September  is  Child  Immunization  Month.  The 

Centers  for  Disease  Control  (CDC)  is  working  with 
the  Healthy  Mothers/Healthy  Babies  Coalition  to 
reach  a 90%  immunization  level  for  preschool  chil- 
dren. More  than  90  organizations,  including  the 
AMA,  participate  in  the  coalition.  According  to  the 
CDC,  the  current  measles  epidemic  demonstrates 
that  children  are  not  receiving  vaccines  that  are  ap- 
propriate for  their  ages.  An  AM  A-sponsored  publicity 
campaign  is  encouraging  physicians  to  promote  im- 
munization. 

■ The  AMA’s  latest  edition  of  Medicolegal  Forms 

with  Legal  Analysis,  like  its  predecessors,  contains 
suggested  language  for  letters  to  withdraw  from  a 
case,  discontinue  a practice,  and  authorize  a transfer 
of  records.  It  covers  a variety  of  situations  as  diverse 
as  privileged  communications,  living  wills,  and  HIV 
testing.  The  publication  also  provides  a brief  legal 
analysis  of  some  of  the  more  common  issues  that  con- 
front physicians.  The  analyses  are  supported  by  court 
decisions  and  statutes.  To  order  copies,  call  the 
Member  Service  Center  at  (800)  262-3211. 

■ Authors  planning  to  submit  manuscripts  to 

the  OSMA  Journal  are  reminded  that  accompany- 
ing floppy  disks,  formatted  in  ASCII  or  text-only, 
would  be  useful  and  appreciated.  (J) 
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701  N.E.  10th  Street 
Oklahoma  City,  OK  73104 


271-2700 
1-800-522-0224 


Ambulatory  Care.  271-2728 

Kent  C.  Hensley,  M.D. 

Leslie  A.  Ameson,  M.D. 

Aviation  Medicine.  271-2728 

Leslie  A.  Ameson,  M.D. 

Behavioral  Medicine.  271-2453 

Lucien  D.  Rose,  Ph.D. 

William  J.  Shaw,  Psy.D. 

Everett  E.  Bayne,  M.D. 

Cardiology,  271-2733 
Thomas  R.  Russell,  M.D. 

Paul  C.  Houk,  M.D. 

Alan  R.  Puls,  M.D. 

Angelo  S.  Ferraro,  M.D. 

William  A.  Collazo,  M.D. 

Thomas  F.  McGarry,  M.D. 

Cardioyascular-Thoracic 
Surgery.  271-2733 
R.  Mark  Bodenhamer,  M.D. 

Brian  R.  Boggs,  M.D. 

Dermatology.  271-2794 
James  B.  Stewart,  Jr.,  M.D. 

Endocrinology.  Diabetes.  271-2717 

James  L.  Males,  M.D. 

Ronald  P.  Painton,  M.D. 

Jonathan  L.  Davis,  M.D. 

Family  Medicine.  271-2501 

Dermis  J.  Friese,  M.D. 

John  R.  Perkins,  M.D. 

Craig  A.  Phelps,  M.D. 

Steyen  A.  Crawford,  M.D. 

Robert  E.  Terrell,  M.D. 
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Pulmonary  Disease/Critical 
Care.  271-2933 
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Mark  S.  Fixley,  M.D. 
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Family  therapy 
for  colic 

The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  fact  is  clear: 

Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That’s  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.' 


Frequency  of  crying  attacks  Amplitude  of  crying  attacks 


TO  0' ' 1 1 1 1 1 ro  0i  r , r , , . 

f 1234567fl234567 


Period  of  therapy  (days)  Period  of  therapy  (days) 

Placebo  therapy  Active  therapy 
p values  (active  vs  placebo)  NS  = Not  signilicani  •p<  0 05  tp<  0 02  tp<0  01 

Double-blind,  randomized,  placebo-controlled  study 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it’s  naturally  flavored- 
something  else  they’ll  appreciate. 


(simethicone/ 

antigas) 


Helps  you  through 
the  colic  phase. 


1 Kanwaljit  SS,  Jasbir  KS  Simethicone  in  the  management  of  infant  colic 
Practitioner  1988:232  508. 
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PZ24 


For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 


Idn  IG 


has  the  right  answers 


Rapid  epigastric  pain  relief"'' 
Fast  and  effective  ulcer  healing 


2,3,4 


Axm 

PASSES  THE  ACID  TEST 


'Most  patients  experience  pain  relief  with  the  first  dose. 

See  adiacent  page  for  references  and  brief  summary 
of  prescribing  information. 
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AXID " (nizatidine  capsules) 

Briet  Summary  Consult  the  package  insert  tor  complete  prescribing  information 
Indications  and  Usage  1 ^cO^ei^iycHrena/u/ce/^-loruptoSweeksollieatmenl  Most 

patients  heal  within  ^t  weeks 

2 Maintenance  therapy -\o(  healed  duodenal  ulcer  patients  at  a reduced  dosage 
ol  150  mg  hs.  The  consequences  of  therapy  with  Axid  tor  longer  than  1 year 
are  not  known 

Contraindications  Known  hypersensitivity  to  the  drug  Because  cross  sensitivity  in 
this  class  ol  compounds  has  been  observed,  Hj-receptor  antagonists,  including  ^<ld. 
should  not  be  administered  to  patients  with  a history  ol  hypersensitivity  lo  other 
Hj-receptor  antagonists 

Precautions:  General-).  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  ol  gastric  malignancy 
2,  Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insutticiency 

3 In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction, 
Ihe  disposition  ol  nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  fesfs-False-posilive  tests  lor  urobilinogen  with  Muliistix*  may  occur 
during  therapy 

Drug  Interactions -Uo  interactions  have  been  observed  with  theophylline, 
chtordiazepoxide,  lorazepam,  lidocame,  phenytoin,  and  warfarin  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system,  fherelore,  drug  interactions  mediated  by 
inhibition  ol  hepatic  metabolism  are  not  expected  to  occur  In  patients  given  very 
high  doses  (3,900  mg)  ot  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine,  150  mg  b i d , was  administered  concurrently 
Caranogenesis.  Mutagenesis.  Impairment  ol  fertility -^2^yea^  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  ot  a carcinogenic  efiect  There  was  a 
dose-related  increase  m the  density  ol  enterochromattin-like  (ECL)  cells  in  Ihe  gastric 
oxyntic  mucosa  In  a 2-yeai  study  in  mice,  there  was  no  evidence  ol  a carcinogenic 
effect  in  male  mice,  although  hyperplastic  nodules  ot  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  ol  Axid 
(2,000  mg/kg/day,  about  330  limes  Ihe  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  ol  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  for  the  strain 
ol  mice  used  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  ot  mild  liver  injury  (transaminase  elevahons)  The  occurrence  ol 
a marginal  lindmg  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepaloloxic  dose,  with  no  evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day,  about  60  times  (he  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  ol  a carcinogenic  potential  lor  Axid 
Axid  was  not  mutagenic  in  a battery  ol  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  ONA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test 

In  a 2-generalion.  perinatal  and  postnatal  lerfilify  study  in  rats,  doses  ot  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny 

Pregnancy  - Teratogenic  f heels  - Pregnancy  Category  C - Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect  but,  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  ol  live  fetuses,  and  depressed  fetal  weights  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement,  coarctation  of  (he  aortic  arch,  and  cutaneous 
edema  in  1 felus,  and  at  50  mg/kg.  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus  There  are, 
however,  no  adequate  and  weil-conirolled  studies  m pregnant  women  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  lo  a pregnant 
woman  or  can  affect  reproduction  capacity  Nizatidine  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mofhers -Studies  in  laclaling  women  have  shown  (hat  0 1%  ol  an  oral 
dose  IS  secreted  m human  milk  in  proportion  to  plasma  concentrations.  Because  of 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  Ihe  drug,  taking  into  account  Ihe  importance 
ot  the  drug  to  the  mother 

Pediatric  Use-Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Pafrerrfs- Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities.  Age  alone  may  nut  be  an  important  factor  in  the  disposition  ot 
nizatidine  Elderly  patients  may  have  reduced  renal  function 
Adverse  Reactions,  Climcal  trials  ot  varying  durations  included  almost  5,000  patients 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1.900  nizatidine  patients  and  over  1,300  on  placebo,  sweating  (1%  vs  0 2%), 
urticaria  (05‘^c  vs  <0.01%),  and  somnolence  12  4^^0  vs  1 3®'(i)  were  significantly 
more  common  with  nizatidine  It  was  not  possible  lo  determine  whether  a variety  of 
less  common  events  were  due  lo  the  drug 
Wepaf/c-Hepalocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients  In  some  cases, 
there  was  marked  elevation  (>500  lU/L)  in  S60T  or  SGPT  and,  in  a single  instance, 
SGPT  was  >2,000  lU/L  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  ol  up  lo  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid 
Cardiovascular  ~ In  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects 

CA/S-Rare  cases  ol  reversible  mental  contusion  have  been  reported 
Endocrine-Omca\  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogemc  activity  due  to  nizatidine  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo 
Gynecomastia  has  been  reported  rarely 

Hematologic-fa)a\  thrombocytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  H^-receptor  antagonist  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs  Rare  cases  ot  thrombocytopenic  purpura 
have  been  reported 

Iniegumental -Swa\\uq  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patien*s  Rash  and  exfoliative  dermatitis  were 
also  reported 

Hypersensitivity  - ks  with  other  H^-receplor  antagonists,  rare  cases  ol  anaphylaxis 
following  nizatidine  adminisiration  have  been  reported  flare  episodes  of  hypersensitivity 
reacbons  (eg,  bronchospasm,  laryngeat  edema,  rash,  and  eosinophilia)  have  been  reported 
Ofher-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been  reported 
Overdosage  Overdoses  of  Axid  have  been  reported  rarely  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy  Renal  dialysis  does  nol  substantially  increase 
clearance  of  nizatidine  due  to  its  large  volume  of  distribution 

PV  2091  AMP 
(091190) 
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Additional  intormation  available  lo  the  profession  on  request 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


YOCON‘ 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkyiamine 
alkaloid  with  chemicai  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  ot  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  Is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon » is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  intormation  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  In  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.''2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, ' ■3  '*  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  . 3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 


PALISADES  PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 
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No  one  ever  said  being  a doctor  was  easy! 

Do  you  frequently  Find  yourself  frustrated 
by  government  mles  and  insurance  company  reg- 
ulations that  have  you  working  harder  and  making 
less?  Trying  to  take  care  of  your  patients  while 
handling  the  business  aspects  of  your  practice  is 
as  crazy  as  leaving  the  chute  on  the  back  of  El  Diablo. 

If  contract  insurance  plans  and  office  problems 
are  giving  you  a rough  ride,  take  the  bull  by  the 
horns  and  call  the  Professionals  at  Professional 
Office  Management. 

POM  is  the  oldest  and  most  reliable  practice 
management  company  in  Oklahoma.  We  have  the 
experienced  staff  and  resources  necessary  to  keep 
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Editorial 


On  the  Germ  Theory  of  Disease 

Amid  amazement  at  the  wonderful  effects  of  current 
antibiotics  on  the  infections  that  affect  the  human 
race,  an  uneasy  feeling  arises  when  we  take  note  that 
the  species  list  of  the  invaders  remains  unchanged 
from  days  of  yore.  The  old  yellow  staphylococcus  is 
still  found  in  osteomyelitis  and  in  boils.  Tuberculosis 
has  found  a new  cohort  of  immunodeficient  humans 
for  its  current  rejuvenescence.  The  treponema  pal- 
lida, though  effectively  treated  by  a bevy  of  antibio- 
tics, refuses  to  die,  and  is  again  in  an  ascending  in- 
cidence. Every  human  gut  in  the  world  still  contains 
jillions  of  Escherichia  coli,  as  has  been  true  for 
thousands  of  years. 

Archeologists  excavating  the  detritus  and  dejecta 
of  human  habitation  sites  well  over  a thousand  years 
old  have  recovered  material  from  ancient  privies  and 
latrines  that  contain  viable  enteric  bacteria.  Some  of 
these  ancient  specimens  will  grow  readily  in  the  mod- 
em culture  media  now  used  in  the  laboratory  for 
those  species.  Interestingly,  the  spectrum  of  E coli 
strains  recovered  from  some  archeologic  sites  closely 
resembles  present  day  strain  profiles,  while  other  old 
sites  produce  strains  never  before  encountered.  These 
ancient  specimen  findings  are  a striking  illustration 
of  the  adaptability  and  genetic  resilience  of  this  rela- 
tively simple  life  form. 

As  simple  as  they  are,  some  E coli  strains  contain 
intracellular  virus  particles  that  reproduce  with  the 
bacterium  or  can  invade  other  bacteria  after  dissolu- 
tion of  the  host  cell.  Viruses  also,  while  much  simpler 
than  bacteria,  exhibit  a capacity  for  creative 
parasitism  worthy  of  any  pirate  or  the  most  pestilent 
bacterium. 

While  consisting  only  of  a strand  of  deoxyribonu- 
cleic or  ribonucleic  acid  and  a dollop  of  lipoid  en- 
velope, vimses  have  apparently  succeeded  in  living 
in  human  cells  since  time  began.  Vims  parasitism  in 
the  human  has  a wide  range  of  effects,  from  a few 
minutes  of  aches  in  some  respiratory  infections  to  the 
inexorable  death  of  Lassa  fever  or  AIDS. 

Vimses,  requiring  a living  cell  for  energy,  exhibit 
creative  adaptability  in  reaching  their  target  cells 


through  a barrage  of  antibodies  and  host  chemical  de- 
fenses. This  influxion  is  often  achieved  through 
minor  mutations  in  envelope  chemical  structure  suf- 
ficient for  the  core  molecule  to  penetrate  antibody 
protection  and  complete  another  reproductive  cycle. 
Also,  sylvatic  reservoirs  harbor  a multitude  of  vir- 
uses among  the  birds  and  beasts  of  the  world,  and 
these  sally  forth  into  the  human  population  under 
special  circumstances.  These  forays  also  are  often  ac- 
complished via  minor  mutations,  and  frequently 
transportation  is  arranged  by  a variety  of  insect  vec- 
tors. 

Of  the  hundreds  of  viruses  that  are  recognized, 
and  after  millions  of  doses  of  virus  vaccines,  smallpox 
is  the  only  vims  that  has  been  boxed  into  the  labora- 
tory freezer  by  human  efforts.  With  no  known  animal 
host,  smallpox  seems  to  have  been  eliminated  in  the 


I he  heroic  efforts  of  a 
multitude  of  dedicated  and 
creative  scientists  have  not  yet 
extinguished  a single  bacterial 
or  viral  species  from  the  earth. 


wild.  However,  for  the  measles  vims,  latency  in  the 
apparently  healthy  human  host  exceeds  forty  years 
with  a potential  for  subsequent  resurfacing  with  orig- 
inal vimlence.  The  possibility  of  this  latency 
phenomenon  with  the  smallpox  virus  is  presently  un- 
determined. 

Thus  we  take  note  that  a century  after  the  gen- 
eral use  of  the  germ  theory  of  disease,  and  that  after 
four  generations  of  medical  scientists  exploiting  vac- 
cines, antiseptics,  chemotherapies,  and  antibiotics, 
the  cast  of  characters  in  the  germ  drama  remains  just 
about  the  same.  Smallpox  is  the  only  possible  con- 
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quest,  and  it  now  seems  that  AIDS  is  a malignant  re- 
placement for  the  pox. 

So  the  heroic  efforts  of  a multitude  of  dedicated 
and  creative  scientists  have  not  yet  extinguished  a 
single  bacterial  or  viral  species  from  the  earth.  But 
these  valiant  efforts  have  brought  uncountable  bless- 
ings to  the  lives  of  millions  of  individual  human  be- 
ings. Lives  have  been  extended,  suffering  has  been 
prevented,  and  trillions  of  man-years  of  healthy  liv- 
ing have  been  bestowed  on  the  human  race. 


Although  no  bacterial  or  viral  life  forms  have 
been  made  extinct,  the  life  of  the  individual  human 
being  has  been  wonderfully  transformed. 
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On  "Timing" 


All  of  us  have  wondered  about 
the  sequence  of  events  neces- 
sary for  a fatal  two-car  accident 
to  occur.  Any  slight  delay;  a tele- 
phone call,  a second  cup  of  cof- 
fee in  the  morning  or  one  less 
beer  in  the  evening,  a little  vari- 
ation in  the  speed  of  either  ve- 
hicle, etc,  might  have  prevented 
it  from  happening.  Mystifying, 
isn’t  it? 

Recently  I wondered  aloud  to  my  patient  and 
friend  about  such  things  as  I was  getting  a haircut 
and  he  was  “next  up.”  There  had  been  such  an  acci- 
dent in  which  both  drivers  had  been  killed.  There  was 
no  hint  of  alcohol,  drugs,  or  speeding.  They  were  fine 
young  men.  I had  attended  the  birth  of  both  and 
shared  the  grief  of  both  families. 

As  we  visited  I gradually  realized  that  another 
“timing”  accident  was  happening  — to  us!  It  was  late 
afternoon  on  a Friday,  which  was  unusual  for  both  of 
us.  We  often  vie  for  “first  up”  in  the  morning  as  it 
frees  up  the  rest  of  the  day. 

The  last  time  I saw  him  as  a patient  was  a year 
or  so  before  when  he  suffered  a mild  CVA  which  left 
him  with  only  a minimal  dysarthria.  I had  seen  him 
in  the  barber  shop  just  six  weeks  previously,  and  he 
was  his  usual  bright-eyed,  vigorous,  and  garrulous 
self. 

What  a difference  the  few  weeks  had  made.  He 
had  shuffled  in  and  sat  slumped  in  a chair  nearby. 


There  was  obvious  weight  loss  which  he  explained 
was  due  to  performing  his  customary  labor  plus  that 
of  an  employee  whom  I had  operated  on  a month  be- 
fore and  “besides.  I’m  too  tired  to  eat,  except  for 
breakfast  when  I can  eat  like  a harvest  hand.” 

His  speech  was  slow  and  hesitant,  and  his  voice 
soft  yet  forced.  Every  effort  seemed  a chore.  As  one 
of  my  favorite  nurses,  who  is  also  a horsewoman,  is 
wont  to  say:  “He  looked  like  he  had  been  rode  hard 
and  put  up  wet.” 

I didn’t  ask  any  other  questions,  just  observed  him 
and  asked  if  he  would  come  by  my  office  Monday  af- 
ternoon and  let  me  check  a few  things.  He  readily 
agreed  and  said  he  planned  to  “rest-up”  over  the 
weekend. 

He  did  look  and  act  better  on  Monday  but  the 
signs  were  still  there.  A night  of  rest  always  helps  but 
only  for  a short  while  with  this  illness.  A CBC,  Chem 
24,  and  T-4  were  normal.  A neurology  consult  the 
next  day  confirmed  the  provisional  diagnosis  of  myas- 
thenia gravis,  and  he  has  enjoyed  the  usual  dramatic 
response  to  treatment. 

Making  the  diagnosis  wasn’t  difficult.  After  all,  it 
was  offered  to  me  on  a silver  platter  suspended  by  un- 
seen threads  that  weave  the  “magic  of  timing.” 

So,  get  your  hair  cut  a different  time  of  day  and 
don’t  forget  to  LOOK  and  SEE. 
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A Comparison  of  Bacterial  Resistance  to 
Antimicrobials  in  Riyadh,  Medina, 
and  Oklahoma  City 


S.M.  Hussain  Qadri,  PhD;  S.  Inseram  All;  D.|.  Flournoy,  PhD;  A.K.  Miskeen,  PhD; 
J.D.  Tharwat,  MD;  John  Miller,  BS 


Many  bacteria  are  known  to  develop  resistance  to  anti- 
microbial agents  following  their  clinical  use.  The  resis- 
tance pattern  varies  from  one  geographic  location  to 
another  depending  upon  the  patient  population  and 
local  history  of  antibiotic  use.  The  bacterial  resistance 
to  commonly  used  antimicrobial  agents  in  Oklahoma 
City  was  found  to  be  different  from  two  cities  in  Saudi 
Arabia,  especially  amongst  Gram-negative  bacilli.  A 
total  of  13,575  fresh  clinical  isolates  from  the  Veterans 
Administration  Medical  Center  (VAMC),  Oklahoma 
City,  Oklahoma;  the  King  Faisal  Specialist  Hospital  and 
Research  Centre  (KFSH),  Riyadh;  and  the  King  Fahad 
Hospital  (KFH),  Medina,  Saudi  Arabia;  were  used.  There 
were  6,270  isolates  of  Enterobacteriaceae,  2,799  pseu- 
domonads and  Acinetobacter,  and  4,506  Gram  positive 
strains  of  staphylococcus  bacteria.  Gram-negative  bac- 
teria from  KFH  were  considerably  more  resistant  to  am- 
picillin,  gentamicin,  and  trimethoprim-sul- 
famethoxazole than  at  KFSH  and  VAMC.  On  the  other 
hand.  Staphylococcus  aureus  isolated  from  VAMC  exhi- 
bited a significantly  higher  degree  of  resistance  to 
oxacillin  and  trimethoprim-sulfamethoxazole  than 
those  at  KFSH  and  KFH. 

Bacteria  isolated  from  clinical  specimens  may 
vary  in  their  resistance  pattern  to  antimicrobial 


Direct  correspondence  to  Syed  MH  Qadri,  PhD,  Professor  Pathology  and  Head, 
Microbiology  Labs,  King  Faisal  Specialist  Hospital,  and  Elesearch  Centre,  MBC-10.  P.O. 
Box  3354,  Riyadh  11211,  Saudi  Arabia, 


agents  from  different  parts  of  the  world  depending 
upon  the  use  and  handling  of  these  drugs,  dosage, 
compliance,  and  type  of  patient  population.  Al- 
though in-vitro  susceptibility  testing  of  an  isolate  is 
routinely  performed  for  treatment  of  a bacterial  in- 
fection, empirical  therapy  is  usually  started  pending 
the  outcome  of  laboratory  findings  and,  in  life- 
threatening  infections  like  bacteremia  and  menin- 
gitis, is  mandatory.  Therefore,  physician  awareness 
of  the  antimicrobial  resistance  patterns  of  various 
bacteria  in  different  geographic  locations  cannot  be 
overemphasized,  especially  in  view  of  the  ease  of 
travel  from  one  part  of  the  world  to  another  and  mass 
movement  of  armies  or  civilian  populations  caused 
by  events  like  the  gulf  crisis.  In  this  paper  we  com- 
pare the  similarities  and  differences  of  antimicrobial 
resistance  patterns  of  recent  bacterial  isolates  from 
three  hospitals  in  Oklahoma  City,  Riyadh,  and 
Medina. 

Materials  and  Methods 

This  study  was  performed  using  bacteria  isolated  in 
the  clinical  microbiology  laboratories  of  three  hospi- 
tals, one  in  the  USA  and  two  in  Saudi  Arabia.  The 
King  Faisal  Specialist  Hospital  (KFSH)  is  a 550-bed 
medical  and  surgical  referral  institution  in  Riyadh; 
the  King  Fahad  Hospital  (KFH)  is  a 500-bed  acute 
care  facility  in  Medina,  and  Veteran’s  Administration 
Medical  Center  in  Oklahoma  City  (VAMC)  is  a 434- 


I Okla  State  Med  Assoc,  Vol  84,  October  1991 


499 


COMPARISON  or  BACTERIAL  RESISTANCE 


bed  general  medical  and  surgical  hospital  primarily 
for  adult  male  patients. 

The  microorganisms  used  during  this  investiga- 
tion were  isolated  from  clinical  specimens  consisting 
of  blood,  cerebrospinal  fluid,  urine,  respiratory, 
genitourinary,  and  gastrointestinal  tract  tissues. 
They  were  identified  hy  standard  procedures^  and 
antimicrobial  susceptibility  testing  was  performed 
using  disk-diffusion  tests  as  recommended  by  the  Na- 
tional Committee  for  Clinical  Laboratory  Stan- 
dards.^ The  antimicrobial  contents  of  the  disks  and 
the  interpretive  criteria  used  were  the  same  as  de- 
scribed previously.^  Mueller-Hinton  agar,  pH  7.2- 
7.4,  was  used  for  susceptibility  testing.  All  incuba- 
tions were  at  35°C  for  18  to  24  hours.  Escherichia  coli 
( ATCC  25922),  Staphylococcus  aureus  (ATCC  25923), 
and  Pseudomonas  aeruginosa  (ATCC  27853)  were 
tested  daily  for  quality  control. 

Results 

A total  of  13,575  clinical  isolates  were  tested  to  deter- 
mine the  antimicrobial  resistance  pattern,  with 
66.8%  strains  consisting  of  Gram-negative  bacilli 
and  33.2%  consisting  of  staphylococci  and  enterococci 
(Table  1).  The  overall  resistance  to  various  antimicro- 
bial agents  amongst  Gram-negative  and  Gram-posi- 
tive bacteria  at  the  three  different  hospitals  is  shown 
in  Table  2.  Over  half  of  the  Escherichia  coli  strains, 
the  most  common  isolate  from  clinical  specimens,  at 
VAMC  were  susceptible  to  ampicillin  as  compared  to 
less  than  one-third  at  KFH  in  Medina  and  38%  at 
KFSH  in  Riyadh.  Similarly,  only  12%  of  this  bac- 
terium was  resistant  to  trimethoprim-sulfamethoxa- 
zole at  VAMC  as  compared  to  44%  at  KFSH  and  72% 
at  KFSH.  Almost  all  the  5,618  bacterial  isolates 
tested  from  KFH  were  considerably  more  resistant  to 
trimethoprim-sulfamethoxazole  than  those  obtained 
from  VAMC  and  KFSH.  Antimicrobial  resistance 


Table  1.  Microorganisms  Used  to  Determine 
Resistance  Patterns 


Hospital 


Bacteria 

KFSH* 

KFH 

VAMC 

Total 

Enterobacteriaceae 

2,286 

2,709 

1,275 

6,270 

Other  Cram-negatives 

947 

1,343 

509 

2,799 

Cram-positives 

1,744 

1,566 

1,196 

4,506 

Total 

4,977 

5,618 

2,980 

13,575 

*KFSH=King  Faisal  Specialist  Hospital  & Research  Centre,  Riyadh; 

KFH=King  Fahad  Hospital,  Medina,  Saudia  Arabia; 

\/AMC=Veterans  Administration  Medical  Center,  Oklahoma  City,  Oklahoma,  USA 


pattern  of  E coli  to  cephalosporins  and  aminoglyco- 
sides was  similar  at  all  three  institutions.  The  only 
organisms  which  showed  a higher  degree  of  resis- 
tance in  Oklahoma  City  than  in  Riyadh  or  Medina 
were  Klebsiella  pneumoniae  against  cefoperazone, 
Acinetobacter  against  cefoperazone  and  amikacin, 
and  S aureus  against  oxacillin  and  cephalosporin. 

Discussion 

Previous  studies  have  shown  that  the  antimicrobial 
resistance  pattern  of  common  bacterial  isolates  in 
Oklahoma  City  were  similar  to  those  reported  from 
other  parts  of  the  USA^  ® and  that  the  organisms  in 
the  United  States  did  not  show  any  trend  towards  de- 
creased drug  susceptibility.’  ® On  the  other  hand,  out- 
breaks of  disease  due  to  multiresistant  strains  have 
occurred  with  higher  frequency  in  developing  coun- 
tries for  over  20  years. ® “ Therefore,  local,  national, 
and  international  surveys  of  antimicrobial  resistance 
patterns  are  not  only  important  in  determining  the 
trend  but  also  are  helpful  in  therapeutic  manage- 
ment of  infectious  diseases. 

Murray  et  al”  reported  that  resistance  of  E coli  to 
trimethoprim-sulfamethoxazole  remained  at  3%  to 
8%  at  many  medical  centers  within  the  USA,  a find- 
ing consistent  with  that  observed  at  the  Oklahoma 
Memorial  Hospital  (OMH)  in  Oklahoma  City.^®’^°  At 
VAMC,  in  Oklahoma  City,  the  present  rate  of  16%  re- 
sistance to  trimethoprim-sulfamethoxazole  by  this 
organism  is  not  significantly  different  since  VAMC  is 
a tertiary  care  hospital,  whereas  OMH  is  an  acute 
care  facility.  However,  72%  of  E coli  at  KFH  and  44% 
at  KFSH  in  Saudi  Arabia  were  resistant  to  this  drug. 
A resistance  rate  of  44%  in  Santiago,  Chile,  and  40% 
in  Bangkok,  Thailand,  has  been  reported.'’  Similarly 
85%  to  88%  of  Chilean  and  Thai  isolates  of  E coli  were 
resistant  to  ampicillin'’  as  compared  to  49%  at 
VAMC  in  Oklahoma  City,  62%  at  KFSH,  and  71%  at 
KFH  in  Riyadh  and  Medina,  respectively.  One  of  the 
organisms  which  was  significantly  more  resistant  at 
VAMC  than  KFH  or  KFSH  was  S aureus  against 
oxacillin. 

These  differences  in  the  susceptibility  pattern  of 
isolates  in  the  two  countries  probably  reflect  not  only 
the  pattern  of  utilization  of  drugs  but  their  indis- 
criminate use.  Historically,  a higher  rate  of  resis- 
tance has  occurred  for  those  antibiotics  that  are  used 
most  heavily.  This  and  previous  studies  have  shown 
that  the  resistance  pattern  of  bacterial  isolates  in  de- 
veloping countries  to  parenteral  drugs  has  remained 
similar  or  lower  than  those  in  the  USA  and  Europe. 
On  the  other  hand,  over-the-counter  availability  and 
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Table  2.  Drug  Susceptibility  Patterns  at  KFSH,  KFH  and  VAMC 


Percent  Susceptible 


Bacterium 

Flospital 

(n) 

AM* 

AUG 

AN 

CF 

CFOX 

CFP 

GM 

PIP 

SXT 

OX 

VA 

Escherichia 

KFSH* 

1831 

38 

57 

95 

43 

87 

98 

86 

45 

56 





coli 

KFH 

1387 

29 

86 

100 

79 

88 

99 

92 

55 

28 

— 

— 

VAMC 

530 

51 

— 

99 

58 

89 

97 

96 

— 

84 

— 

— 

Klebsiella 

KFSH 

528 

4 

73 

89 

75 

87 

95 

80 

69 

75 

— 

— 

pneumoniae 

KFH 

650 

6 

78 

90 

76 

77 

100 

83 

75 

34 

— 

— 

VAMC 

260 

1 

86 

100 

74 

89 

87 

90 

80 

76 

— 

— 

Proteus 

KFSH 

198 

70 

86 

97 

75 

74 

100 

93 

90 

71 

— 

— 

mirabilis 

KFH 

257 

42 

81 

100 

53 

66 

87 

91 

75 

7 

— 

— 

VAMC 

178 

89 

— 

99 

90 

98 

96 

94 

98 

83 

— 

— 

Enterobacter 

KFSH 

169 

3 

4 

83 

1 

3 

84 

81 

76 

76 

— 

— 

sp 

KFH 

153 

4 

21 

87 

3 

25 

85 

62 

44 

35 

— 

— 

VAMC 

186 

12 

— 

100 

8 

12 

87 

95 

83 

89 

— 

— 

Citrobacter 

KFSH 

48 

7 

7 

86 

7 

12 

36 

54 

21 

50 

— 

— 

sp 

KFH 

71 

43 

45 

88 

54 

56 

88 

76 

70 

— 

— 

— 

VAMC 

31 

31 

— 

100 

68 

74 

94 

90 

84 

81 

— 

— 

Serratia 

KFSH 

112 

3 

0 

65 

0 

3 

100 

41 

45 

58 

— 

— 

marcescens 

KFH 

191 

13 

1 1 

99 

0 

9 

99 

16 

72 

4 

— 

— 

VAMC 

90 

7 

— 

97 

3 

24 

87 

98 

92 

82 

— 

— 

Pseudomonas 

KFSH 

833 

0 

— 

80 

0 

0 

82 

68 

83 

— 

— 

— 

aeruginosa 

KFH 

1184 

0 

— 

86 

0 

— 

74 

61 

91 

— 

— 

— 

VAMC 

478 

0 

— 

87 

0 

— 

76 

76 

81 

— 

— 

— 

Acinetobacter 

KFSH 

114 

22 

34 

72 

5 

14 

86 

70 

80 

64 

— 

— 

sp 

KFH 

159 

10 

45 

83 

2 

2 

86 

30 

40 

0 

— 

— 

VAMC 

31 

0 

— 

8 

0 

0 

13 

68 

71 

55 

— 

— 

Staphylococcus 

KFSH 

1271 

3 

97 

— 

97 

— 

— 

97 

— 

100 

97 

100 

aureus 

KFH 

1105 

13 

92 

— 

92 

— 

— 

84 

— 

73 

92 

100 

VAMC 

730 

6 

— 

— 

59 

— 

— 

62 

— 

62 

59 

100 

Enterococci 

KFSH 

473 

93 

96 

— 

— 

— 

— 

— 

— 

87 

100 

KFH 

461 

100 

100 

— 

100 

— 

— 

41 

— 

5 

— 

100 

VAMC 

466 

98 

— 

98 

— 

— 

— 

— 

— 

— 

— 

100 

•/AM=ampici!lin;  /M/C=augmenlin;  -ANsramikacin;  Cf=cephalothin;  CFOX=cefoxitin;  CFP=cefoperazone;  CA^=gentamicin;  P/F*=pipercillin;  SXr=trimethoprim-sulfamethoxazo!e; 
OX=oxacillin;  V'/A=vancomycin 

'/CFSF/sKing  Faisal  Specialist  Hospital  & Research  Centre,  Riyadh;  /CF/-/=King  Fahad  Hospital,  Medina,  Saudi  Arabia;  V/AMC=Veterans  Administration  Medical  Center,  Oklahoma  City, 
Oklahoma  USA 


easy  administration  of  oral  drugs  in  developing  coun- 
tries may  have  promoted  their  heavy  and  indiscrimi- 
nate use,  leading  to  a high  degree  of  resistance  to 
antimicrobials  like  ampicillin,  trimethoprim- 
sulfamethoxazole,  tetracycline,  and  chloram- 
phenicol. (J) 
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The  Descriptive  Epidemiology 
of  Lyme  Disease  in  Oklahoma 

Kathy  L.  Reiner,  MPH;  Mark  M.  Huycke,  MD;  Scott  |.N.  McNabb,  PhD 


, Lyme  disease  is  a tick-borne  illness  that  primarily  occurs  in  the 
United  States  in  three  endemic  areas:  the  northeast,  upper 
I midwest,  and  pacific  coastal  regions.  Although  Oklahoma  is 
[ considered  a non-endemic  area  of  Lyme  disease,  other  tick- 
i borne  infections  such  as  Rocky  Mountain  spotted  fever, 
ehrlichiosis,  and  tularemia  occur  at  endemic  levels.  In  order  to 
determine  the  extent  of  Lyme  disease  in  Oklahoma,  the 
! Oklahoma  State  Department  of  Health  collected  information 
on  all  possible  cases  of  Lyme  disease.  The  first  reported 
Oklahoma  case  occurred  in  1 985.  In  1 988,  and  1 989, 8 and  25 
I cases,  respectively,  of  Lyme  disease  were  reported  in  Okla- 
homa residents  who  acquired  their  infection  indigenously.  The 
mean  age  of  case-patients  was  38  years.  Twenty-eight  of  33 
(85%)  case-patients  were  white,  and  4 of  33  (12%)  were 
I American  Indian  (race  was  unknown  for  1 case-patient).  The 
female/male  ratio  was  2.3.  Most  case-patients  had  onset  of 
1 illness  between  May  and  September.  Twenty-two  counties 
j reported  cases,  with  Oklahoma  County  accounting  for  4 of  33 
I (1 2%).  Only  21  of  33  (64%)  recalled  a tick  bite,  ^lnd  only  1 9 of 
33  (58%)  had  erythema  migrans.  Continued  active  case- 
finding and  passive  reporting  {as  now  mandated  by  state  law) 
will  further  increase  our  knowledge  of  the  epidemiology, 
ecology,  and  prevention  of  Lyme  disease  in  Oklahoma. 

Lyme  disease  is  an  infectious  disease  which  retro- 
spectively was  first  recognized  in  the  United  States 
in  1970  when  Scrimenti  described  a Wisconsin  man 
with  a history  of  a tick  bite,  who  developed  erythema 
I migrans  (EM)  followed  by  neurologic  and  joint  mani- 


Direct  correspondence  to  Mark  M.  Huycke,  MD,  921  Northeast  13th  Street,  Oklahoma 
City.  OK  73104. 


festations.^  It  was  not  until  after  1975,  when  cases  of 
juvenile  arthritis  in  Lyme,  Conn,  were  investigated 
by  researchers  at  Yale  University  and  the  Connecti- 
cut State  Health  Department,  that  an  understanding 
of  the  etiology,  epidemiology,  and  clinical  manifesta- 
tions of  the  syndrome  now  known  as  Lyme  disease 
developed.^  However,  a related  syndrome  had  been 
recognized  in  Europe  as  early  as  1909.^  The  causative 
agent  of  Lyme  disease  was  eventually  determined  to 
be  a newly  recognized  tick-borne  spirochete,  Borrelia 
burgdorferi^ 

B burgdorferi  infection  can  lead  to  a multisystem 
disease  involving  the  skin,  nervous  system,  heart, 
joints,  eyes,  and  other  organs,  or  can  cause  no  illness 
at  all.^  Classically,  Lyme  disease  occurs  in  three 
stages,  although  in  any  single  patient  stages  may 
overlap,  or  one  or  more  stages  not  occur  at  all.  The 
early  stage  of  symptomatic  Lyme  disease  frequently 
begins  with  a distinctive  rash  called  EM.  Other 
common  early  symptoms  include  headache,  stiff 
neck,  chills,  low  grade  intermittent  fever,  fatigue,  and 
musculoskeletal  pain.®  Second  stage  Lyme  disease 
occurs  weeks  to  months  after  the  onset  of  early  dis- 
ease, and  is  characterized  by  cardiac  conduction  de- 
fects, myocarditis,  and/or  neurologic  abnormalities.® 
Manifestations  of  chronic  or  third  stage  Lyme  disease 
include  intermittent  arthritis  of  the  large  joints, 
chronic  atrophic  cutaneous  infections,  and  debilitat- 
ing neurologic  sequelae  occurring  months  to  years 
after  infection.®  Ixodes  dammini  and  Ixodes  pacificus 
are  the  primary  vectors  of  B burgdorferi  to  humans  in 
locations  where  Lyme  disease  is  endemic  in  the  United 
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Table  1.  Centers  for  Disease  Control 
Lyme  Disease  Surveillance  Case  Definition  (Ref.  27) 


Clinical  description 

A systemic,  tick-borne  disease  with  protean  manifestations,  including  dermatologic,  rheumatologic,  neurologic,  and  cardiac  abnormalities. 
The  best  clinical  marker  for  the  disease  is  the  initial  skin  lesion,  erythema  migrans,  that  occurs  among  60%  to  80%  of  patients. 

Clinical  case  definition 

• Erythema  migrans  or 

• At  least  one  late  manifestation,  as  defined  below,  and  laboratory  confirmation  of  infection 

Laboratory  criteria  for  diagnosis 

• Isolation  of  Borrelia  burgdorferi  imm  clinical  specimen  or 

• Demonstration  of  diagnostic  levels  of  IgM  and  IgC  antibodies  to  the  spirochete  in  serum  or  cerebrospinal  fluid  (CSF)  or 

• Significant  change  in  IgM  or  IgG  antibody  response  to  B burgdorferi  in  paired  acute-  and  convalescent-phase  serum  samples 

Case  classification 

Confirmed:  a case  that  meets  one  of  the  clinical  case  definitions  above 

Comment 

This  surveillance  case  definition  was  developed  for  national  reporting  of  Lyme  disease;  it  is  NOT  appropriate  for  clinical  diagnosis. 
Definition  of  terms  used  in  the  clinical  description  and  case  definition: 

A.  Erythema  migrans  (EM) 

For  purposes  of  surveillance,  EM  is  defined  as  a skin  lesion  that  typically  begins  as  a red  macule  or  papule  and  expands  over  a period 
ofdaystoweekstoforma  large  round  lesion,  often  with  partial  central  clearing.  A solitary  lesion  must  reachat  leasts  cm  in  size.  Secondary 
lesions  may  also  occur.  Annular  erythematous  lesions  occurring  within  several  hours  of  a tick  bite  represent  hypersensitivity  reactions 
and  do  not  qualify  as  EM.  For  most  patients,  the  expanding  EM  lesion  is  accompanied  by  other  acute  symptoms,  particularly  fatigue,  fever, 
headache,  mild  stiff  neck,  arthralgia,  or  myalgia.  These  symptoms  are  typically  intermittent.  The  diagnosis  of  EM  must  be  made  by  a 
physician.  Laboratory  confirmation  is  recommended  for  persons  with  no  known  exposure. 

B.  Late  manifestations 

Late  manifestations  include  any  of  the  following  when  an  alternate  explanation  is  not  found: 

• Musculoskeletal  system 

Recurrent,  brief  attacks  (weeks  or  months)  of  objective  joint  swelling  in  one  or  a few  joints,  sometimes  followed  by  chronic  arthritis 
in  one  or  a few  joints.  Manifestations  not  considered  as  criteria  for  diagnosis  include  chronic  progressive  arthritis  not  preceded  by  brief 
attacks  and  chronic  symmetrical  polyarthritis.  Additionally,  arthralgia,  myalgia,  or  fibromyalgia  syndromes  alone  are  not  criteria  for 
musculoskeletal  involvement, 

• Nervous  system 

Any  of  the  following,  alone  or  in  combination: 

Lymphocytic  meningitis;  cranial  neuritis,  particularly  facial  palsy  (may  be  bilateral);  radiculoneuropathy;or,  rarely,  encephalomyelitis. 
Encephalomyelitis  must  be  confirmed  by  showing  antibody  production  against  B burgdorferi \r\  the  CSF,  demonstrated  by  a higher  titer 
of  antibody  in  CSF  than  in  serum.  Headache,  fatigue,  paresthesia,  or  mild  stiff  neck  alone  are  not  criteria  for  neurologic  involvement. 

• Cardiovascular  system 

Acute  onset,  high-grade  (2°  or  3°)  atrioventricular  conduction  defects  that  resolve  in  days  to  weeks  and  are  sometimes  associated  with 
myocarditis.  Palpitations,  bradycardia,  bundle  branch  block,  or  myocarditis  alone  are  not  criteria  for  cardiovascular  involvement. 

C.  Exposure 

Exposure  is  defined  as  having  been  in  wooded,  brushy,  or  grassy  areas  (potential  tick  habitats)  in  a county  in  which  Lyme  disease  is 
endemic  no  more  than  30  days  before  onset  of  EM.  A history  of  tick  bite  is  NOT  required. 

D.  Disease  endemic  to  county 

A county  in  which  Lyme  disease  is  endemic  is  one  in  which  at  least  two  definite  cases  have  been  previously  acquired  or  in  which  a known 
tick  vector  has  been  shown  to  be  infected  with  B burgdorferi. 

E.  Laboratory  confirmation 

As  noted  above,  laboratory  confirmation  of  infection  with  B burgc/or/erf  is  established  when  a laboratory  isolates  the  spirochete  from  tissue 
or  body  fluid,  detects  diagnostic  levels  of  IgM  or  IgC  antibodies  to  the  spirochete  in  serum  or  CSF,  or  detects  a significant  change  in 
antibody  levels  in  paired  acute-  and  convalescent-phase  serum  samples.  States  may  determine  the  criteria  for  laboratory  confirmation 
and  diagnostic  levels  of  antibody.  Syphilis  and  other  known  causes  of  biologic  false-positive  serologic  tests  results  should  be  excluded 
when  laboratory  confirmation  has  been  based  on  serologic  testing  alone. 
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States. These  ticks  have  a four-stage  life  cycle  and 
typically  transmit  B burgdorferi  to  humans  during 
their  nymphal  stage  in  the  spring  and  early  summer. 
In  Oklahoma,  neither  of  these  two  Ixodes  species  is 
found,  and  the  vector  for  B burgdorferi  remains  un- 
known. 

Morbidity  and  mortality  data  for  Lyme  disease  in 
Oklahoma  have  been  gathered  since  1984.  During 
1988-89,  through  intensified  active  case-finding  ef- 
forts, increased  numbers  of  case-patients  were  re- 
ported to  the  Oklahoma  State  Department  of  Health 
( OSDH).  Although  Lyme  disease  was  not  a reportable 
disease  by  law  during  this  period  of  time,  the  General 
Communicable  Diseases  Division  ( GCDD ) of  the  OSDH 
gathered  information  about  Lyme  disease  case-pa- 
tients from  clinicians  who  voluntarily  completed  a 
case  report  form  designed  to  collect  clinical,  demo- 
graphic, exposure,  and  treatment  data.  The  epide- 
miology of  these  case-patients,  along  with  three  case 
reports,  is  described  in  order  to  delineate  the  epide- 
miology and  spectrum  of  illness  due  to  Lyme  disease 
in  Oklahoma. 

Materials  and  Methods 

During  the  study  period  (1986-1989)  Lyme  disease 
was  not  reportable  by  law  in  Oklahoma,  and  was  not 
listed  on  reporting  cards  distributed  to  Oklahoma 
physicians  and  medical  laboratories.  Prior  to  late 
1988,  case-patient  reporting  generally  came  passively 
from  interested  physicians,  but  in  the  latter  part  of 
1988,  the  GCDD  of  the  OSDH  began  active  surveillance 
in  14  laboratories  providing  Lyme  disease  serologic 
testing  in  Oklahoma.  Laboratory  directors  were  invited 
to  participate  in  these  active  surveillance  efforts  by 
phoning  or  mailing  all  positive  Lyme  serology  results 
to  the  GCDD.  Clinical  and  epidemiological  informa- 
tion on  patients  with  positive  test  results  were  obtained 
by  mailing  attending  physicians  a standardized  case 
report  form.  Information  obtained  included  clinical, 
demographic,  exposure,  and  treatment  data.  Patient 
confidentiality  was  maintained  and  release  of  infor- 
mation was  obtained  for  all  case-patients.  From  these 
reports  and  follow-up  phone  contacts,  patients  fitting 
the  1988-1989  CDC  Lyme  disease  case  definition® 
were  defined  as  Oklahoma-acquired  Lyme  disease 
cases.  The  1990  CDC  Lyme  disease  case  definition  is 
described  in  Table  1. 

Results 

In  1988  and  1989,  only  8 and  25  Oklahomans  were 
reported,  respectively,  with  illnesses  fitting  the  CDC 
Lyme  disease  case  definition.  Active  laboratory-based 


surveillance  in  1989  found  108  patients  with  serum 
specimens  that  had  been  reported  positive  for  Lyme 
disease.  Of  these,  82  of  108  (76%)  standardized  Lyme 
disease  case  report  forms  were  returned  to  the  GCDD. 
Only  25  of  82  (30%)  case-patients  with  positive  sero- 
logic tests  met  the  CDC  case  definition  for  Lyme 
disease.  The  average  age  of  the  33  Oklahoma  case- 
patients  in  1988-89  was  38  (range  2-82).  Twenty- 
eight  of  33  (85%)  case-patients  were  white,  and  4 of  33 
( 12%)  were  American  Indian  (race  was  unknown  for  1 
case-patient).  The  female/male  ratio  was  2.3.  The 
peak  onset  of  illness  both  in  1988  and  1989  occurred 
between  May  and  September  (Fig  1).  Illness  was 
reported  from  22  Oklahoma  counties,  and  appeared  to 
occur  in  all  but  the  extreme  northwestern  part  of  the 
state  (Fig  2 ).  Only  2 1 of 33  ( 64%)  case-patients  recalled 
a tick  bite,  and  only  19  of  33  (58%)  had  EM.  A 
summary  of  the  signs  and  symptoms  reported  by 
physicians  for  these  case-patients  is  shown  in  Table  2, 
and  is  similar  to  that  reported  from  other  endemic 
parts  of  the  country.® 


Month  of  Onset 


Figure  1 . Cases  of  Lyme  disease,  by  month  of  onset  in  Oklahoma,  1 988 
and  1989, 
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Table  2.  Frequency  of  Symptoms  of  Lyme  Disease 
Oklahoma,  1988  and  1989 

Presenting  Complaint 

Cardiac  Involvement 

Rash 

12 

EKG  Changes 

3 

Redness/Swelling 

3 

Palpitations 

2 

Joint  Pain 

3 

"Insect"  Bite 

2 

Neurologic 

Headache/Neck  Pain 

5 

Involvement 

Flu-like  Illness 

3 

Not  give 

2 

Meningitis 

5 

Fatigue 

1 

Facial  Numbness 

1 

Joint  Involvement 

Dermatologic 

Arthritis 

8 

EM 

19 

Arthralgias 

19 

Macular  Rash 

3 

33  Total  Cases 

Case  Reports 

Case  #i.  A 36-year-old  white  female  from 
Cleveland  County  visited  the  Arbuckle  Wilderness 
Park  several  weeks  before  the  acute  onset  of  bitemporal 
headache,  photophobia,  and  neck  pain  in  early  July. 
No  feverwas  reported.  Physical  examination,  complete 
blood  count,  and  computed  tomographic  of  the  head 
were  normal.  Spinal  fluid  showed  a mild  lymphocjdic 
pleocytosis.  Ceftriaxone  was  given  for  four  days,  and 
tetracycline  prescribed  upon  discharge  from  the 
hospital.  Over  2 to  3 months  her  headache  gradually 
resolved.  Paired  serologic  testing  for  B burgdorferi 
showed  a significant  rise  in  an  enzyme-linked 
immunosorbent  assay  index  (Lyme  disease  ELISA, 
Hillcrest  Biologicals,  Cypress,  Calif)  from  0.95 
(negative)  during  the  first  week  of  illness  to  1.89 
(strongly  positive)  six  weeks  later.  At  a six  month 
follow-up,  no  recurrence  of  symptoms  had  occurred. 

Case  #2.  A two-year-old  white  female  from 
Greer  County  presented  to  her  physician  complain- 
ing of  recent  onset  of  diffuse  maculopapular  rash  in 
late  March.  On  physical  examination  there  was  no 
fever,  but  note  was  made  of  a 4 cm  erythema  migrans 
rash  on  her  right  thigh.  The  family  denied  removing 
ticks  from  the  child  or  recent  out-of-state  travel.  Oral 
penicillin  was  prescribed  after  an  immunofluorescent 
assay  (IFA)  for  antibody  to  B burgdorferi  was  re- 
ported positive  at  1:512.  Within  48  hours  the  rash 
resolved.  A repeat  IFA  titer  six  weeks  later  was 
1:2048.  The  child  completed  a four- week  course  of 
penicillin  and  subsequently  remained  symptom-free. 

Case  #3.  In  June,  an  82-year-old  white  male 
from  Cherokee  County  noted  the  onset  of  joint  pains 


and  palpitations.  He  remembered  tick  bites  while 
hunting  several  weeks  earlier.  On  physical  exami- 
nation an  8 cm  erythema  migrans  lesion  was  noted  on 
the  right  hip.  An  initial  IFA  serologic  test  for  antibody 
toB  burgdorferi  was  equivocal  at  1:128.  Minocycline 
was  prescribed  for  eight  weeks.  A repeat  IFA  titer  was 
positive  at  1:512  two  weeks  later.  Gradually  his 
arthralgias  resolved  and  he  remained  symptom-free 
nine  months  later. 

Discussion 

In  1986,  the  first  case  of  indigenous  Lyme  disease  in 
Oklahoma  was  reported  in  a 15-year-old  female 
resident  from  Creek  County.®  Lyme  disease  was  in- 
frequently reported  in  Oklahoma  residents  in  1986 
(two  cases)  and  1987  (two  cases), but  in  the  last  two 
years,  an  increased  number  of  cases  have  been  re- 
ported, most  notably  after  active  surveillance  was 
initiated  in  late  1988.  Oklahoma-acquired  Lyme 
disease  cases  from  1988  and  1989  that  fit  the  CDC 
case  definition  had  many  of  the  epidemiological  and 
clinical  features  reported  for  patients  with  Lyme 
disease  in  other  parts  of  the  United  States. 

Diagnosis.  EM,  although  variable  in  appear- 
ance, is  considered  pathognomonic  for  Lyme  disease. 
Only  recently  has  the  CDC  defined  EM  as  a circular, 
expanding  rash  with  central  clearing  at  least  5 cm  in 
diameter. Previously,  EM  was  defined  only  as 
“physician-diagnosed”  EM.  Case  #2  had  a rash  only  4 
cm  in  diameter,  but  was  “physician-diagnosed,”  and 
thus  fit  the  CDC  case  definition  at  the  time.  When 
present  in  relation  to  a tick  bite,  EM  can  simplify 
diagnosis.  However,  up  to  one-third  of  symptomatic  B 
burgdorferi  infections  occur  without  EM.®  Nineteen  of 
the  33  (58%)  Oklahoma  case-patients  had  EM.  Even 
when  EM  is  present,  many  patients  do  not  recall  a tick 
bite,  especially  when  ticks  are  small  and  difficult  to 
see  during  the  nymphal  stage.  Only  21  of  33  (64%) 
Oklahoma  case-patients  recalled  a tick  bite.  While  it 
is  possible  to  culture  B burgdorferi  from  blood,  spinal 
fluid,  and  skin  biopsies, “ these  methods  are  not 
widely  available  and,  as  a rule,  insensitive  when 
performed.  Therefore,  serologic  testing  for  antibody 
to  B burgdorferi  has  become  a common  way  to  confirm 
a diagnosis  of  Lyme  disease.  Commercial  IFA  and 
ELISA  kits,  which  use  whole  spirochetes  or  crude 
sonicates  of  cells  as  antigen,  are  available  for  detecting 
IgM  and  IgG  antibody  to  B burgdorferi.  Unfortunately, 
standardized  methods  do  not  exist  for  comparison  of 
different  kits,  and  the  sensitivity  and  specificity  remain 
ill-defined.  Finally,  inter-laboratory  variations  occur, 
especially  with  the  technically  demanding  IFA.^^’^® 
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B burgdorferi  serologic  results  are  difficult  to  in- 
terpret in  areas  where  Lyme  disease  is  not  endemic 
(such  as  Oklahoma).  Problems  occur  with  both  false- 
negative and  false-positive  test  results.  F alse  negative 
test  results  are  especially  common  during  the  initial 
3 to  4 weeks  of  symptomatic  illness.  Serologic  tests 
are  more  sensitive  during  late-stage  disease,  put 
prior  antibiotic  therapy  can  diminish  the  antibody 
response  so  that  even  with  late-stage  illness,  false- 
negative results  occur.  Conversely,  false-positive 
serologic  tests  are  also  common  and  occur  due  to 
normal  colonization  with  oral  treponemes,  in  persons 
infected  with  other  spirochetes,  and  in  certain  auto- 
immune diseases.®  Of  note,  only  25  of  80  (31%) 
Oklahoma  case-patients  with  positive  serologic  tests 
in  1989  fit  the  CDC  case  definition  for  Lyme  disease. 

Because  Lyme  disease  can  cause  joint,  cutaneous, 
cardiovascular,  and  neurologic  disorders,  it  may  be 
considered  in  many  differential  diagnoses.  However, 
when  Lyme  disease  serology  is  frequently  ordered, 
problems  can  develop.  For  example,  if  the  prevalence 
of  Lyme  disease  is  10%  in  a population  tested  with  a 
serologic  assay  having  a sensitivity  of  93%  and 
specificity  of  89%  (which  is  typical  for  many  of  the 
currently  available  commercial  kits),  the  positive 
predictive  value  for  a positive  test  is  only  48%.  Con- 
sequently, 52%  of  positive  tests  will  be  misleading. 
Thus,  unless  the  probability  of  disease  is  substantial 
prior  to  testing  (for  example,  a patient  with  a history 
of  tick  exposure  who  presents  with  a system  complex 
consistent  with  one  of  the  stages  of  Lyme  disease),  the 
positive  predictive  value  of  Lyme  disease  serologic 
testing  is  often  no  better  than  a flip  of  a coin.  The 
importance  of  clinical  and  epidemiologic  evidence  to 
support  a diagnosis  of  Lyme  disease  remains  para- 
mount. Serologic  testing  can  aid,  but  not  substitute, 
for  clinical  judgment.  New  tests  under  development 
include  a urine  antigen,  complement  fixation,  and 
polymerase  chain  reaction  assays. Hopefully,  one 
or  more  of  these  assays  will  demonstrate  improved 
sensitivity  and  specificity  compared  to  the  currently 
available  tests. 

Treatment.  Penicillin  has  long  been  recognized 
as  effective  treatment  for  EM.^°  Recent  controlled 
studies  using  short  courses  of  penicillin,  erythromy- 
cin, and  tetracycline  to  treat  early  and  late  Lyme 
disease^^’^^  led  to  improved  treatment  of  many  patients, 
although  antibiotic  failures  were  common.  These 
studies  necessarily  used  resolution  or  non-progression 
of  symptoms  as  indicators  of  efficacy  since  reliable 
microbiologic  or  immunologic  tests  for  Lyme  disease 
were  and  still  are  not  available.  A partial  explanation 


for  the  occurrence  of  antibiotic  treatment  failures 
may  be  found  in  recent  in  vitro  work.  B burgdorferi  is 
only  effectively  killed  in  culture  by  prolonged  antibiotic 
exposure  (eg,  99%  killing  occurs  only  after  2 to  3 
days).^®  Although  a relationship  between  antibiotic 
killing  in  vitro  and  clinical  efficacy  has  not  been 
firmly  established,  many  feel  long-term  maintenance 
ofbacteriocidal  antibiotic  levels  in  all  tissues,  including 
the  central  nervous  system,  is  necessary  for  maximal 
cure  rates. Recent  studies  show  ceftriaxone,  a third 
generation  cephalosporin  with  a long  half-life,  excel- 
lent central  nervous  system  penetration,  and  low 
incidence  of  side  effects,  is  more  effective  than  penicil- 
lin in  treatment  of  late  Lyme  disease.^®  These  con- 
siderations, although  not  based  on  controlled  studies, 
have  led  to  antibiotic  recommendations  for  the 
treatment  of  Lyme  disease  by  clinical  stage  (Table  3). 

Vectors.  Currently  only  members  of  the  genus 
Ixodes  (dammin,  pacificus,  and  ricinus)  are  known  to 
transmit  B burgdorferi  to  humans.  Amblyomma 
americanum  ( the  lone  star  tick  and  Ixodes  scapularis 
(the  black-legged  tick)^"*  also  may  be  capable  of 
transmitting  Lyme  disease,  but  definitive  evidence  is 
lacking.  In  Texas,  where  82  confirmed  cases  of  Lyme 
disease  were  reported  in  1989,  B burgdorferi  has  been 
isolated  from  A americanum,  I scapularis, 
Rhipicephalus  sangineus  (the  brown  dog  tick),  and 
the  cat  flea.^®  In  Oklahoma,  Borrelia  spp  have  been 
found  in  a single  wild  Peromyscus  leucopus  ( the  white- 
footed adult  mouse),  and  batches  of  7 scapularis  and 
Dermocenter  albapictus  collected  in  north-central 
Oklahoma  (Dr  Alan  Kocan,  Oklahoma  State  Univer- 
sity, personal  communication).  However,  the  Okla- 
homa tick  vector)  s)  for  Lyme  disease  has  not  been 
established,  and  physicians  or  their  patients  should 
save,  in  alcohol,  all  ticks  associated  with  illnesses. 
Tick  identification  can  be  obtained  through  the  OSDH 
or  the  Entomology  Department  at  Oklahoma  State 
University  (call  405-744-5527). 

Surveillance.  A “case  definition”  is  established 
for  surveillance  purposes  only.  Its  aim  is  to  achieve 
uniformity  in  statistical  reporting  of  a syndrome  and 
should  not  he  considered  necessarily  applicable  to  the 
diagnosis  or  treatment  of  individual  patients.  Ulti- 
mately, the  diagnosis  in  individual  cases  rests  on  the 
best  judgment  of  physicians  treating  patients,  who 
should  not  be  unduly  swayed  by  a “case  definition” 
developed  for  epidemiologic  studies. 

Lyme  disease  became  a reportable  disease  in 
Oklahoma  by  law  on  December  20,  1990.  Physicians 
and  laboratorians  are  encouraged  to  report  potential 
Lyme  disease  cases  to  the  GCDD  of  the  OSDH  on  the 
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Table  3.  Treatment  of  Lyme  Disease 

Type  of  Disease,  Drug 

Adult  Dosage 

Pediatric  Dosage 

Early 

Amoxicillin 

plus  probenecid 
(optional) 
Doxycycline 
Erythromycin* 

500-1,000  mgtid  x 21  d 

500  mg  tid  X 21  d 

1 00  mg  bid  or  tid  X 21  d 

250  mg  qid  x 1 0-21  d 

40  mg/(kg»d),  divided,  x 21  d 

30  mg/(kg«d),  divided,  x 10-21  d 

Neurologic 

Mild  (Bell's  palsy) 
Doxycycline 

Amoxicillin 

plus  probenecid 

1 00  mg  bid  or  tid  x 21-30  d 

500-1 ,000  mg  tid 

500  mg  tid  X 21-30  d 

More  serious  CNS  disease 
Penicillin  G 

Ceftriaxone 

24  million  units/d,  divided,  x 14-21  d 

2 g/d  iv  X 1 4 d 

250,000  units/(kg»d)  iv,  divided  (q4h),  x 14-21  d 
75-100  mg/(kg»d)  iv 

Cardiac 

Mild 

Doxycycline 

Amoxicillin 

plus  probenecid 

1 00  mg  bid  or  tid  x 21  d 

500-1 ,000  mg  tid  X 21  d 

500  mg  tid  X 21  d 

40  mg/(kg»d),  divided,  x 21  d 

More  serious 

Penicillin  C 

Ceftriaxone 

24  million  units/d,  divided,  x 14-21  d 

2 g/d  X 1 4 d 

250,000  units/(kg»d)  iv,  divided  (q4h),  x 14-21  d 
75-100  mg/(kg»d)  iv 

Arthritis 

Ceftriaxone 

Amoxicillin 

plus  probenecid 

2 g/d  iv  X 1 4-21  d 

500-1,000  mg  tid  x 21  d 

500  mg  tid  X 30  d 

75-100  mg/(kg»d)  iv 

•Alternative  Therapy 

(Reprinted  with  permission.  Copyright  1 989,  University  of  Chicago  Press.  Supplement  to  Reviews  in  Infectious  Diseases.  "A  Perspective  on  the  Treatment  of  Lyme  Borreliosis,"  Table  2, 

Vol.  11,  Supp.  6,  S1518-S1525,  by  B. ).  Luft,  et  al.^') 

blue  and  yellow  reporting  cards.  With  accurate  sur- 
veillance data,  preventive  public  health  measures 
can  be  planned  and  implemented.  While  only  33  cases 
of  Lyme  disease  were  identified  in  Oklahoma  during 
1988-89,  the  lack  of  systematic  surveillance  has  surely 
resulted  in  an  underestimate  of  the  true  incidence 
rate  in  the  state.  Reasons  for  this  include 
underreporting,  underdiganosis,  and  use  of  a rigorous 
case  definition.  Oklahoma  physicians  rarely  need 
reminding  that  our  state  suffers  a high  incidence  rate 
of  other  tick-borne  illness,  including  Rocky  Mountain 
spotted  fever,  tularemia,  and  ehrlichiosis.  Lyme  dis- 
ease, which  in  the  last  ten  years  has  become  the  most 
common  tick-borne  illness  in  the  United  States,  needs 
to  be  added  to  this  list.  For  these  reasons,  it  is 
important  that  physicians  and  other  health  educators 
stress  to  the  public  simple  preventive  measures  (Table 
4)  that  will  reduce  their  risk  of  acquisition  of  any  tick- 
borne  illness.  (J 
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Table  4.  Prevention  of  Tick-Borne 
Illness  in  Oklahoma 


• Avoid  tick-infested  areas  whenever  possible 

• Wear  protective  clothing  in  potentially  tick-infested  areas: 

a.  Long  pants  tucked  into  boots,  and  a long-sleeved  shirt, 

b.  Light-colored  clothing  to  facilitate  identification  of  ticks, 
and 

c.  Clothing  with  smooth,  close-weaved  fabrics. 

• Use  either  a tick  repellent  (20%  to  30%  DEET)  on  skin  and/or 
tick  toxicant  (0.5%  permethrin)  on  clothing  before  entering 
tick-infested  areas. 

• Examine  skin  frequently  (every  4-6  hours)  for  ticks;  remove 
attached  ticks  by  grasping  gently  with  tweezers  close  to  your 
skin  (not  by  crushing  tick  body)  and  slowly  pulling  out. 

• Save  detached  ticks  in  a closed  vial  of  rubbing  alcohol  for  2- 
3 weeks.  If  illness  develops,  the  tick  can  be  identified  to  help 
in  diagnosis. 

• Educate  patients  and  public  about  the  common  signs  and 
symptoms  of  Lyme  disease.  Rocky  Mountain  spotted  fever, 
tularemia,  and  ehrlichiosis,  especially  prior  to  and  during  late 
spring  and  summer. 
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A Comparison  of  Human  and 
Animcil  Mouth  Flora 

Ghazi  M.  Rayan,  MD;  Donna  Downard,  MLT;  Sandy  Cahill,  RN;  D.  |.  Flournoy,  PhD 


Human  bite  injuries  are  often  believed  to  be  more  serious  than 
animal  bite  injuries.  One  reason  for  this  distinction  might  be  a 
species  difference  in  the  microbial  mouth  flora.  In  order  to 
compare  this  possibility,  we  cultured  the  mouths  of  hum^lns, 
dogs,  and  cats.  H uman  oral  flora  contained  the  smallest  number 
of  bacteria  followed  by  dog  and  cat  oral  flora,  respectively. 
Veillonella  parvula  was  cultured  from  all  humans  and  was  also 
found  in  dog  and  cat  mouths,  but  less  frequently.  V parvula  is 
not  usually  considered  a virulent  organism  but  occasionally 
may  become  a pathogen  and  should  not  be  overlooked  espe- 
cially following  human  bite  injury. 

Hand  bite  injuries  are  notorious  for  their  high 
incidence  of  infection  and  complications.  Human 
bite  infections  are  generally  believed  to  be  more 
serious  than  animal  bite  infections.  The  purpose  of 
this  study  was  to  investigate  qualitatively  and  quan- 
titatively the  mouth  flora  in  humans,  dogs,  and  cats, 
with  special  attention  to  anaerobic  flora. 

Materials  and  Methods 

Five  patients  from  the  orthopedic  clinic  at  the  Univer- 
sity of  Oklahoma  Health  Sciences  Center,  including 
prison  inmates  and  indigent  patients,  were  selected 
for  this  study.  Five  domestic  dogs  and  five  domestic 
cats  were  also  studied.  The  mouths  of  these  subjects 
were  swabbed  with  a cotton-tipped  applicator  stick, 
and  teeth  were  scraped  with  a wooden  applicator 
stick.  The  samples  were  taken  during  the  day.  None 
of  the  subjects  was  NPO  and  none  of  the  humans  had 


Direct  correspondence  to  Ghazi  M.  Rayan,  MD,  3433  NW  56th,  #850,  Oklahoma  City,  OK 
73112. 


brushed  their  teeth  or  rinsed  their  mouths  prior  to 
taking  the  samples. 

The  applicator  sticks  with  samples  were  then 
placed  in  2.0  ml  of  thioglycollate  broth  and  delivered 
to  the  Microbiology  Section  at  the  Veterans  Admin- 
istration Medical  Center  (VAMC)  within  1 hour  after 
collection.  Contents  were  then  mixed  well  and  0.001 
ml  samples  ( using  a calibrated  inoculating  loop)  were 
plated  onto  5%  sheep  blood  agar,  MacConkey  agar, 
chocolate  agar  ( incubated  at  35°C  in  5%  CO^  for  5 days), 
5%  sheep  blood  agar/MacConkey  agar  biplate  (incu- 
bated at  35°C  in  room  atmosphere  for  5 days)  and 
Schaedlers  and  kanamycin-vancomycin  5%  sheep 
blood  agars  (incubated  anaerobically  at  35°C  for  5 
days).  The  number  of  organisms  was  quantitated  by 
determining  colony  forming  units  (cfu)/ml.  Gram  stains 
were  done  on  the  sample  in  thioglycollate.  Special 
care  was  taken  to  look  for  Eikenella  corrodens  and 
Pasteurella  multocida.  Normal  oral  flora  was  not 
speciated,  but  consisted  of  alpha  hemolytic  streptococci 
and  Neisseria  sp. 

Organisms  were  identified  using  conventional 
procedures^  and  anaerobes  were  identified  with 
Anaerobe  Identification  System  (Austin  Biological 
Labs,  Austin,  Tex). 

Results 

The  number  of  anaerobic  bacteria  found  in  the  oral 
cavity  exceeded  that  of  aerobic  bacteria  in  all  subjects 
studied  including  humans,  dogs,  and  cats.  Normal 
oral  flora  (streptococci  and  Neisseria  sp),  coagulase 
negative  staphylococci  (CONS),  and  Veillonella 
parvula  were  observed  in  cultures  from  humans. 
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Table  1.  Human  Oral  Flora 

Subject 

Test  Results 

Quantity 

Human  #1 

Cram  stain:  not  done 

Culture: 

Normal  oral  flora 

-105 

Veillonella  parvula  (gndc,  anaerobe) 

-105 

Staphyloccoccus  epidermidis  (gpc,  facultative) 

-lO" 

Bacteroides  intermedius  (gnr,  anaerobe) 

-lO" 

Human  #2 

Cram  stain: 

Squamous  epithelial  cells 

>50/1  pf 

gnr 

4+ 

gpc  in  pairs/clusters 

Culture: 

1 + 

Normal  oral  flora 

>105 

Bacteroides  disiens  (gnr,  anaerobe) 

-105 

Bacteroides  oralis  (gnr,  anaerobe) 

-105 

Veillonella  parvula  (gndc,  anaerobe) 

-10' 

Human  #3 

Cram  stain: 

Squamous  epithelial  cells 

-20/1  pf 

gnr 

3+ 

gpr 

2+ 

gpc  in  pairs 

Culture: 

2+ 

Normal  oral  flora 

>105 

Bacteroides  oralis  (gnr,  anaerobe) 

-105 

Bacteroides  intermedius  (gnr,  anaaerobe) 

-105 

Veillonella  parvula  (gndc,  anaerobe) 

-lO' 

Human  #4 

Cram  stain: 

gpc  in  pairs/chains 

3+ 

gpr 

1 + 

gnr 

Culture: 

1 + 

Veillonella  parvula  (gndc,  anaerobe) 

-10' 

Normal  oral  flora 

-10' 

Human  #5 

Cram  stain: 

gpc  mixed 

3+ 

gnr 

Culture: 

1 + 

Veillonella  parvula  (gndc,  anaerobe) 

-105 

gpc  (Cram  positive 

cocci),  gpr  (Cram  positive  rods),  ^nr  (Cram  negative  rods),  gndc  (Cram  negative  diplococci) 

/p/'(100  X,  low  power  field) 

Facultative  (grows  aerobically  or  anaerobically) 

Anaerobe  (only  grows  in  the  absence  of  oxygen) 

CONS  (Coagulase- 

negative  staphylococcus) 

Normal  oral  flora  = 

alpha  hemolytic  streptococcus  and  Neisseria  sp 

dogs,  and  cats.  V parvula  was  cultured  from  all  hu- 
man subjects  but  from  only  one  dog  and  one  cat. 
Bacteroides  species  (B  intermedins,  oralis  and  B 
disiens)  was  the  only  other  species  observed  in  cul- 
tures from  humans. 

Two  additional  species  were  cultured  from  the  oral 
cavity  of  dogs,  namely  Bacteroides  (B  capillosus,  B 
loescheii,  B asaccharolyticus,  B gingivalis,  and  B 


bivius)  and Fusobacteriurn  sp  (F necrophorium  and F 
nucleatum).  Given  species  were  cultured  from  dogs; 
none  of  these  were  cultured  from  humans. 

Five  additional  species  were  cultured  from  the 
oral  cavities  of  cats,  namely  Bacteroides  (B  gingivalis, 
B capillosus,  and  B loeschii),  Fusobacteriurn 
nucleatum,  Propionibacterium  acnes,  Lactobacillus 
fermentum  and  Peptococcus  sp.  The  total  number  was 
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Table  2.  Dog  Oral  Flora 

Subject 

Test  Results 

Quantity 

Dog  #1 

Gram  stain;  not  done 

Culture: 

Bacteroides  capillosus  (gnr),  anaerobe) 

>10’ 

Fusobacterium  necrophorium  (gnr,  anaerobe) 

~10’ 

Normal  oral  flora 

-10-' 

Staphylococcus  epidermidis  (gpc,  facultative) 

~10' 

Dog  #2 

Cram  stain: 

Squamous  epithelial  cells 

0-1/1  pf 

gpr,  tiny 

1-t 

gpr,  4 varieties 

Culture: 

2+ 

Fusobacterium  nucleatum  (gnr,  anaerobe) 

-10’ 

Bacteroides  capillosus  (gnr,  anaerobe) 

-105 

Bacteroides  loescheii  (gnr,  anaerobe) 

-105 

Fusobacterium  necrophorum  (gnr,  anaerobe) 

-105 

Normal  oral  flora 

-10" 

CONS  (gpc,  facultative) 

-105 

Dog  #3 

Gram  stain:  not  done 

Culture: 

Bacteroides  asaccharolyticus  (gnr,  anaerobe) 

-105 

Bacteroides  gingivalis  (gnr,  anaerobe) 

-105 

Normal  oral  flora 

-lO" 

Dog  #4 

Gram  stain: 

gpc  in  pairs 

2+ 

gnr 

Culture: 

4+ 

Bacteroides  capillosus  (gnr,  anaerobe) 

-105 

Dog  #5 

Cram  stain: 

gpc  in  pairs 

1 + 

gnr 

Culture: 

2+ 

Bacteroides  bivius  (gnr,  anaerobe) 

-lO" 

Veillonella  parvula  (gndc,  anaerobe) 

-lO" 

Normal  oral  flora 

-10" 

gpc  (Cram  positive  cocci),  gpr  (Cram  positive  rods),  gnr  (Gram  negative  rods),  gndc  (Cram  negative  diplococci) 

/p/’dOO  X,  low  power  field) 
Facultative  (grows  aerobically  or  a 

naerobically) 

Anaerobe  (only  grows  in  teh  absence  of  oxygen) 

CONS  (Coagulase-negative  staphylococcus) 

Normal  oral  flora  = alpha  hemolyt 

c streptococcus  and  Neisseria  sp 

seven  microorganisms  (Table  4).  None  of  these  were 
cultured  from  humans.  P multocida  and  E corrodens 
were  not  isolated  from  any  specimens. 

Discussion 

There  is  a general  conception  that  human  bite  inju- 
ries are  more  serious  than  animal  bite  injuries  due  to 
the  nature  of  their  oral  flora.  Douglas^  compared 
human  and  animal  bite  injuries,  and  found  that  the 
infection  rate  following  human  bites  was  much  higher 


than  dog  bites,  and  cat  bites  have  the  same  rate  of 
infection  as  those  of  humans.  He  recommended  clos- 
ing dog  bite  wounds  after  cleaning  and  irrigation  plus 
administration  of  antibiotics.  He  also  recommended 
against  closing  human  and  cat  bite  wounds. 

Goldstein  et  aF  compared  cultures  from  human 
and  animal  bite  wounds  and  isolated  aerobic  bacteria 
from  the  wounds  of  33  of  34  patients  with  human  bite 
wounds,  including  clenched-fist  injuries.  They  found 
a significant  incidence  of  anaerobic  bacteria  in  all 
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Table  3.  Cat  Oral  Flora 

Subject 

Test  Results 

Quantity 

Cat  #1 

Cram  stain: 

Squamous  epithelial  cells 

0-1/1  pf 

gpc  in  chains 

1 + 

gnr,  3-4  varieties 

Culture: 

) + 

Propionibacterium  acnes  (gpr,  anaerobe) 

~10^ 

Bacteriodes  gingivalis  (gnr,  anaerobe) 

~10^ 

Bacteroides  loeschii  (gnr,  anaerobe) 

-10’ 

Fusobacterium  nucleatum  (gnr,  anaerobe) 

-lO-' 

Normal  oral  flora 

~10" 

Cat  #2 

Cram  stain:  not  done 

Culture: 

Lactobacillus  fermentum  (gpr,  anaerobe) 

-10“ 

Normal  oral  flora 

-10“ 

CONS 

-10^ 

Cat  #3 

Cram  stain: 

gpc  in  pairs 

2+ 

gnr 

) + 

gnc 

Culture: 

1 + 

Veillonella  parvula  (gndc,  anaerobe) 

-105 

Bacteroides  gingivalis  (gnr,  anaerobe) 

-10“ 

Bacteroides  capillosus  (gnr,  anaerobe) 

-10“ 

Normal  oral  flora 

-10“ 

Cat  #4 

Cram  stain: 

gpc  in  pairs/chains 

2+ 

gnr 

Culture: 

) + 

Peptococcus  sp  (gpc,  anaerobe) 

-10“ 

Cat  #5 

Cram  stain: 

gpc 

rare 

gnr 

Culture: 

i-t- 

Bacetroides  cappilosus  (gnr,  anaerobe) 

-10“ 

Normal  oral  flora 

-10“ 

gpc  (Cram  positive  cocci),  gpr  (Cram  positive  rods),  gnr  (Cram  negative  rods),  gndc  (Cram  negative  diplococci) 

/pf  (100  X,  low  power  field) 

Facultative  (grows  aerobically  or  anaerobically) 

Anaerobe  (only  grows  in  teh  absence  of  oxygen) 

CONS  (Coagulase-negative  staphylococcus) 

Normal  oral  flora  = alpha  hemolytic 

streptococcus  and  Neisseria  sp 

types  of  bite  wound  cultures.  They  isolated  anaerobes 
in  18  of  34  human  bite  wounds  including  clenched-fist 
injuries  and  16  of  39  animal  bite  wounds. 

The  oral  flora  is  dynamic.  The  bacterial  count  of 
the  oral  flora  is  expected  to  be  greater  upon  waking  in 
the  morning  and  to  be  less  immediately  following 
rinsing  the  mouth.  The  volunteers  in  this  study  were 
not  NPO  and  none  rinsed  their  mouths  or  brushed 
their  teeth  for  several  hours  prior  to  taking  the 
samples.  We  compared  quantitatively  and  qualita- 


tively the  aerobic  and  anaerobic  mouth  flora  of  hu- 
mans and  animals.  We  found  anaerobic  strains  to  be 
more  common  than  aerobic  strains  in  human,  dog, 
and  cat  oral  cavities. 

For  the  animals  in  this  study  we  chose  dogs  and 
cats  because  their  bite  injuries  are  the  most  common. 
The  human  subjects  included  indigent  patients  who 
often  have  less  than  optimal  oral  hygiene.  Also,  do- 
mestic dogs  and  cats  were  chosen  because  they  often 
have  better  oral  hygiene  than  stray  animals.  In  spite 
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of  this,  the  total  number  of  microorganisms  cultured 
from  the  human  oral  cavities  was  less  than  that 
cultured  from  dogs,  and  the  cat  mouth  was  found  to 
have  the  largest  number  of  organisms.  With  the 
exception  of  V parvula,  normal  oral  flora  and  coagu- 


Table  4.  Comparison  of  Human,  Dog, 
and  Cat  Oral  Flora 

# Subjects 

Quantity 

Organism  Cultured  From 

Range 

cfu/ml 

Human  (5  subjects) 

Veillonella  parvula 

5 

-lO"  to  -10^ 

Normal  oral  flora 

4 

>10^ 

Bacteroides  intermedins 

2 

-10-'  to  -10’ 

Bacteroides  oralis 

2 

-10’ 

Bacteroides  disiens 

1 

-10' 

CONS 

1 

-10'' 

Dog  (5  subjects) 

Normal  oral  flora 

4 

- 10"  to  -10' 

Bacteroides  capillosus 

3 

>10'  to  -10' 

Fusobacterium  necrophorium 

2 

-10' 

CONS 

2 

-10' 

Fusobacterium  nucleatum 

1 

-10' 

Bacteroides  loescheii 

1 

-10' 

Bacteroides  asaccharolyticus 

1 

-10' 

Bacteroides  gigivalis 

1 

-10' 

Bacteroides  bivius 

1 

-10" 

Veillonella  parvula 

1 

-10" 

Cat  (5  subjects) 

Normal  oral  flora 

4 

10'  to  10' 

Bacteroides  gingivaiis 

2 

-10"  to  -10' 

Bacteroides  capillosus 

2 

-10" 

Bacteroides  loeschii 

1 

-10' 

Veillonella  parvula 

1 

-lO' 

Propionibacterium  acnes 

1 

-10' 

Fusobacterium  nucleatum 

1 

-10" 

Lactobacillus  fermentum 

1 

-10" 

Peptococcus  sp 

1 

-10" 

CONS 

1 

-10’ 

All  (15  subjects) 

Normal  oral  flora 

12 

1 O'  to  1 O' 

Veillonella  parvula 

7 

-10"  to  -10' 

Bacteroides  capillosus 

5 

>10"  to  >10' 

CONS 

4 

-10'  to  -10" 

Bacteroides  gingivaiis 

3 

-10"  to  -10' 

Bacteroides  loeschii 

2 

-10' 

Bacteroides  oralis 

2 

-10' 

Fusobacterium  necrophorium 

2 

-10' 

Bacteroides  intermedius 

2 

-10"  to  -10' 

Fusobacterium  nucleatum 

2 

-10"  to  -10' 

Bacteroides  asaccharolyticus 

1 

-10' 

Bacteroides  disiens 

1 

-10' 

Propionibacterium  acnes 

1 

-10' 

Bacteroides  bivius 

1 

-10" 

Lactobacillus  fermentum 

1 

-10" 

Peptococcus  sp 

1 

-10" 

lase  negative  staphylococci,  which  were  present  in 
human  and  animal  oral  flora,  the  human  oral  flora 
contained  only  Bacteroides  sp.  The  dog  oral  flora 
contained  Bacteroides  sp  and  Fusobacterium  sp.  The 
cat  oral  flora  contained  Bacteroides,  Fusobacterium, 
Propionibacterium,  Lactobaeillus,  and  Peptococcus. 

Veillonella  parvula  is  a Gram  negative  anaerobic 
coccus  first  isolated  by  Veillon^  in  1898.  It  is  part  of  the 
anaerobic  normal  flora  in  the  oral  cavity,  intestine, 
upper  respiratory  tract,  vagina,  and  urinary  tract. 
Seven  different  species  o{  Veillonella  were  described. 
These  were  reported  to  cause  a variety  of  infections. 
Veillonella  parvula  is  the  usual  causative  organism  of 
musculoskeletal  infections,  such  as  osteomylitis.®  ® It 
also  was  reported  to  cause  orchiepididymitis^  and 
cervicofacial  infections.®  Penicillin  is  the  treatment  of 
choice  for  infections  caused  by  Veillonella.  In  this  study, 
V parvula  was  the  second  most  common  organism  to 
be  isolated  from  the  oral  cavity  of  humans,  dogs,  and 
cats  after  normal  oral  flora,  and  it  was  cultured  from 
all  human  oral  cavities.  These  findings  are  consistent 
with  previous  studies  that  identified  Veillonella  as  the 
second  most  common  isolate  from  14  human  saliva 
specimens.®  Although  this  organism  is  prominent  in 
the  normal  human  oral  cavity,  it  is  not  often  isolated 
from  saliva-contaminated  wounds.  However,  it  may 
play  a pathogenic  role  and  therefore  should  not  be 
overlooked  following  bite  injuries,  especially  those 
inflicted  by  humans. 

Ordog’°  studied  420  patients  with  open  dog  bite 
wounds.  P multocida  was  not  isolated  from  these 
cultures.  We  have  previously  investigated  the  aerobic 
mouth  flora  of  rhesus  monkeys, “ and  P multocida 
was  not  isolated  from  any  of  the  animals  studied.  In 
this  study,  P multocida  was  not  isolated  from  any  oral 
cultures.  It  seems  that  this  organism  might  prefer  a 
certain  geographic  distribution  and  is  not  as  common 
in  some  geographic  areas  as  in  others. 

In  a previous  study^^  we  found  a 2.6%  incidence  of 
Eikenella  corrodence  in  the  human  mouth.  Therefore 
it  was  not  surprising  to  find  no  isolates  of  Eikenella 
corrodence  from  any  cultures  in  this  small  group  study. 

The  serious  nature  and  economic  impact  of  dog 
bite  injuries  were  emphasized  by  Goldwyn.^® 

Conclusion 

The  results  of  this  study  contradict  the  assumption 
that  human  bites  are  worse  than  animal  bites  due  to 
the  nature  of  their  mouth  flora.  Severity  of  the  bite  is 
another  variable  that  can  influence  the  ultimate  out- 
come of  the  wound.  Human  bites  tend  to  be  severe  and 
associated  with  more  tooth  penetration  and  tissue 
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damage.  Perhaps  this  explains  why  the  outcome  of 
human  hites  is  believed  to  be  worse  than  animal  bites. 

IJ) 
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Patient  Demographic  Characteristics  and 
Housestaff  Performance  in  the  Care  of  Patients 
with  Human  Immunodeficiency  Virus  Disecise 

Karen  G.  Smallwood,  MD;  Steven  D.  Kick,  MD;  Jeffrey  A.  Beal,  MD;  Ronald  B.  Saizow,  MD; 

Dala  R.  Jarolim,  MD 


A retrospective  review  of  the  medical  records  of  45  patients 
with  human  immunodeficiency  virus  (HIV)  disease  was  con- 
ducted in  an  Oklahoma  internal  medicine  teaching  clinic. 
Demographics  of  this  patient  population  and  house  staff 
performance  in  the  care  of  these  patients  was  evaluated.  The 
study  population  demographics  were  similar  to  national  find- 
ings with  the  exception  of  lower  documented  homosexual/ 
bisexual  transmission  among  males  and  higher  heterosexual 
transmission  among  females.  Deficiencies  in  documentation 
were  noted  in  the  areas  of  route  of  acquisition,  mental  status, 
and  functional  level.  In  several  instances  patients  who  were 
candidates  for  zidovudine  and/or  Pneumocystis  prophylaxis 
were  not  receiving  these  treatments.  The  quality  of  care  could 
be  enhanced  through  the  use  of  HI  V evaluation  eind  treatment 
protocols  as  well  as  specially  designed,  HIV-specific  medical 
records  to  improve  data  collection.  These  HIV-specific  medical 
records  can  be  found  in  the  appendices. 

The  continued  rise  in  the  number  of  cases  of 
human  immunodeficiency  virus  (HIV)  infection, 
as  well  as  its  dissemination  from  urban  areas,  means 
that  more  and  more  primary  care  physicians  will  be 
caring  for  these  patients.  As  knowledge  about  the 
disease  increases  and  more  people  are  tested,  physi- 
cians will  see  a larger  spectrum  of  the  disease.  How- 


Direct  correspondence  to  Karen  G.  Smallwood,  MD,  Adult  Medicine  Clinic.  OUHSC, 
Tulsa,  2815  South  Shendan  Road,  Tulsa,  OK  74129. 


ever,  health  care  workers’  fears  about  disease  trans- 
mission and  stereotypic  beliefs  about  members  of  the 
so-called  “risk  groups”  may  result  in  suboptimal  health 
care.  In  addition,  the  very  nature  of  the  high  risk 
behaviors  involved  makes  interviewing  the  patient 
about  those  behaviors  one  of  the  most  difficult  of  any 
doctor-patient  interaction.  The  wide  clinical  spec- 
trum of  the  disease  and  its  changing  therapeutics 
makes  the  care  of  these  patients  even  more  challenging. 

As  therapeutic  interventions  advance,  it  becomes 
incumbent  upon  physicians  to  develop  strategies  to 
effectively  and  consistently  care  for  patients  with 
HIV  disease.  A critical  assessment  of  the  physician’s 
patient  population  and  available  resources  becomes 

The  stigma  attached  to  HIV  infection  often  leads 
many  physicians  to  refuse  to  treat  patients  with  this 
disease.  As  a result,  much  of  their  health  care  is 
provided  by  physicians  in  training.  Since  residents 
and  medical  students  provide  a great  deal  of  the  care 
of  HIV  patients,  the  purpose  of  this  study  was  to 
evaluate  their  performance  in  a free-standing,  adult 
medicine,  teaching  clinic  at  the  University  of  Okla- 
homa Health  Sciences  Center,  Tulsa.  The  clinic’s 
patient  population  is  largely  indigent,  with  the  clinic 
providing  70%  of  the  indigent  care  in  northeastern 
Oklahoma.  The  performance  of  house  staff  and  stu- 
dents was  reviewed  in  the  areas  of  data-gathering, 
physical  examination,  laboratory  evaluation,  and 
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treatment.  In  addition,  demographic  characteristics 
of  the  HIV-infected  patients  presenting  to  the  Adult 
Medicine  Clinic  (AMC)  were  studied.  It  is  hoped  that 
through  education,  residents  and  students  may  feel 
more  comfortable  with  the  care  of  these  patients  and 
thereby  become  more  effective. 

Methods 

A review  instrument  was  developed  to  evaluate  the 
medical  records  of  HIV-infected  patients.  Both  de- 
mographic and  medical  data  were  gathered.  Docu- 
mentation of  historical,  physical,  and  laboratory  data 
was  reviewed.  Although  written  notes  may  reflect 
only  a small  portion  of  the  medical  interview,  for  the 
purposes  of  this  study  it  was  assumed  that  undocu- 
mented questions  had  not  been  asked.  The  same 
assumption  was  made  regarding  undocumented 
physical  examinations  or  laboratory  tests.  A single 
reviewer  (KGS)  collected  information  about  positive 
and  negative  patient  responses  and  made  note  of  any 
documentation  deficiencies. 

Patients  included  in  this  study  were  identified  by 
computer  from  a complete  roster  of  clinic  patients,  as 
well  as  by  referral  from  resident  physicians.  Forty- 
five  patients  were  included  in  this  study.  This  number 
does  not  necessarily  reflect  the  entire  population  of 
HIV  patients,  since  some  patients  may  not  have  been 
identified  by  the  computer  search  or  may  not  have 
been  referred  to  the  study. 

During  the  course  of  data  collection,  specific 
medical  record  forms  were  developed  to  enhance 
clinical  data  collection.  These  new  medical  record 
forms  included  a clinical  data  base,  flow  sheets,  and 
standardized  progress  notes.  The  data  base  and  flow 
sheet  can  be  found  in  Appendices  A and  B. 

Results 

Forty-five  patients  with  HIV  disease  were  identified 
and  included  in  this  study.  Thirty-eight  of  the  patients 
studied  were  male  and  seven  were  female. 

At  the  time  of  initial  presentation  to  the  Adult 
Medicine  Clinic,  the  patients  in  our  study  population 
ranged  from  18  to  45  years  of  age  (Table  1).  The  mean 
age  was  31  years. 

Other  pertinent  demographic  information  included 
the  marital  status  and  race  of  the  patients.  Of  the  45 
patients  in  the  study,  33  (73%)  were  single,  4 (9%) 
were  married,  and  the  remainder  were  divorced, 
widowed,  or  separated.  Thirty-five  patients  (78%) 
were  white,  8 ( 18%)  were  black,  and  the  remaining  2 
(4%)  were  Native  American. 


The  route  of  acquisition  of  the  HIV  infection  was 
frequently  omitted  from  the  medical  record  (Table  2). 
Twenty-nine  percent  of  the  medical  records  reviewed 
had  no  route  of  acquisition  documented.  Of  those  that 
did,  homosexual  men  and  intravenous  drug  users 
accounted  for  nearly  equal  proportions  of  the  study 
population.  Heterosexual  transmission  of  the  infection 
was  substantial  and  occurred  primarily  in  women 
who  had  sexual  contact  with  intravenous  drug  users. 
No  hemophiliac  patients  were  identified,  although 
one  patient  (2%)  was  identified  as  acquiring  the  HIV 
infection  through  a blood  transfusion.  These  findings 
differed  from  national  figures  in  which  homosexual/ 
bisexual  transmission  occurred  in  68%  of  cases,  in- 
travenous drug  use  in  19%,  and  heterosexual  contact 
in  4%  of  cases. ^ 

Many  times  there  was  a delay  between  a patient’s 
historical  or  documented  seroconversion  and  his/her 
presentation  to  the  clinic  for  treatment.  The  mean 
elapsed  time  from  seroconversion  to  clinic  presenta- 
tion was  11.9  months,  with  a range  of  two  weeks  to 
thirty-six  months. 

Each  patient  was  assigned  to  a Centers  for  Disease 
Control  (CDC)  class^  based  on  data  found  in  the 
medical  record  (Table  3).  A particular  class  was  as- 
signed when  criteria  were  met  at  any  time  during  the 
patient’s  care  at  the  Adult  Medicine  Clinic. 

Of  the  28  patients  diagnosed  with  an  AIDS- 
defining  illness,  7 had  died  as  of  March,  1990.  Among 
the  deceased  patients,  the  age  at  death  ranged  from 
29  to  43  years  with  a mean  of  34.4  years.  Among  those 


Table  1. 

Age  Distribution  of  HIV  Patients 

Age  Range 

Number  of  Patients 

1 8-20  yrs 

2 

21-25  yrs 

7 

26-30  yrs 

14 

31-35  yrs 

1 1 

36-40  yrs 

7 

41-45  yrs 

4 

Mean  age  = 31  yrs 

Table  2.  Route  of  Acquisition  of  HIV  Infection 


Homosexual/Bisexual 

27% 

Intravenous  drug  use 

22% 

Heterosexual 

18% 

Transfusion 

2% 

Other 

2% 

Hemophiliac 

0% 

Not  documented 

29% 
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patients  still  living  in  March,  1990,  the  ages  ranged 
from  21  to  43  years  with  a mean  age  of  30.9  years. 
Overall,  the  mean  age  of  the  patients  with  AIDS  was 
32  years.  The  difference  in  mean  ages  between  the 
living  and  deceased  patients  was  four  years. 

In  order  to  look  at  survival,  the  medical  records  of 
these  patients  were  reviewed  to  determine  the  date  of 
onset  of  the  AIDS-defining  illness.  This  was  not  pos- 
sible for  two  of  the  patients.  The  number  of  months 
elapsed  from  the  diagnosis  of  AIDS  until  March,  1990, 
was  used  to  estimate  survival.  The  overall  mean 
survival  was  16.6  months,  which  is  similar  to  that 
found  at  other  centers.^  No  trends  relating  survival  to 
specific  diagnoses  of  AIDS-related  illnesses  were 
found. 

Diagnoses  of  AIDS-related  diseases  are  listed  in 
Table  4.  The  most  common  diagnoses  were  oral 
candidiasis  (66%),  Pneumocystis  carinii  pneumonia 
(26%),  and  esophageal  candidiasis  (26%). 

A rank  order  list  of  the  ten  most  common  positive 
symptoms  among  the  study  patients  is  presented  in 
Table  5.  Of  these  symptoms,  only  the  first  two  were 
documented  in  at  least  80%  of  the  patients.  The 
remaining  eight  symptoms  were  documented  in  only 
33%  to  58%  of  the  patients.  Of  these  commonly  occur- 
ring symptoms,  those  overlooked  most  often  were 
fatigue  (67%),  night  sweats  (62%),  and  rash  (49%). 
Questions  about  the  respiratory  system  were  the 
most  likely  to  be  asked  (70%  to  91%  of  patients). 
However,  this  may  reflect  the  nature  of  the  present- 
ing complaints. 

In  general,  questions  regarding  mental  status  and 
functional  ability  were  neglected  the  most  often.  The 
symptoms  given  the  least  attention  were  weakness 
(93%),  memory  and  concentration  problems  (93%), 
odynophagia  ( 78% ),  headache  (78% ),  and  paresthesias 
(75%).  The  patient’s  functional  level  was  documented 
in  only  15%  of  patients. 

Among  the  clinical  presentations  reviewed,  the 
most  common  were  gastrointestinal  complaints  (16 
patients ) and  headache  or  other  neurologic  complaints 


Table  3.  Distribution  of  Patients  According 
to  CDC  Classification 


CDC  Class 

Number  of  Patients 

Percentage 

1 

0 

0 

II 

1 1 

25 

III 

4 

9 

IV 

28 

62 

Indeterminate 

2 

4 

(11  patients).  Fever,  as  a presenting  complaint,  was 
remarkably  infrequent  ( 2 patients ).  The  most  common 
gastrointestinal  complaints  were  diarrhea  (33%), 
vomiting  (29%),  and  nausea  (24%).  The  majority  of 
the  neurologic  presentations  consisted  of  headache 
(27%),  paresthesias  (20%),  or  unspecified  visual 
changes  (16%).  Despite  the  frequency  of  these  com- 
plaints, cultures  of  the  stool  were  obtained  in  only  7 
patients,  and  formal  visual  checks  were  never  docu- 
mented. 

The  utilization  of  several  diagnostic  laboratory 
tests  was  reviewed.  Over  half  of  the  patients  did  not 
have  documentation  of  baseline  hepatitis  or  syphilis 
serology.  In  addition,  beta  2-microglobuIin  studies 
were  obtained  in  only  seven  patients.  Ten  patients  did 
not  have  a documented  CD4  lymphocyte  count. 

Of  the  35  patients  with  documented  CD4  counts, 
the  most  recent  CD4  count  was  less  than  200  cells  per 
cubic  millimeter  in  40%  of  the  patients.  Five  patients 
had  initial  CD4  counts  greater  than  1000  cells  per 
cubic  millimeter. 

The  number  of  patients  receiving  Pneumocystis 
prophylaxis  was  reviewed.  Of  the  14  patients  with 
CD4  counts  less  than  200  cells  per  cubic  millimeter, 
only  6 were  receiving  Pneumocystis  prophylactic 
agents. 


Table  4.  Distribution  of  AIDS-Defining  Illnesses 

Diagnosis 

Percentage 

General 

Persistent  generalized  lymphadenopathy 

20 

Constitutional  disease 

1 1 

HIV  encephalopathy 

6 

Unexplained  neuropathy  or  myelopathy 

14 

Cl  Opportunistic  infections 

Candidiasis — esophageal 

26 

Cryptococcosis — extrapulmonary 

3 

Cytomegalovirus — pulmonary 

3 

Cytomegalovirus — colitis 

3 

Histoplasmosis 

6 

Herpes  simplex — mucocutaneous 

14 

Mycobacterium  avium  complex 

or  M kansasii 

6 

Pneumocystis  carinii  pneumonia 

26 

C2  Other  Infections 

Candidiasis — oral 

66 

Herpes  zoster — multidermatomal 

6 

Oral  hairy  leukoplakia 

3 

Salmonellosis — recurrent  bacteremia 

3 

Opportunistic  Malignancies 

Kaposi's  sarcoma 

14 

Non-Hodgkin's  lymphoma 

3 
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Zidovudine  use  was  reviewed.  Ten  of  14  patients 
with  CD4  counts  less  than  200  cells  per  cubic  milli- 
meter were  receiving  zidovudine.  The  reasons  for 
this  omission  in  4 patients  were  not  specified  in  the 
medical  record.  Of  12  patients  with  CD4  counts 
between  200  and  500  cells  per  cubic  millimeter,  5 
were  on  zidovudine. 

Of  the  15  patients  taking  zidovudine,  8 were 
taking  100  milligrams  every  four  hours  and  6 were 
taking  200  milligrams  every  four  hours.  Whether 
this  split  reflects  dosage  adjustment  due  to  side 
effects,  inconsistency  in  prescribing  practices,  or 
changes  in  dosage  recommendations  was  unclear. 

Discussion 

The  typical  patient  in  this  study  was  a single  white 
male  in  his  thirties.  This  most  likely  reflects  the  large 
numbers  of  gay  and  bisexual  men  that  usually  make 
up  the  majority  (68%)  of  HIV  cases. ^ Our  study 
population  differed  from  the  norm  with  a smaller 
percentage  of  documented  homosexual/bisexual 
transmission  and  a larger  percentage  of  heterosexual 
transmission.  However,  it  is  entirely  possible  that  a 
large  number  of  the  cases  without  a documented 
route  of  acquisition  were  actually  the  result  of 
homosexual  or  bisexual  contact.  A substantial  num- 
ber of  our  patients  were  intravenous  drug  users, 
which  is  similar  to  national  findings.  However,  this 
may  reflect  selection  bias  of  those  patients  most 
likely  to  be  indigent  and  therefore  unable  to  acquire 
their  health  care  from  the  private  sector. 

Of  note  were  the  7 female  patients,  6 (68%)  of 
whom  acquired  the  virus  through  heterosexual  con- 
tact with  an  infected  partner.  Although  the  number  of 
female  patients  in  our  study  was  small,  this  is  a 
striking  contrast  to  the  national  finding  of  only  21% 
of  female  cases  resulting  from  heterosexual  contact.^ 
Approximately  half  of  the  female  patients  had  AIDS 
while  the  other  half  was  asymptomatic. 


Table  5.  Ranking  of  the  Ten  Most 
Common  Positive  Symptoms 


1.  Cough 

2.  Weight  loss 

3.  Lymphadenopathy 

4.  Rash 

5.  Abdominal  pain 

6.  Anorexia 

7.  Fatigue 

8.  Night  sweats 

9.  Fever 
10.  Diarrhea 


Remarkable  differences  were  found  in  the  degree 
of  documentation  of  the  initial  review  of  systems 
questions. 

Frequently,  certain  questions,  particularly  those 
regarding  functional  level  and  mental  status,  were 
not  asked.  Due  to  the  varied  presentations  of  CNS 
pathology  in  HIV  patients,  evaluation  of  functional 
level  and  mental  status  becomes  critical.  Subtle 
changes  in  cognitive  ability  may  be  the  first  present- 
ing sign  of  HIV  encephalopathy  or  of  a CNS  infection. 
It  also  becomes  important  to  document  functional 
ability  as  a marker  of  disease  progression  as  well  as 
to  anticipate  the  need  for  ancillary  care.  The  reason 
for  failing  to  document  this  information  was  not 
entirely  clear.  The  traditional  medical  model  is  taken 
to  its  extreme  with  HIV  disease,  and  therefore,  “softer” 
information,  such  as  cognitive  abilities,  may  be 
overlooked.  Indeed,  the  biomedical  aspects  of  the 
disease  may  be  so  overwhelming  that  it  appears  less 
attention  may  be  given  to  the  other  aspects  of  the 
disease. 

When  therapeutic  interventions  were  reviewed,  a 
number  of  findings  were  present.  Only  half  of  the 
patients  had  documentation  of  hepatitis  or  syphilis 
serology.  While  guidelines  for  initial  laboratory  stud- 
ies differ,  many  physicians  believe  that  hepatitis  and 
syphilis  serology  should  be  obtained.®  ® 

Hepatitis  serology  is  important  in  evaluating  the 
common  finding  of  elevated  serum  transaminases. 
Furthermore,  hepatitis  B vaccination  may  be  indicated 
for  those  patients  who  are  seronegative.®  The  reason 
for  this  failure  of  documentation  of  hepatitis  serology 
was  uncertain.  Possibly  the  housestaff  were  simply 
unaware  of  these  guideline  for  care. 

Early  intervention  in  the  course  of  this  disease  is 
important  because  patients  have  a wide  variety  of 
needs  for  education,  counseling,  and  emotional  sup- 
port. This  study  found  that  an  average  of  approxi- 
mately one  year  had  elapsed  between  seroconversion 
and  presentation  to  the  clinic  for  treatment.  Some 
patients  may  have  received  their  initial  care  elsewhere, 
but  an  opportunity  to  enhance  patient  care  through 
early  intervention  was  identified. 

Documentation  of  the  CD4  lymphocyte  count  was 
perhaps  the  most  significant.  Numerous  studies  have 
shown  the  CD4  count  to  be  the  best  predictor  of  risk 
for  opportunistic  pneumonia  and  disease  progression. 
The  count  helps  the  clinician  make  decisions  regarding 
treatment,  particularly  with  Pneumocystis  prophy- 
laxis and  zidovudine  therapy.  Therefore,  it  is  very 
important  that  CD4  counts  be  performed  on  a regular 
basis.  However,  in  10  of  45  patients  (22%),  CD4 
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l3miphoc3^e  counts  were  not  documented.  Although 
the  literature  strongly  supports  the  use  of  the  CD4 
lymphocyte  count,  a number  of  barriers,  such  as  the 
real  or  perceived  cost  to  the  patient  or  inadequate 
physician  knowledge,  may  have  diminished  its  use  in 
our  clinic. 

Five  patients  had  initial  CD4  counts  greater  than 
1000  cells  per  cubic  millimeter.  One  of  these  patients 
did  not  have  serologic  evidence  of  HIV  disease.  This 
patient  presented  with  a diagnosis  of  AIDS-related 
complex  and  a history  of  having  had  both  positive  and 
negative  serologies  for  HIV  infection.  Over  the  past 
three  years  he  has  had  two  negative  Western  blot 
tests  and  two  negative  HIV  P24  antigen  tests.  This 
underscores  the  importance  of  documenting  HIV  se- 
rology, particularly  in  patients  with  high  CD4  counts. 

Utilization  of  zidovudine  appeared  to  be 
suboptimal.  Patients  with  CD4  counts  less  than  200 
cells  per  cubic  millimeter  are  the  ones  most  likely  to 
benefit  from  zidovudine  therapy. Recently,  the 
indications  for  the  use  of  this  antiretroviral  agent 
have  been  expanded  to  include  those  individuals  with 
CD4  counts  less  than  500  cells  per  cubic  millimeter 
regardless  of  symptomatology.^®  As  noted,  there  were 
patients  with  counts  below  500  cells  per  cubic  milli- 
meter, as  well  as  counts  below  200  cells  per  cubic 
millimeter,  who  did  not  receive  zidovudine.  It  is 
possible  these  patients  were  offered  zidovudine  and 
refused  it  or  that  they  were  unable  to  tolerate  the 
drug.  In  several  cases  the  documentation  was  inad- 
equate to  make  this  determination.  The  differences  in 
dosing  schedules  suggested  possible  inconsistencies 
in  the  knowledge  of  zidovudine  use. 

The  utilization  of  prophylactic  measures  for 
Pneumocystis  carinii  pneumonia  ( PCP)  was  reviewed. 
There  were  14  patients  considered  to  be  at  risk  for 
PCP  due  to  CD4  lymphocyte  counts  less  than  200  cells 
per  cubic  millimeter.  Eight  of  these  patients  (57%) 
did  not  receive  appropriate  prophylaxis.  The  literature 
suggests  these  patients  might  have  benefited  from 
this  treatment  with  improved  survival. “ 

These  observations  illustrate  the  need  for  current 
and  specific  recommendations  which  can  be  commu- 
nicated to  housestaff  and  students,  particularly  re- 
garding the  utilization  of  zidovudine  and  Pneumocystis 


carinii  prophylactic  agents.  The  development  of  spe- 
cific written  protocols  regarding  inpatient  treatment 
of  HIV  patients  has  been  recommended.^®  Simple, 
updated  protocols  for  the  evaluation  and  treatment  of 
HIV  patients  in  the  ambulatory  care  setting  might 
facilitate  improvement  in  data-gathering,  evaluation, 
and  treatment. 

Complete  history  and  physical  examinations  as 
well  as  specific  baseline  laboratory  evaluations  are 
essential  in  providing  comprehensive  and  high  quality 
care  for  HIV-infected  patients.  Uniformity  in  this 
area  could  be  accomplished  through  the  use  of  a 
specialized  clinical  data  base  (Appendix  A)  designed 
for  use  with  HIV  patients.  This  approach  would  help 
ensure  the  documentation  of  the  large  amounts  of 
information  gathered  in  the  process  of  caring  for  HIV 
patients. 

Neutropenia,  anemia,  thrombocytopenia,  the  CD4 
count,  beta  2-microglobulin,  and  P24  antigen  have  all 
been  identified  as  prognostic  indicators  in  HIV  dis- 
ease. Grouping  all  of  these  items  together  in  one 
flow  sheet  (Appendix  B ) for  monitoring  and  treatment 
planning  might  improve  the  quality  of  care  provided 
to  these  patients. 

Summary 

In  summary,  the  care  provided  to  HIV  patients  pre- 
senting to  an  internal  medicine  teaching  clinic  was 
evaluated.  Inconsistencies  were  found  in  data  gath- 
ering, laboratory  evaluation,  and  treatment  which 
may  have  adversely  affected  care.  A specialized  data 
base  and  flow  sheets  may  improve  the  care  provided 
to  these  patients.  The  development  of  treatment 
protocols  for  the  outpatient  setting  would  help  stan- 
dardize care  and  improve  the  consistency  of  the 
treatment  of  this  complex  disease. 

A defined  data  base,  complete  laboratory  data, 
and  standardized  treatment  strategies  may  improve 
the  comprehensive  care  of  patients  with  HIV  disease. 
This  study  identified  important  deficiencies  in  the 
care  of  HIV  patients  in  a teaching  clinic.  The  HIV- 
specific  forms  and  protocols  developed  from  this  study 
will  be  implemented  and  their  effectiveness  evaluated. 
If  shown  to  enhance  care,  this  simple  tool  could  affect 
the  practice  of  residents  and  practitioners  alike.  (J 
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HIV  DISEASE  DATA  BASE 


Date: 


Name: 

Chart  No.: 

DOB; 

Age: 

Sex: 

M F 

Race: 

Marital  Status: 

HISTORY 

Date  ot  Svmpton  Onset: 

Seroconversion  Date: 

Test  Site: 

HIV  Positivity  Confirmed  by  AMC 

Y N Date: 

State  Health  Dept.  Notified: 

Y N Date; 

Copy  of  lab  report  on  the  chart: 

Y N 

Route  of  Acquisition  (Check  all  that  a 

pply  since  1 978): 

Gay 

IV  Drug  Use 

Bisexual 

Hemophiliac 

Heterosexual  activity  with: 

Known  at  risk  male 

Blood  transfusion 

Known  at  risk  female 

Other 

Any  partner(s)  known  to  be  HIV  positive  Y N 

Sexual  History: 

Currently  sexually  active: 

Y N 

Sex  with  males 

Sex  with  females 

Number  of  partners  in  last  year 

lifetime 

Specific  Sexual  Practices  (Check  all  that  apply): 

M 

F 

M 

F 

Oral  Active  

Oral  Receptive 

Anal  Active  

Anal  Receptive 

Oral-Anal  Active  

Oral-Anal  Passive 

Shared  Toys  

Vaginal  Sex 

Deep  Kissing  

Condom  Use:  alwavs 

most  of  times  sometimes 

never 

Year  started  using  condoms 

Other  Contraceptive  Methods  Used: 

Use  of  sexual  enhancers:  stimulants 

nitrates  THC 

History  of  other  STDs: 

Syphilis 

Gonorrhea 

Herpes 

Chlamvdia 

Trichomonas 

Hep.  B 

Chancroid 

Scabies 

Hep.  A 

Lymphogranuloma  venereum 

Salmonella 

Granuloma  inguinale 

Shigella 

Ureaplasma  urethritis 

Amebiasis 

Candidiasis 

Giardiasis 

Condyloma  accuminata 

Campvlobacter 

Cvtomegalovirus 

Crvptosproridium 

Molluscum  contagiosum 

Strep  proctitis 

Pediculosis  pubis 

Toxic  Shock  Svn. 

Other; 


Appendix  A (continued) 


Psychosocial  History: 

Social  Support  Available:  Y N 

Family  Reaction  to  Diagnosis  

Living  Arrangements 

Occupational  Status 

Highest  level  of  education  completed  

Receiving  Disability  Y N Source 

Prior  Therapy: 

AZT : Dose 

Duration  of  Treatment  

Adverse  Reactions 

PCP  Prophylaxis  Drug(s) 

Dose 

Duration  of  Treatment  

Adverse  Reactions 

Other  Medications  (include  dose); 


BASELINE  PHYSICAL  FINDINGS 


Check  all  positive  findings  noted  on  initial  presentation. 

Thrush  

Chest — Abnormal 

Hemoccult  Pos. 

Rash  

Lymphadenopathy  

Symmetric  Y N 

Location:  Cervical 

Infraclavicular  

Epitrochlear  

Femoral 


Oral  Hairy  Leukoplakia 
Hepatosplenomegaly  _ 

Neuro — Abnormal  

Other  Skin  Lesion  


Supraclavicular 

Axillary  

Inguinal 

Popliteal  


Size  (in  cm): 

Character:  mobile fixed firm tender 

Mental  Status:  Alertness 

Mood Affect  

Hallucinations/Delusions 

Mini  Mental  Status  score  

Other  Observations: 


HSC-7237 


Appendix  A (continued) 


LABORATORY  FINDINGS 

Name Dale 

WBC  Count HCT Hgb Pits 

Absolute  Neutrophil  Count 

Absolute  Lymphocyte  Count 

CD4  Count:  Absolute Percentage 

B-2  Microglobulin  

P-24  Antigen 

Serology: 

HBsAg HBcAb HBsAb HBeAg 

HAV  IGM  

VDRL 

FTA 

PPD:  Strength (-1-) (-) Size 

Control:  Type  (-1-) (-) 

DIAGNOSTIC  EVALUATION 

CXR: 

PFTs: 

Baseline  ABCs  (smokers) 

Other: 


ASSESSMENT 

Diagnosis: 

Stage: 

Baseline  Functional  Level  (Karnofsky  Score) 

THERAPY 

Immunizations  Given  Date 

Hepatitis  B 

Influenza  

Pneumovax  

H.  Influenza  B 

Td  

TREATMENT  PLAN 


Signature 


Date 


HSC-7236 


Appendix  B. 

HIV  DISEASE  FLOW  SHEET 


Name:  Ht.:  Wt.: 

Baseline  Weight: Less  10%  


Date 

Weight 

Wt.  Change 

Temp. 

Karnofsky  Score 

LAB 


WBC 

PMNs  Abs.  # 

Lymphs  Abs.  # 

Hqb 

Hct 

Pits 

CD4  Abs.  # 

CD4% 

BUN 

Cr 

Choi. 

TGL 

Protein 

Albumin 

Aik.  Phos. 

SCOT 

LDH 

CPK 

B12 

Folate 

Amylase 

Lipase 

IgA 

B-2  Micro. 

P-24  Ag 

PPD 

HSC-7232 
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Coming  next  month 

Papers  scheduled  for  publication  in  November  include  a case  report 
on  endometrioid  carcinoma,  a report  on  HIV  seroprevalence  in  Oklahoma 
childbearing  women,  and  a comparison  of  antimicrobial  susceptibilities 
among  hospitalized  and  nursing  home  patients  in  Oklahoma. 

Also  included  will  be  an  article  on  the  gastrointestinal  management 
of  patients  undergoing  heart  transplantation. 
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THE  THINGS  THAT  MAKE  PLICO  HEALTH 


DIFFERENT 

ARE  THE  THINGS  THAT  MAKE  PLICO  HEALTH 

BETTER 


Why  PLICO  Health? 


Coverage 


Coverage  continues  for  retiring  physicians  who  maintain  their 
membership  in  the  Oklahoma  State  Medical  Association.  Coverage 
also  continues  for  retiring  employees,  provided  they  have  been 
employed  by  the  same  eligible  employer  for  7 years  and  do  not  seek 
other  full  time  employment.  On  the  death  of  an  insured  employee, 
the  spouse  and  other  dependents  may  continue  the  same  coverage 
for  the  same  premium  as  long  as  the  premium  is  paid  and  the 
spouse  and  dependents  maintain  eligibility. 

To  find  out  more  about  the  advantages  of  PLICO  Health,  give  us  a 
call.  One  of  our  experienced  insurance  specialists  will  be  happy  to 
provide  you  with  details. 


fpifeo) 

HEALTH 

The  Physicians  Liability  Insurance  Company 

P.O.  Box  26727  • Oklahoma  City,  OK  73126  • 405/524-0801 
1-800/522-9219 
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OSMA  Board  of  Trustees  holds  its  summer  meeting  in  OKC 


The  Board  ofTrustees  of  the  Oklahoma  State  Medical 
Association  met  Sunday,  August  18,  at  OSMA  head- 
quarters in  Oklahoma  City. 

Among  the  items  considered  and  actions  taken  by 
the  board  were  the  following: 

• Dr  John  McIntyre,  new  chairman  of  the  Physi- 
cians Liability  Insurance  Company  (PLICO)  reported 
that  some  restructuring  of  the  company  has  taken 
place  since  the  death  of  C.  Alton  Brown,  MD,  former 
chairman.  The  office  of  vice-chairman  has  been 
added,  allowing  two  members  of  the  board  to  be  famil- 
iar with  and  share,  if  necessary,  the  various  respon- 
sibilities of  PLICO’s  chief  executive.  Dr  John  Alexan- 
der will  serve  as  the  new  vice-chairman. 

• After  considerable  discussion  about  the  sale  of 
PLICO  insurance  to  non-OSMA  members,  it  was  the 
consensus  and  recommendation  of  the  board  to 
PLICO  that  a percentage  be  added  to  nonmembers’ 
professional  liability  premiums  in  1992,  or  that 
OSMA  members’  premiums  be  discounted.  Final  de- 
cisions will  be  made  by  the  PLICO  Board  of  Directors. 

• The  board  voted  to  ask  the  Oklahoma  State 
Education  Employees  Group  Insurance  Fund  to  send 
a letter  to  Oklahoma  MDs  offering  to  remove  the  hold 
harmless  clause  in  its  new  contract. 

• OSMA  President  Billy  D.  Dotter,  MD,  an- 


nounced that  the  OSMA  Council  on  Member  Services 
soon  will  make  available  a disability  insurance  pro- 
gram for  3rd-  and  4th-year  medical  students. 

• The  board  approved  a number  of  proposals  from 
Dr  Lofty  Basta,  chairman  of  the  Council  on  Medical 
Education,  designed  to  bring  the  OSMA’s  accredita- 
tion process  into  line  with  nationally  accepted  stan- 
dards for  Category  I credit. 

• The  board  approved  Life  Memberships  for  Gary 
F.  Gilbertson,  MD,  Tulsa;  Vernon  M.  Lockard,  MD, 
Bartlesville;  James  E.  Mays,  Jr.,  MD,  Park  Hill;  C. 
William  Simcoe,  MD,  Tulsa;  Jack  D.  Spencer,  MD, 
Edmond;  and  Elvin  M.  Amen,  MD,  Bartlesville. 

• OSMA  Executive  Director  David  Bickham  re- 
ported that  Mr  Clayton  Taylor  has  been  offered  the 
position  of  lobbyist  for  the  OSMA  and  was  working 
on  a contract. 

• The  board  approved  a one-time  donation  of 
$500  to  Ronald  McDonald  House  in  Oklahoma  City, 
and  a like  donation  to  the  Ronald  McDonald  House 
in  Tulsa. 

• The  board  approved  PLICO’s  request  for  permis- 

sion to  survey  the  OSMA  membership  to  determine 
opinions  about  managed  care,  contracts  with  hospi- 
tals, etc.  (J 


Among  those  attending  the  August  board  meeting  were  (I  to  r)  Clarence  Robison,  Jr.,  MD, 
Oklahoma  City  surgeon;  Donald  E.  Crawley,  MD,  McAlester  otolaryngologist;  and  Noble  L. 
Ballard,  MD,  Altus  obstetrician/gynecologist.  Dr  Robison  is  an  alternate  trustee  for  District 
VI  (Oklahoma  County);  Dr  Crawley  represents  the  Young  Physicians  Section;  and  Dr  Ballard 
is  the  trustee  for  District  XIV  (Greer,  Harmon,  Jackson,  Kiowa,  and  Washita  counties). 


I Okla  State  Med  Assoc,  Vol  84,  October  1991 


527 


OSMA-HMSS  chairman  reports  on  section's  goals  and  activities 


The  American  Medical  Association  Hospital  Medical 
Staff  Section  (AMA-HMSS)  was  created  in  June 
1983.  In  1984,  a Council  of  Hospital  Medical  Staffs 
was  approved  by  the  Oklahoma  State  Medical  Associ- 
ation and  in  1985  the  OSMA  House  of  Delegates 
created  three  new  sections:  the  Oklahoma  State  Med- 
ical Association  Hospital  Medical  Staff  Section 


In  Memoriam 

1990 

Stephen  Seth  Fitter,  MD 

December  1 

Francis  Elmo  Smith,  MD 

December  20 

George  Richard  Russell,  MD 

December  24 

Gregg  Laurence  Williams,  MD 

December  29 

1991 

Milton  Louis  Berg,  MD 

January  7 

Clifford  Wesley  Moore,  MD 

January  7 

Frank  Eugene  Darrow,  MD 

January  8 

Forrest  William  Olson,  MD 

January  30 

Clarence  Pierce  Taylor,  Jr.,  MD 

March  3 

Linus  A.  Munding,  MD 

March  14 

Robert  Love  Loffin,  MD 

March  15 

William  Orville  Davis,  MD 

March  23 

Malcom  E.  Phelps,  MD 

March  26 

Henry  Edward  Barnes,  MD 

April  2 

Alfred  Burke  Hinkle,  MD 

April  2 

Hassell  Eugene  Groves,  MD 

April  3 

Joe  Marion  Parker,  MD 

April  3 

Henry  Clinton  Smith,  MD 

April  4 

George  Louis  Kaiser,  MD 

April  10 

Robert  Phillip  Messinger,  MD 

April  10 

John  Norman  Penrod,  MD 

April  19 

John  Florence,  MD 

April  20 

Clifford  Alton  Brown,  MD 

April  29 

James  Goree  Moore,  MD 

April  29 

Mark  Duane  Hopping,  MD 

May  1 

William  Alfred  Cunningham,  MD  May  13 

Gilbert  Wayne  Tracy,  MD 

May  13 

George  Clifford  Moore,  MD 

May  24 

Daisy  Gertrude  Gotten,  MD 

May  26 

Ronald  1.  Cramer,  MD 

June  16 

Edward  Tiffin  Cook,  Jr.,  MD 

June  18 

Arvin  Craig  Roberson,  MD 

July  15 

John  Berry  Gilbert,  MD 

August  6 

(OSMA-HMSS),  a Medical  Student  Section,  and  the 
Resident  Physician  Section. 

The  Hospital  Medical  Staff  Section  meets  two  to 
three  times  each  year  to  address  the  issues  and  re- 
lationships among  members  of  the  OSMA,  hospital 
medical  staffs,  and  hospitals.  Each  Oklahoma  hospi- 
tal is  invited  to  appoint  a physician  representative  to 
the  HMSS.  The  chairman  of  the  OSMA-HMSS  is  ap- 
pointed by  the  president  of  the  OSMA  each  year.  The 
other  officers  and  the  governing  council  of  the  HMSS 
are  elected  by  the  section  including  a delegate  and  al- 
ternate delegate  to  the  OSMA. 

Ongoing  issues  being  addressed  by  the  OSMA- 
HMSS  include:  the  National  Practitioner  Data  Bank 
(NPDB),  hospital  medical  staff  bylaws,  and  peer  re- 
view processes  which  include  the  important  issue  of 
protecting  peer  review  activities.  At  the  request  of 
the  OSMA-HMSS,  a white  paper  entitled  “Protecting 
Peer  Review  Activities”  was  prepared  by  OSMA  Gen- 
eral Counsel  Ed  Kelsay  and  published  in  June  1989. 
Mr  Kelsay  also  has  participated  in  several  hospital- 
medical  staff  conflicts  and  assisted  in  their  arbitra- 
tion. 

Members  of  the  OSMA-HMSS  are  encouraged  to 
attend  the  AMA-HMSS,  which  meets  during  the  two 
days  preceding  the  annual  and  interim  meetings  of 
the  AMA  House  of  Delegates.  There  were  437  creden- 
tialed  representatives  attending  the  June  1991  AMA- 
HMSS  meeting  in  Chicago,  including  five  OSMA- 
HMSS  representatives:  William  O.  Coleman,  MD, 
Oklahoma  City,  chairman;  Joseph  P.  Moore,  MD, 
Muskogee;  Clarence  Robison,  Jr.,  MD,  Oklahoma 
City,  caucus  chairman;  Michael  J.  Schwartz,  MD, 
Yukon,  OSMA  delegate;  and  Norman  L.  Sneed,  MD, 
Checotah. 

The  AMA-HMSS  Educational  Program  included 
an  update  on  JCAHO  and  practice  parameters. 
Another  highlight  was  an  award  to  the  OSMA-HMSS 
for  the  efforts  of  Dr  Schwartz  in  recruiting  new  AMA 
members  along  with  an  AMA  blazer  to  Dr  Schwartz 
(for  the  second  year  in  a row). 

Several  members  of  the  OSMA-HMSS  have 
served  on  AMA-HMSS  reference  committees.  One 
member  is  a delegate  to  the  AMA  House  of  Delegates 
and  one  an  alternate  delegate.  Active  participation 
in  the  AMA  and  with  the  federation  is  high  on  the 
agenda  of  the  OSMA-HMSS. 

— William  O.  Coleman,  MD 
Chairman 
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Annual  August  Event 

OSMA  sponsors  picnic  in  OKC  to  welcome  new  medical  students 


First  year  medical  students,  their  families,  and  OSMA  leaders  and  staff  attended 
this  year's  OSMA  Student  Picnic  on  August  20.  A popular  annual  event,  the  picnic  welcomes 
the  new  class  of  medical  students,  introduces  them  to  organized  medicine  in  Oklahoma, 
and  gives  them  an  opportunity  to  meet  one  another.  Picnickers  gathered  on 
the  front  lawn  and  beneath  the  portico  at  OSMA  headquarters. 


Robert  Wood  Johnson  group  gives  almost  $1  million  to  OUHSC 


Three  grants  totaling  $999,173  have  been  awarded  to 
the  University  of  Oklahoma  Health  Sciences  Center 
in  Oklahoma  City  by  the  trustees  of  the  Robert  Wood 
Johnson  Foundation  of  Princeton,  NJ. 

The  grants,  all  of  which  will  enable  OU  to  con- 
tinue to  coordinate  three  of  the  foundation’s  national 
programs,  include: 

• An  award  of  $360,081  to  the  OU  College  of 
Medicine  to  provide  a year  of  continued  support  of 
technical  assistance  and  direction  for  the  founda- 
tion’s AIDS  Prevention  and  Service  Projects,  under 
the  direction  of  Dr  Edward  N.  Brandt,  Jr.,  executive 
dean  of  the  OU  College  of  Medicine. 

• An  award  of  $381,928  to  the  OU  College  of  Pub- 
lic Health,  for  one  year  of  continued  support  of  tech- 
nical assistance  and  direction  for  the  foundation’s  Im- 
proving the  Health  of  Native  Americans  Program, 
under  the  direction  of  Dr  Timothy  L.  Taylor,  assistant 
professor  of  health  administration  and  policy. 

• An  award  of  $257,164  to  the  OU  Health  Sci- 
ences Center,  to  provide  a year  of  continued  support 
of  technical  assistance  and  direction  of  the  founda- 
tion’s Minority  Medical  Education  Program,  also  di- 
rected by  Dr  Brandt. 


The  grants  cover  the  period  of  Aug.  1,  1991 
through  July  31,  1992. 

The  AIDS  Prevention  and  Services  Projects  pro- 
gram grant  covers  the  fourth  year  of  a project  headed 
by  Dr  Brandt  when  he  was  at  the  University  of  Mary- 
land. “This  is  a program  I’ve  had  since  it  began  three 
years  ago,”  he  said.  “We  have  just  completed  moving 
the  grant  from  Maryland  to  OU.” 

As  director.  Dr  Brandt  oversees  an  office  and  staff 
in  Washington,  DC,  that  handles  the  program’s  day- 
to-day  operations.  He  also  oversees  projects  of  the 
grantees  involved  in  the  program. 

“The  AIDS  Prevention  and  Service  Projects  pro- 
gram deals  with  trying  to  develop  grass  roots  pro- 
grams for  AIDS  prevention  on  one  hand  and  provid- 
ing services  for  people  with  AIDS  and  their  families 
on  the  other  hand,”  Dr  Brandt  said.  “It’s  a national 
project,  and  we  have  24  grantees  across  the  country, 
stretching  from  coast  to  coast  and  from  border  to  bor- 
der.” 

The  University  of  Oklahoma  directs  more  Robert 
Wood  Johnson  Foundation  programs  than  any  other 
health  sciences  center  in  the  country.  Dr  Brandt  said. 
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CARDIOVASCULAR  AND  THORACIC  SURGERY  ASSOCIATES 

The  Cardiac  Surgeons  of  Oklahoma  City,  Inc. 

Professional  Staff 


William  D.  Hawley,  MD 

James  M.  Hartsuck,  MD 

Scott  K.  Lucas,  MD 

R.  Darryl  Fisher,  MD 

Marvin  D.  Peyton,  MD 

Diplomates  of 

American  Board  of  Surgery 

American  Board  of  Thoracic  and 

Cardiovascular  Surgery 

Specializing  in 

Cardiac,  Vascular 
and  Thoracic  Surgery 

Office  Hours  8:30  a.m.  to  5:00  p.m. 
Monday  through  Friday 
With  24  Hour  Consultation  and  Referral 


1-800-522-6755 

(405)  946-0900 

OFFICES 

3433  N.W.  56TH,  SUITE  660 

1044  S.W.  44TH,  SUITE  520 

OKC,  OK  73112 

OKC,  OK  73109 
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Worth  Repeating 


The  RBRVS  — 

Where  and  Whither? 

Perry  A.  Lambird,  MD 

WHERE 

The  comment  period  on  the  proposed  physician  fee 
schedule  under  Medicare  has  closed.  We  are  likely  to 
learn  the  outcome  of  our  efforts  by  Thanksgiving,  and 
we  hope  that  there  will  be  cause  for  thanks.  This  en- 
tire process  should  have  been  instructive  for  all  of 
medicine  and  should  be  remembered  with  clarity  as 
we  face  the  turmoil  of  the  future. 

The  first  problem  with  the  RBRVS  arose  from  its 
fundamental  thesis  — that  physicians’  time  and  cog- 
nitive abilities  should  be  the  principal  determinant 
of  payment  for  physicians’  services.  As  Harry 
Schwartz  of  the  New  York  Times  succinctly  sum- 
marized it,  this  is  simply  the  Marxist  theory  of  the 
value  of  labor.  The  real  problem  was  clear.  By  Medi- 
care’s abandonment  of  the  market  system  and  both 
explicit  and  less  obvious  price  controls,  cognitive  ser- 
vices were  and  are  underpaid.  Newer  services,  includ- 
ing many  new  technology  procedures,  were  priced  in- 
itially very  high  and  never  saw  the  expected  lowering 
that  experience  and  efficiency  bring  because  pay- 
ment for  all  other  services  was  held  to  less  than  infla- 
tion. As  physicians  gravitated  to  areas  productive  of 
higher  incomes,  severe  inequities  developed.  Instead 
of  looking  to  a market  solution,  however,  powerful 
groups  of  physicians  chose  to  exert  greater  and 
greater  pressure  on  all  areas  of  organized  medicine 
to  force  the  federal  government  to  adopt  the  time  and 
cognitive  thesis. 

The  second  problem  with  the  RBRVS  was  a direct 
consequence  of  the  first,  surrender  of  control  of  the 
process  of  change  to  the  federal  government.  As  the 
impetus  for  the  RBRVS  developed,  houses  of  dele- 
gates of  state  medical  associations  and  of  the  AMA 
itself  were  filled  with  claims  that  equity  could  be  ob- 
tained only  by  federal  fiat,  and  that  the  expertise  of 
American  medicine  could  and  would  be  employed  to 
be  assured  that  true  equity  was  obtained.  The  first 
thought  I believed,  and  believe  to  be  erroneous;  the 
second  was  naive.  The  overreaching  error  was  assum- 
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ing  that  the  federal  government  is  a repository  of 
knowledge  and  is  trustworthy. 

The  federal  government,  receiving  multiple  peti- 
tions from  virtually  all  of  organized  medicine  to 
adopt  an  RBRVS  approach,  did  what  one  should  have 
anticipated  and  created  the  third  through  seventh 
problems. 

The  third  problem  was  assigning  the  task  of  creat- 
ing an  RBRVS  to  Harvard  and  Hsiao  instead  of  the 
American  Medical  Association.  Hsiao  had  already 
created  a minidisaster  in  Massachusetts  with  just 
such  an  RVS  effort  — now  it  was  to  be  extended 
nationwide.  The  AMA  and  specialty  societies  sent 
numerous  names  to  serve  on  “technical  advisory 
groups.”  These  were  hand  selected  by  Hsiao  on  the 
basis  of  obscure,  personal  criteria.  If  he  happened  to 
disagree  with  their  advice,  he  simply  ignored  it. 
While  most  intra  specialty  studies  probably  were 
reasonable,  there  were  significant  exceptions.  The 
disaster  for  some  specialties  occurred  with  inter  spe- 
cialty linkages.  An  ophthalmologist  and  an  allergist, 
for  example,  might  be  forced  to  agree  on  the  extent 
of  physician  work  involved  in  an  extracapsular  lens 
extraction  relative  to  that  of  food  allergy  workup 
even  when  all  of  the  ignorance  concerning  what  one 
individual  was  doing  relative  to  another  was  traded 
and  some  agreements  reached.  Hsiao  felt  free  to  dis- 
card some  linkages  even  though  the  members  of  the 
advisory  groups  unanimously  endorsed  them.  Hsiao 
and  Harvard  were  not  the  AMA,  and  the  first  set  of 
aberrations,  now  labeled  as  Harvard  certified  “fact,” 
appeared. 

The  fourth  problem  was  the  juxtaposition  of  the 
early  Hsiao  releases  and  the  budget  deficit  in  Con- 
gress. Rather  than  waiting  until  the  studies  had  been 
completed  and  analyzed.  Congress  seized  on  the 
“facts”  and  proceeded  to  reduce  promptly  the  “over- 
priced” procedures,  thus  substantially  eliminating 
the  pool  of  funds  that  was  to  have  gone  to  primary 
care  services.  Congress  does  not  regard  most  primary 
care  physicians  as  being  underpaid  — it  regards  vir- 
tually all  physicians  (except  those  working  in  Con- 
gress and  the  administration)  as  being  overpaid.  Ab- 
sent the  “excess”  funds  from  the  “overpriced”  proce- 
dures, however,  the  shape  of  the  final  outcome  for 
American  medicine  was  clear. 

The  fifth  problem  arose  from  the  dominant  posi- 
tion of  Congressmen  from  high  cost,  urban  areas  on 
committees  in  the  US  House  of  Representatives.  As 
adjustments  to  the  RVS  for  practice  costs  were  being 
made.  Congress  voted  a 25%  “work”  bonus  to  physi- 
cians in  high  cost  areas  — of  which  there  are  multiple 
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areas  and  many  physicians.  Although  this  implies 
that  an  identical  office  visit  on  Manhattan  Island  in- 
volves 25%  more  work  (not  “cost”),  the  disparity  did 
not  bother  Congress.  What  counted  was  that  the  flow 
of  funds  into  selected  Congressmens’  congressional 
districts  was  not  to  be  impaired.  For  the  rest  of  the 
doctors  in  America,  the  pool  of  funds  shrank  still 
more. 

The  sixth  problem  came  from  the  administrative, 
technical  side.  Under  a tight  time  schedule,  geo- 
graphic practice  costs  were  compiled  in  less  than  sci- 
entific ways.  For  example,  a major  determinant  of 
practice  costs  from  area  to  area  was  not  office  space 
costs  but  apartment  rents!  Areas  such  as  Oklahoma, 
with  an  oil  bust  related  glut  of  apartments,  were  bas- 
ically killed.  As  the  Department  of  Health  and 
Human  Services  said,  apartment  cost  data  were 
readily  available  and  office  cost  data  were  not.  In  the 
dungeons  of  DHHS,  one  always  accepts  that  which  is 
easy  in  lieu  of  that  which  is  right. 

The  seventh  problem  probably  has  arisen  from 
the  Office  of  Management  and  Budget  — the  conver- 
sion factor  problem.  Congress  was  not  too  particular 
in  drafting  the  enabling  legislation  for  the  RBRVS, 
creating  an  opportunity  for  Mr  Darman  to  “discover” 
seven  billion  dollars  near  the  end  of  Mr  Bush’s  second 
term.  He  seized  it.  This  produced  an  interesting  sec- 
ond consequence.  It  forced  American  medicine  to  ex- 
pend so  much  fire  power  on  the  conversion  factor  bat- 
tle that  the  opportunity  to  explore  fully  all  of  the 
other  myriad  RBRVS  flaws  was  effectively  lost. 

An  Aside 

In  retrospect,  I hope  we  have  learned  some  lessons  for 
the  future.  First,  we  are  all  doctors  first  and  we  must 
work  collectively  without  beggaring  our  neighbors. 
In  any  free  society,  there  will  always  be  winners  and 
losers.  What  we  should  strive  to  do  is  create  more  win- 
ners, not  lower  everyone  to  the  lowest  common  de- 
nominator. And  we  desperately  need  to  persuade  the 
American  College  of  Surgeons  and  other  specialty 
groups  that  dividing  medicine  ruins  us  all.  Second, 
we  had  best  consider  the  potentially  painful  conse- 
quence of  the  free  market  rather  than  the  certainly 
painful  consequence  of  expanded  government  medi- 
cine. Third,  never,  never,  ever  trust  the  federal  gov- 
ernment. It  can  only  control,  ration,  limit,  and  de- 
stroy. 

WHITHER 

Where,  now,  does  the  RBRVS  go? 

As  to  the  conversion  factor,  it  depends  upon  whether 


Congress  wishes  to  reopen  last  year’s  budget  bill  (it 
does  not),  whether  the  administration  decides  to 
force  them  to  reopen  it  (doubtful),  or  whether  a “com- 
promise” can  be  negotiated.  Four  days  after  publica- 
tion of  the  proposed  fee  schedule,  I decided  that  the 
final  outcome  would  be  an  8%  offset.  Darman  would 
get  some  money.  Congress  would  declare  victory,  and 
8%  five  years  from  now  does  not  sound  like  the  foun- 
dation for  a call  for  arms.  While  anything  can  hap- 
pen, and  recognizing  the  brilliance  and  force  of  the 
AMA  campaign,  I am  personally  planning  on  an  in- 
itial conversion  factor  of  $28,476  instead  of  $26,873. 

Should  the  administration  cave  in  and  publish  a 
$30,152  conversion  factor,  we  will  never  see  it.  The 
“Medicare  Volume  Performance  Standards”  will  au- 
tomatically reduce  payments  — I hope  not  below  the 
$26.00  range. 

In  short,  I suspect  that  what  you  see  in  the  fee 
schedule  is  about  what  you  will  receive  five  years 
hence  (with  some  partial  adjustment  for  inflation). 

Nor  is  this  the  end  of  the  mischief  Circulating 
now  throughout  the  country  is  a thoughtful  paper  by 
HIAA  (the  Health  Insurance  Association  of  America) 
on  the  means  and  techniques  to  “adjust”  the  payment 
policies  of  the  insurance  industry  to  reflect  the 
RBRVS  fee  schedule.  One  can  readily  foresee  that  the 
fee  schedule  will  provide  the  “top”  dollar  for  “man- 
aged care  systems”  from  which  discounts  will  be 
negotiated.  Other  private  plans  will  drift  there  more 
slowly.  Look  for  the  appearance  of  “comparability” 
language  in  insurance  policies.  This  will  not  be  a 
Medicare  fee  schedule,  it  will  be  THE  fee  schedule. 

Finally,  do  not  forget  that  the  entire  RBRVS  will 
be  “rebased”  every  five  years  or  so.  We  can  thus  assure 
ourselves  of  remaining  in  semipermanent  strife  and 
an  inability  to  plan  for  the  rest  of  our  professional 
careers! 

ALTERNATIVES 

If  we  have  not  lost  our  will,  the  chaos  of  CLIA-88  and 
of  the  RBRVS  may  give  us  an  opportunity  to  privatize 
American  medicine.  A private,  market-based  system 
for  medical  care  is  not  a panacea.  Cold  competition, 
open  pricing,  and  substantial  risk  do  not  make  life 
easy  — and  errors  can  be  devastating  economically 
and  personally.  In  a market  system,  we  would  trade 
the  certainty  of  many  successes  and  some  abject  fail- 
ures for  the  certainty  of  the  uniform,  abject  poverty 
of  federally  controlled  medicine.  Two  hundred  years 
ago,  a small  group  of  colonists  on  the  eastern  sea- 
board looked  at  very  similar  options  and  elected  to 
take  those  risks.  Can  we  do  less,  now?  (J 
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Oklahoma  State  Department  of  Health 

Measles  vaccine  recommendations  follow  continuing  outbreaks 


After  measles  vaccine  became  avail- 
^ ^ able  for  use  in  1963,  remarkable 
^ j progress  was  made  in  decreasing  the 

Ip  I incidence  of  measles  in  the  United 

States.  However,  since  the  historic 
low  of  1,497  reported  cases  of  measles 
in  1983,  the  number  of  measles  cases  and  measles- 
related  deaths  has  risen  sharply.  In  1990,  more  than 
27,000  cases  of  measles  occurred,  with  89  deaths. 
This  increase  has  been  the  greatest  among  children 
less  than  5 years  of  age,  with  nearly  half  of  the  cases 
occurring  in  1990  in  this  age  group. 

Studies  have  been  performed  to  determine  why 
this  resurgence  of  measles  has  occurred.  The  primary 
reason  is  the  failure  to  administer  vaccines  to  vulner- 
able preschool  children  at  the  appropriate  age.  Al- 
though immunization  levels  are  97%  to  98%  by  the 
time  of  school  entry  in  Oklahoma,  only  33%  of  Okla- 
homa’s two-year-old  children  who  use  publicly  funded 
medical  facilities  are  appropriately  vaccinated.  Vacci- 


Reaction  Time 

Author  says  treatment  of  bite 
more  important  than  spider  ID 

To  the  Editor:  The  unique  markings  of  Loxosceles  re- 
clusa  (commonly  called  fiddleback  in  our  area)  make 
it  easily  identified  as  it  was  16  times  in  my  series  of 
147  reported  (J  Okla  State  Med  Assoc,  June  1991). 
The  diagnosis  of  spider  bite  envenomation  was  made 
on  the  basis  of  the  clinical  course  and  appearance  of 
the  lesion  in  87%  of  cases  without  specific  designa- 
tion of  species  as  the  vector,  but  the  very  large  popu- 
lation of  “fiddlebacks”  makes  it  a probable  source. 
While  this  does  not  satisfy  the  Standards  for  Reliable 
Reporting  of  Loxoscelism  referred  to  by  Joel  E.  Hollo- 
way, MD  (J  Okla  State  Med  Assoc,  Aug  1991)  for  the 
practical  clinician  the  beneficial  results  of  high  vol- 
tage direct  current  shock  therapy  is  of  more  impor- 
tance. Follow-up  in  86%  of  cases  confirms  reduction 
of  pain  and  limitation  of  venom  damage.  No  compli- 
cations occurred  as  a result  of  therapy. 

— Carl  D.  Osborn,  MD 
Ada 


nation  rates  in  these  two-year-olds  vary  in  Okla- 
homa’s counties,  from  a high  of  56%  to  a low  of  only 
5%. 

Since  measles  is  the  most  contagious  of  the  vac- 
cine-preventable diseases,  the  reoccurrence  of 
measles  is  an  indicator  of  the  failure  to  vaccinate. 
Outbreaks  of  measles  indicate  low  levels  of  protection 
in  the  population  against  all  vaccine-preventable  dis- 
eases. 

Another  reason  for  the  resurgence  of  measles  is 
vaccine  failures.  In  the  mid-1980s,  most  measles 
cases  occurred  among  school  and  college  age  students 
who  either  had  not  been  vaccinated  or  who  had  been 
vaccinated  unsuccessfully.  Of  the  more  than  27,000 
cases  of  measles  that  occurred  in  1990,  only  18%  of 
them  had  been  adequately  vaccinated.  These  are 
termed  “vaccine  failures,”  and  usually  occur  between 
the  ages  of  5 and  19.  Because  of  these  vaccine  fail- 
ures, in  1989  a second  dose  of  measles  vaccine  was  re- 
quired prior  to  school  entry  and  recommendations 
were  made  for  adult  vaccinations. 

In  order  to  curtail  the  present  measles  epidemic 
in  the  country,  three  recommendations  are  of 
paramount  importance. 

1.  Children  should  be  vaccinated  for  measles  in 
the  form  of  MMR  at  15  months  of  age. 

2.  A second  dose  of  MMR  should  be  given  prior 
to  school  entry. 

3.  Anyone  born  after  1957  or  anyone  vaccinated 
with  the  inactivated  (killed)  measles  vaccine 
used  in  the  United  States  between  1963  and 
1967,  should  receive  a second  dose  of  vaccine 
if  they  lack  documentation  of  immunity  to 
measles. 

Physicians  who  would  like  more  information  on 
measles  vaccine  recommendations  should  contact 
the  Communicable  Diseases  Division  at  405/271- 
4073.  (J) 


Copies  of  articles  from 
this  publication  are  now 
available  from  UMI 
Article  Clearinghouse. 

UMI 

A Bell  & Howell  Company 
300  North  Zeeb  Road 
Ann  Arbor.  Ml  48106  USA 
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Tribute  to  a Great  Surgeon 

Joe  Marion  Parker,  MD,  was  bom  in  Vienna,  Illinois, 
in  1908  and  died  April  3,  1991,  after  an  illness  that 
began  with  a cerebral  vascular  accident  at  a rela- 
tively early  age. 

He  earned  a BA  at  the  University  of  Illinois,  an 
MS  at  Rice  University,  Houston,  and  his  MD  from 
Washington  University,  St.  Louis.  He  was  a Phi  Beta 
Kappa  and  a member  of  Alpha  Omega  Alpha. 

During  WWII,  he  served  54  months  in  Europe 
with  the  21st  General  Hospital  and  was  awarded  the 
Legion  of  Merit.  He  left  the  service  in  1946  with  the 
rank  of  Lt.  Colonel  and  came  to  Oklahoma  City  to 
begin  the  private  practice  of  general  surgery. 

Joe  was,  beyond  doubt,  the  finest  surgeon  ever  to 
practice  in  Oklahoma,  and  we  are  not  likely  to  have 
another  of  his  caliber  pass  our  way  soon.  He  was  a 
surgeon’s  surgeon:  energetic,  manly,  proud,  intelli- 
gent, compassionate,  considerate,  and  a matchless 
sense  of  humor  complimented  it  all.  His  patients  al- 
ways came  first  and  any  other  consideration,  secon- 
darily. Although  he  never  suffered  fools  gladly,  he 
was  kind  to  everyone  and  responded  even  to  the  most 
elementary  questions  proposed  by  students  in  a con- 
structive and  unembarrassing  manner.  He  tmly 
“walked  with  kings  nor  lost  the  common  touch.” 

Joe  had  an  impish  side  to  his  character  which  de- 
lighted in  twitting  the  most  highly  respectable.  On 
several  occasions  he  teased  Dr  Harry  Wilkins,  neu- 
rosurgeon, whom  he  loved  and  admired  as  did  all  who 
really  knew  him  well.  One  such  incident  occurred  in 
south  surgery,  St.  Anthony  Hospital,  while  Dr  Wil- 
kins and  I were  operating  on  a patient  with  tic 
douloureux.  The  intracranial  exposure  of  the  Gasse- 
rian ganglion  by  Dr  Wilkins,  with  the  patient  in  the 
sitting  position,  represented  a masterly  dissection 
and  a work  of  art  to  behold.  Joe  peered  over  our  shoul- 
ders and  inquired,  “Was  this  an  emergency  before  you 
started?”  This  provoked  absolutely  no  response  from 
Dr  Wilkins  at  the  time,  but  privately,  in  the  dressing 
room,  we  had  quite  a laugh. 

On  another  occasion,  in  the  mid-fifties.  Dr  Wil- 
kins was  walking  along  Dewey  Street,  between  St. 
Anthony  and  old  Mercy  hospitals,  carrying  a suitcase 
filled  with  neurosurgical  instruments.  A uniformed 
police  officer  was  walking  a few  paces  behind  Dr  Wil- 
kins. Joe,  driving  by  in  his  coupe,  pulled  to  the  curb 
and  shouted,  “Send  over  two  more  fifths,  Harry,  you 
know,  same  place!”  The  policeman  “shook  down”  Dr 
Wilkins  thinking  he  had  caught  a bootlegger  red 
handed. 


Another  incident  took  place  on  Two  South  at  St. 
Anthony  Hospital.  As  Dr  Wilkins  and  I approached 
the  nursing  station.  Dr  Parker  began  a series  of  vol- 
itional, repetitive,  jerking  movements  of  the  right 
upper  limb.  “What  do  you  call  that,  Harry?”  Dr  Wil- 
kins promptly  replied,  “It  looks  a great  deal  like  Par- 
kersonism  to  me!” 

I had  the  opportunity  to  “scrub  in”  with  Dr  Parker 
on  several  major  abdominal  operations  during  my 
early  training  days.  He  made  the  most  difficult  sur- 
gical tasks  appear  simple  and  effortless  in  his  hands 
without  ceremony,  fuss,  or  bother.  His  skills  were  pro- 
digious and  his  knowledge  of  the  art  — pansophic. 
Joe’s  patients  did  so  well  post-operatively  that  the 
night  nurses  vied  for  their  care. 

Joe  Parker  enriched  the  lives  of  all  with  whom  he 
came  in  contact,  especially  the  students,  residents, 
nurses,  fellow  physicians,  and  surgeons.  Although 
Joe  is  gone,  his  presence  will  quit  our  memories  only 
with  the  greatest  difficulty. 

— John  A.  Coates,  MD 
Tulsa 


Book  Shop 

Handbook  for  the  Academic  Physician.  By 

William  C.  McGahie  and  John  J.  Frey  (eds).  New 
York:  Springer- Verlag  NY  Inc.,  1986,  pp  398,  $49.50. 

Many  persons  automatically  think  of  a physician 
as  a person  whose  duties  are  restricted  to  the  care  of 
patients.  The  modem  day  academic  physician  has 
many  complex  roles.  These  include  teacher,  provider 
of  patient  care,  investigator,  administrator,  and  ad- 
visor. Thus,  academic  physicians  fill  multiple  roles 
and  respond  to  many  different  demands.  Yet  despite 
the  complexity  of  their  work,  academic  physicians 
are  usually  trained  only  for  patient  care.  The  discrep- 
ancy between  professional  expectations  and  the  prep- 
aration of  academic  physicians  is  the  reason  for  this 
book.  The  handbook  is  intended  to  be  a practical  and 
comprehensive  source  of  information  about  shaping 
a successful  career  in  academic  medicine.  An 
academic  career  may  take  several  forms  and  the  book 
addresses  five  nonclinical  topics  of  interest:  profes- 
sional behavior,  including  career  management  and 
how  to  function  effectively  in  a large  organization; 
medical  education  and  evaluation;  clinical  research; 
professional  communication,  especially  writing  and 
speaking;  and  ethics  in  teaching  and  patient  care. 

In  the  foreword,  Fred  Burg,  MD,  professor  of 
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pediatrics  and  associate  dean  at  the  University  of 
Pennsylvania,  poses  some  crucial  questions  and 
reasons  about  the  need  for  such  a book. 

The  depth  with  which  different  topics  are  dis- 
cussed varies  considerably  but  even  those  areas  in 
which  the  discussion  may  be  somewhat  superficial 
contain  excellent  suggestions  for  further  reading. 

The  authors  acknowledge  that  reading  a textbook 
cannot  replace  experience  and  mastering  the  neces- 
sary skills  of  academic  medicine  which  may  take 
years  to  develop.  However,  the  book  provides  helpful 
guidelines  for  those  starting  an  academic  career.  It  is 
a useful  publication. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 

"For  The  Welfare  of  Mankind":  The  Common- 
wealth Fund  and  American  Medicine.  By  A. 

McGehee  Harvey  and  Susan  L.  Abrams.  Baltimore  & 
London:  The  Johns  Hopkins  University  Press,  1988. 
Pp  696,  illus,  $32.50. 

Philanthropic  foundations  have  had  an  enormous 
influence  on  medicine  in  this  country  since  the  begin- 
ning of  this  century.  Their  deliberations  and  archives 
are  important  sources  for  the  history  of  medical  edu- 
cation, research,  and  health  care  over  the  years.  How- 
ever, the  history  of  the  foundations  themselves  has 
rarely  been  examined. 

This  book  dealing  with  the  history  of  the  Com- 
monwealth Fund  is  among  the  first  which  reviews  a 
foundation’s  involvement  in  health  matters.  It 
meshes  the  activities  with  the  evolution  of  medicine 
and  public  health  in  America  during  this  century. 
The  authors  recount  the  history  of  the  fund  and  many 
of  its  major  grants  in  important  detail.  Particularly 
significant  policy  matters  were  the  reasons  for  the 
fund’s  entry  into  the  area  of  the  health  and  welfare 
of  children  and  its  program  in  public  health.  In  later 
years  the  fund  supported  experiments  in  medical 
education;  its  programs  have  changed  with  the  times 
and  needs  of  the  country. 

The  book  is  dedicated  to  Dr  Lester  J.  Evans,  a 
pediatrician  who  was  enlisted  to  help  with  the  child 
health  program  in  1923  and  remained  a major  influ- 
ence on  the  fund’s  operation  until  his  retirement  in 
1959.  I had  the  privilege  of  knowing  Dr  Evans,  a re- 
markable person.  The  dedication  to  him  is  well  de- 
served because  he  played  a major  role  in  the  policies 
of  the  fund  and  therefore  in  medicine  in  this  country. 


The  Commonwealth  Fund  has  been  an  enor- 
mously important  influence  in  all  aspects  of  health 
in  this  country.  The  story  is  told  well  in  this  book. 

— Harris  D.  Riley,  Jr,  MD 
Oklahoma  City 

Walter  B.  Cannon:  The  Life  and  Times  of  a 
Young  Scientist.  By  Saul  Benison,  A.  Clifford 
Barger,  and  Elin  L.  Wolfe.  Cambridge:  Belknap  Press 
of  Harvard  University  Press,  1987,  pp  520,  illus, 
$30.00. 

Walter  B.  Cannon  was  one  of  the  important  fig- 
ures in  physiology  in  this  country.  His  early  contribu- 
tions to  gastrointestinal  physiology  are  already 
legendary. 

After  a foreword  by  Howard  E.  Morgan,  the  book 
begins  with  a history  of  Cannon’s  family.  Cannon  was 
born  on  October  19, 1871,  in  Prairie  du  Chien,  Wiscon- 
sin. He  entered  Harvard  College  in  1892,  beginning 
his  lifelong  association  with  the  university.  His  col- 
lege record  was  outstanding,  and  he  was  graduated 
summa  cum  laude.  Before  he  was  graduated  from 
medical  school  in  1900,  he  had  already  achieved  an 
extensive  reputation.  As  a student  he  had  engaged  in 
research  and,  following  the  lead  of  the  professor  of 
physiology,  had  studied  deglutition  and  gas  peristal- 
sis. He  subsequently  used  recently  discovered  X-ray 
as  a technique  to  study  gastrointestinal  physiology. 
His  preliminary  work  and  his  first  publication 
aroused  considerable  interest. 

While  still  a student,  he  attracted  national  atten- 
tion in  the  field  of  medical  education.  He  suggested 
that  instruction  could  be  significantly  improved 
through  the  case  method  of  instruction,  an  approach 
which  had  not  been  used  in  medicine  up  to  that  time. 

After  graduation.  Cannon  joined  the  physiology 
department  at  Harvard  and  by  1906,  only  six  years 
after  his  graduation  from  medical  school,  he  suc- 
ceeded his  chief,  Henry  Bowditch,  as  the  professor 
and  head  of  the  department. 

This  excellent  book  is  based  on  an  enormous 
amount  of  research  and  documentation.  It  not  only 
provides  a biography  of  Cannon  but  also  describes 
the  role  of  Harvard  Medical  School  in  medical  educa- 
tion in  this  country.  It  reviews  for  us  the  turmoil  in 
medical  education  including  the  vehement  antivivi- 
section movement  and  problems  in  ethics  in  research 
of  the  early  20th  century. 

This  volume  extends  only  to  1917,  when  the 
United  States  entered  World  War  I.  Readers  will  look 
forward  to  the  appearance  of  the  next  volume.  It  pro- 
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vides  an  important  history  of  physiology  and  medical 
education  in  this  country.  It  is  hoped  that  the  remain- 
der of  the  story  will  be  forthcoming  soon. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 

Ghost  Towns  of  Texas.  By  T.  Lindsay  Baker.  Nor- 
man: University  of  Oklahoma  Press,  1986.  Hardback, 
180  pp,  192  illus,  89  maps,  bibliography,  index, 
$24.95. 

T.  Lindsay  Baker,  curator  of  agriculture  and 
technology  in  the  Panhandle— Plains  Historical 
Museum  in  Canyon,  Texas,  has  written  an  interest- 
ing book.  It  brings  to  us  the  characteristics  of  88  of 
the  “best”  ghost  towns  in  Texas,  his  native  state. 

In  preparing  the  book  he  identified  well  over 
1,000  abandoned  towns  in  Texas.  From  this  he 
selected  approximately  300  for  actual  site  documen- 
tation and,  of  these,  88  were  finally  included.  Accord- 
ing to  the  preface,  the  three  criteria  for  selecting  the 
88  towns  were  as  follows:  the  first  requirement  was 
that  the  site  had  to  offer  something  for  visitors  to  see 
— ruins,  abandoned  buildings,  cemeteries,  and  in- 
terpretive markers.  Second,  the  site  must  have  public 
access.  Third,  all  geographical  sections  of  the  state  of 
Texas  were  to  be  represented.  The  third  criterion 
means  that  one  or  more  of  the  ghost  towns  described 
are  within  a day’s  drive  from  any  given  point  in  the 
state. 

In  conducting  the  research  for  this  book.  Baker 
traveled  over  25,000  miles  in  all  parts  of  Texas.  The 
description  of  each  town  contains  information  about 
its  founding,  its  former  significance,  and  the  reason 
for  its  decline.  The  town  once  may  have  been  an  im- 
portant trading  post  on  a cattle  trail  which  was  later 
abandoned  or  a military  post  set  up  to  inhibit  bands 

Deaths 

John  Berry  Gilbert,  MD 
1917  - 1991 

OSMA  Life  Member  John  B.  Gilbert,  MD,  a general 
practitioner  in  Ponca  City  for  43  years,  died  August 
6,  1991.  Dr  Gilbert  was  bom  in  Tulsa  and  attended 
the  University  of  Oklahoma  School  of  Medicine, 
graduating  in  1943.  He  served  with  the  US  Army 
from  1945  to  1947  and  opened  his  practice  in  Ponca 
City  after  his  discharge  from  the  service.  He  retired 
September  1,  1990.  Dr  Gilbert  was  a past  president 
of  the  Kay-Noble  County  Medical  Society.  (J 


of  marauding  Indians.  Some  towns  sprang  up  at  river 
crossings,  convenient  coastal  landings,  mining 
camps,  and  cattle  ranches.  Others  were  settlements 
of  religious  groups  or  centers  for  agricultural  ac- 
tivities. 

The  names  of  many  are  enough  to  stimulate  in- 
terest — Acme,  Adobe  Walls,  Avenger  Field,  The 
Grove,  Langtry,  and  others. 

The  description  of  each  town  includes  a map,  di- 
rections for  reaching  it,  and  an  illustration  showing 
the  town  as  it  formerly  appeared  and  as  it  appears 
today.  The  reasons  for  the  decline  and  death  of  these 
towns  also  are  varied  and  tell  the  story  of  life  in  Texas 
over  the  years. 

This  handsome  book,  published  by  the  University 
of  Oklahoma  Press,  will  bring  back  memories  to  all 
of  us  who  grew  up  in  small  towns.  It  will  be  of  particu- 
lar interest  to  those  who  have  resided  or  traveled  ex- 
tensively in  Texas. 

— Harris  D.  Riley,  Jr,  MD 
Oklahoma  City 

Classifieds 

Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word.  A 
word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid.  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


NORTHWEST  NEW  MEXICO.  Multi-specialty  clinic  seeking 

general  internist,  orthopaedic  surgeon,  two  family  practitioners, 
otorhinolaryngologist,  pediatrician,  obstetrician/gynecologist, 
general  surgeon  and  a psychiatrist  to  practice  in  71-bed  Christian 
Hospital  in  family-oriented  community.  Salary  guarantees,  mal- 
practice and  benefits  paid  by  clinic.  No  investment  required.  Exc. 
public  and  Christian  schools;  great  outdoor  recreation  area  includ- 
ing snow  skiing,  hunting,  fishing  and  camping.  For  information 
contact  Jan  Haase,  c/o  Rehoboth  McKinley  Christian  Hospital, 
1901  Red  Rock  Drive,  Gallup,  New  Mexico  87301,  (505)  722-7725 
or  722-6295. 


FAMILY  PRACTICE  — Stillwater,  Okla.  Seeking  family  doc- 
tor to  join  two  others  in  a primary  care  practice  (associated  with 
internists  and  pediatricians).  Share  call  three  ways.  Compensa- 
tion and  fringe  benefits  competitive.  For  more  information  call 
405-743-7350. 


Family  Practice  — Provide  primary  health  care  in  outpatient 
non-profit  facility  for  American  Indians.  Send  CV  to  Indian  Health 
Care  Resource  Center,  915  S.  Cincinnati,  Tulsa,  OK  74119.  Tele- 
phone (918)  582-7225. 


WANTED:  Full  time  Emergency  Room  physician,  Stillwater, 
Okla.  Board  Eligible  or  certified  emer  med/family  medicine  with 
A.C.L.S.  & A.T.L.S.  45  hours  per  week.  Inquire:  Stillwater 
Emergency  Medicine,  Inc.,  2124  W.  Fifth,  Stillwater,  OK  74074, 
405-372-2920. 
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HELP  PATIENTS  AVOID  PRESCRIPTION  CONFUSION 
USE  IDENTI-MED'  RX  UBEL  SYSTEM 
AN  AID  TO  PATIENT  MANAGEMENT 

Rx  labels  you  can  see  and  feel!  Designed  for  the  "special  patient" 
(blindness,  illiteracy,  language,  age,  etc.)  or  the  patient  on  multiple 
Rx,  such  as  cardiac,  dialysis,  or  diabetes. 

Request  Identi-Med  " Rx  Labels 
For  free  samples  and  information  call; 

Identi-Med,  Inc.  1-800-752-9404  (24  hours) 
1-405-765-0669 


Selling  or  Buying  a Practice? 


Practice  evaluation 
Practice  brokerage 


Roger  Harrison 

3750  West  Main,  Suite  AA,  Norman,  OK  73072 
Office  (405)  360-9238  Home  (405)  329-2423 


Pasteur  Medical  Bldg.  Physicians  & Surgeons  Bldg. 

Room  301  East  Room  105 

1111  N.  Lee  1211  N.  Shartel 


West  Laboratory 

Room  500 
3433  N.W.  56th 

South  Laboratory 

Room  106 
1044  S.W.  44 


South  Med 

103  S.  Community  Medical  Ctr. 
4200  S.  Douglas 

Classen  Laboratory 

Room  101 

1110  N.  Classen  Blvd. 


North  Laboratory 

Suite  3 

13509  N.  Meridian 


Med  Arts  Tulsa 

3233  E.  31st  Street 
Tulsa,  OK  74105 
(918)  747-7506 

OKLAHOMA  TOLL  FREE  1-800-REF-LABl 

ALL  OKLAHOMA  CITY  LOCATIONS 239-7111 


THE 

INOEPENDENT 
mTHDUDGY 
IN5TITTJTE,  INC. 


A 

Ncairil 


PATIENT 

CARE 

FACILITIES 


Medical  Arts  Laboratory  Accredited  by  the  American  Society  of  Cytology 

100  Pasteur  Building  1111  N.  Lee 
Oklahoma  City,  OK  73103 
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The  Hand  Center 


For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


houshang  Seradge,  md,  figs 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)631-4263 


SOUTHERN  PLAINS  MEDICAL  CENTER,  PC. 

^ ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 


SOUTHERN  PLAINS 

MEDICAL  CENTER  / Chickasha 

2222  Iowa  — 224-8111 

FAMILY  PRACTICE 
J W McDoniel,  M D 
J O Wood.  Jr,  M D 

INTERNAL  MEDICINE 
WS  Harrison.  M D 
D.L  Stehr.  M D 
Don  R Hess,  M D 
R L,  Jenkins,  M D 
L V Deck,  M D 
R C-  Talley,  M D 

CARDIOLOGY 
Joe  T,  Bledsoe,  M D 

GASTROENTEROLOGY 
C K Su,  M D 

PEDIATRICS 
R E Herndon.  M D 
E Ron  Orr.  M D 
J E Freed,  M D 
Pilar  Escobar,  M D 
Donald  F Haslam,  M D 


OBSTETRICS  AND 

GYNECOLOGY 
Nancy  W Dever,  M D 
Alan  J Weedn,  M D 
David  Rumph,  M D 

NEUROLOGY  (Part-time) 
Andrew  Gin,  M D 

GENERAL  & 

VASCULAR  SURGERY 
Linda  M Johnson.  M D 
Virginia  L Harr,  M D 
Myra  Campbell,  PA 

THORACIC  & 

VASCULAR  SURGERY 
Paul  B.  Loh,  M D 

OPHTHALMOLOGY 
John  R.  Gearhart,  M D 

ANESTHESIOLOGY 
T Gowlikar,  M D 
Gideon  Lau,  M D 
M M Vaidya,  M D 

ACUTE  CARE  & 

OCCUPATIONAL  MEDICINE 
C R Gibson,  M D 
Edwin  Horne,  Jr , M D 


UROLOGY 
K T Varma,  M D 

ORTHOPEDIC  SURGERY 
J E Winslow,  M D 
Timeri  Murari,  M D 
Bill  OhI,  PA 

CLINICAL  PSYCHOLOGY 
J M Ross,  Ph  D 

RADIOLOGY 
T,J  Williams,  M D 

SPEECH  PATHOLOGY 
Colette  Ellis,  M Ed,,  C C C, 

DERMATOLOGY 
Linda  A Reinhardt,  M D 

ALLERGY 

R E Herndon,  M D 
WS  Harrison,  M D 

PHYSICAL  MEDICINE 

& REHABILITATION 
Kumudini  Vaidya,  M,D, 

NEUROSURGERY  (Part-time) 
R E Woosley,  M.D, 


PLASTIC  & RECONSTRUCTIVE 
SURGERY  (Part-time) 

E C,  Duus,  M D 

ONCOLOGY  (Part-time) 

R G Ganick,  M D 
L M Bowen,  M D 

SOUTHERN  PLAINS 

MEDICAL  CENTER  / Duncan 

2515  West  Elk  — 252-6080 

FAMILY  PRACTICE 
Christopher  M Herndon,  M D. 
Jeff  Jones,  M D, 

ALLERGY  (Part-time) 

R E Herndon,  M D 

DERMATOLOGY  (Part-time) 

Mark  Roytman,  M D, 


SOUTHERN  PLAINS 
AMBULATORY  SURGERY  CENTER 
2222  Iowa  — Chickasha,  OK 
MEDICARE  Approved 

ADMINISTRATION 
Daniel  N.  Vaughan 
David  L.  Ward 
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OKLAHOMA 

TRANSPLANTATION 

INSTITUTE 

• THE  PREMIER  TRANSPLANTATION  INSTITUTE  IN  OKLAHOMA 

• THE  ONLY  HEART  TRANSPLANT  PROGRAM  IN  OKLAHOMA  TO 
EARN  MEDICARE  CERTIFICATION 

• APPROVED  FOR  NATIONAL  LISTINGS  FOR  HEART 
TRANSPLANTATION  BY  MAJOR  INSURANCE  COMPANIES 


Nazih  Zuhdi,  MD 

DIRECTOR 

Chief  Transplant  Surgeon 

Heart  Transplantation 
Heart-Lung  Transplantation 
Lung  Transplantation 

Nazih  Zuhdi,  MD,  Chief 
David  K.C,  Cooper,  MD,  PhD 
Allen  E.  Greer,  MD 
John  S.  Chaffin,  MD 
John  Muchmore,  MD,  PhD 
Alan  Pribil,  MD 
Vi  Schlegel,  RN 
Sue  Edwards  Colliver 
Kelly  L.  Ward 

Kidney  Transplantation 

Scott  Samara,  MD,  Chief 
BG.  Smith,  MD 
Paul  Donat,  MD 
Pat  Sumpter,  RN 

Research 

Eugen  Keren,  MD,  PhD* 

Ye  Yong 

Francisco  Neethling  ,MSc 

The  Oklahoma  Transplantation  Institute 
at  Baptist  Medical  Center 

3300  Northwest  Expressway  • Oklahoma  City,  OK  731 12 

(405)  949-3349 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 


'Oklahoma  Medical 
Research  Foundation 
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Orthopedic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

nil  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 


DEPARTMENT  OF  ARTHRITIS 


■•^Stephen  Tkach,  MD,  FACS 
^Joseph  F.  Messenbaugh  III,  MD,  FACS 
Patrick  Evans,  MD,  FACS 
*Edwin  E.  Rice,  MD,  FACS 
’^Warren  G.  Low,  MD,  FACS 
■^Thomas  C.  Howard,  MD,  FACS 
■^David  L.  Holden,  MD,  FACS 
“^Brock  E.  Schnebel,  MD,  FACS 


John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
^Richard  J.  Hess,  MD,  FACP 
*Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 
*Larry  G.  Willis,  MD 
^Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 


Jack  W.  Parrish,  MD,  FAAFP 

McKinley  S.  Lundy,  DO,  MPH 

Robert  R.  Dugan,  MD 

” MANAGEMENT  SERVICES 

"Specialty  Board  Diplomate  James  A.  Hyde,  Administrator 


QKL'AHQMA! 


mmm 
mm 


MAIN  OFFICE 
750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 
(405)  235-0040 


MERCY  OFFICE 
Mercy  Doctors  Tower 
4200  W.  Memorial  Rd.,  Suite  112 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 
3433  N.W.  56th,  Suite  870 
Oklahoma  City,  Oklahoma 
(405)  235-0040 


Specializing  in  the  diagnosis  and  treatment 
of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

MAILING  ADDRESS;  PO.  Box  26827,  Oklahoma  City,  OK  73126 

Robert  S.  Ellis,  MDf* 

Lyle  W.  Burroughs,  MDt° 

Charles  D.  Haunschild,  MDt° 

James  H.  Wells,  MDf* 

John  R.  Bozalis,  MD,  t* 

John  S.  Irons,  MDt° 

Warren  V.  Filley,  MD,  f* 

James  R.  Claflin,  MDt° 

Senior  Consultants: 

George  S.  Bozalis,  MD 
George  L.  Winn,  MDt 


t Diplomate  American  Board  of  Allergy  and  Immunology 
■ Diplomate  American  Board  of  Internal  Medicine 
“ Diplomate  American  Board  of  Pediatrics 


NORMAN  OFFICE 
950  North  Porter,  Suite  101 
Norman,  Oklahoma 
(405)  235-0040 


Executive  Director: 

G.  Keith  Montgomery,  MHA 
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JE  in  Shawnee  Medical  Center  Clinic,  Inc. 

□ 2801  N.  Saratoga/P.O.  Box  849 
Shawnee,  Oklahoma  74801 
Phone:  (405)  273-5801 
FAX:  (405)  273-2632 


ALLERGY 

INTERNAL  MEDICINE 

ORTHOPEDIC  SURGERY 

A M.  Bell,  M D 

Michael  W Butcher,  M D 

T.A  Balan,  M D.,  F A A O S 

Merle  L Davis,  M D 

R M Kamath,  M.D  , M S, 

AVIATION  MEDICINE 

Larry  D Fetzer,  M D 

(Orth  ),  F A A O S 

D A Mace,  M.D. 

Eldon  V Gibson,  M.D 

S.M  Waingankar,  M D , M S , 

David  L Holland,  Jr,,  M D 

(Orth),  FA  AOS 

GENERAL  SURGERY 

Jerry  Brad  Jarrell,  M D 

Frank  H.  Howard,  M D 

D A Mace,  M D 

OTORHINOLARYNGOLOGY 

Gary  D.  Myers,  M D. 

5 P,  Shetty,  M D 

Shrikant  Rishi,  M.D,,  M S,, 
FACS. 

INDUSTRIAL  MEDICINE 

OPHTHALMOLOGY 

A M Bell,  M D 

David  K Linn,  M D , Ph  D 

PEDIATRICS 

A M Bell,  M D 

INFECTIOUS  DISEASE 

OBSTETRICS. 

William  A.  Chapman,  M D 

William  A Chapman,  M D 

GYNECOLOGY 

Cynthia  A Alsup,  M D 

R.K  Mohan,  M D 

NEONATOLOGY 

Richard  E.  Jones,  M D 

PATHOLOGY  CONSULTANT 

R.K  Mohan,  M D 

Stephen  E Trotter,  M D 

David  L McBride,  M D 

RADIOLOGY  CONSULTANTS 

William  Phillips,  M.D, 

Robert  G.  Wilson,  M.D 
Cranfill  K.  Wisdom,  M.D 

ANCILLARY 

5MCC  Radiology 
SMCC  Laboratory 
SMCC  Physical  Therapy 


ADMINISTRATOR 

Lee  Michael  Hilka 


Shawnee  AM+PM  Clinic 

1501  Airport  Dr.  at  Independence 
(405)  275-4931 


ORTHOPEDIC  ASSOCIATES, 

INC. 

{[[///  W 

AND 

^ AMBULATORY  SURGERY  CENTER 

3301  N.W.  50th 

Oklahoma  City,  Oklahoma  731 12-5691 

(405)  947-091 1 

David  R.  Brown,  M.D,,  Ret 

Thomas  H.  Flesher,  III,  M.D. 

Ralph  E,  Payne,  Jr.,  M.D. 

Michael  0.  Williams,  M.D. 

J.  Charles  Monnet,  M.D. 

James  M.  Odor,  M.D. 

David  A.  Flesher,  M.D. 

Jimmy  H.  Conway,  Jr.,  M.D. 

Nathan  E.  Bradley,  M.D. 

David  J.  Flesher,  M.D. 

Richard  A.  Ruffin,  M.D. 

Diplomates  of  American  Board  of  Orthopedic  Surgery 

Orthopedic  Surgery 

Total  Joint  Replacement 

Sports  Medicine 

Physical  Therapy 

Arthroscopic  Surgery 

Conservative  Spine  Care 

Surgery  of  the  Spine 

General  Orthopedic  Services 
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O L O G Y 
S O C I AT  E 


S, 


DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OF  RADIOLOGY 


I N C. 


Diagnostic  Radiology,  Mammography 
Ultrasound,  Nuclear  Medicine 
Computed  Tomography 
Magnetic  Resonance  Imaging 
Angiography  and  Interventional  Radiology 


JAMES  T.  BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D.,  F.A.C.R.,  D.A.B.N.M. 
G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALF  E.  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P. 
ROGER  B.  COLLINS,  M.D. 

GARYG.  ROBERTS  , M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 

JAY  A.  HAROLDS,  M.D.,  F.A.C.R.,  D.A.B.N.M. 
CAROL  KAHNERT  YATES  , M.D. 

FRANCIS  TAD"  CASSIDY,  JR.,  M.D. 

JOHN  A.  OWEN,  M.D. 

WALTER  J.  MILTON,  M.D. 

BUSINESS  MANAGER 
PAULA  BUTLER 


PRACTICE  LOCATIONS 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N.W.  56TH.  SUITE  C-10 
OKLAHOMA  CITY,  OK  73112 
(405)  945-4750 


BAPTIST  MEDICAL  CENTER 
3300  N.W.  EXPRESSWAY 
OKLAHOMA  CITY,  OK  73112 
(405)  949-3202 


DEACONESS  HOSPITAL 
5501  N.  PORTLAND 
OKLAHOMA  CITY,  OK  731 1 2 
(405)  949-6107 


NORTHWEST  MEDICAL  CENTER 
3330  N.W.  56TH  STREET,  SUITE  206 
OKLAHOMA  CITY,  OK  73112 
(405)  945-4740 


MEDICAL  PLAZA  IMAGING 


COMPUTED  TOMOGRAPHY  — MAGNETIC  RESONANCE  IMAGING 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N.W.  56TH,  SUITE  C-10 
OKLAHOMA  CITY,  OK  73112 
(405)  945-4760 
1-800-522-6613 


7 AM  - 1 1 PM 
MONDAY -SUNDAY 
7-DAY  WEEK  SERVICE 


OKLAHOMA  HANDi=:^*^-i 
SURGERY  CENTER,  INcTbg  | 


Carlos  A.  Garcia-Moral,  MD,  FACS 

405/232-3210 

300  Northwest  13th,  Suite  100 


Kenneth  A.  Hieke,  MD 
Oklahoma  City,  OK  73103 
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ALLERGY 


JAMES  A MURRAY.  MD,  INC 
Diagnosis  and  Treatment  ot  Allergic  Diseases 
Adults  and  Children 


Galen  P Robbins,  MD 
Williams  S.  Myers.  MD 
Lawrence  M Higgs,  MD 
William  J.  Fors,  MD 


CARDIOVASCULAR  CLINIC 

W,  H.  Oehlert,  MD  Mel  Clark.  MD 

Charles  F Bethea.  MD  Jerome  L Anderson,  MD 
Fred  E Lybrand.  MD  Santosh  T Prabhu,  MD" 

Richard  T Lane,  MD 


CARDIOVASCULAR  DISEASES 


JAMES  A MURRAY,  MD 
Fellow  American  Academy  ol  Allergy 
Fellow  American  College  ol  Allergists 
Diplomate  Amencan  Board  ot  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa.  Oklahoma  74177 


Northwest  Medical  Center 


Suite  602 


Cardiac  catheterization,  aortography  and  coronary  anteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Oklahoma  City.  OK  73112  Telephone  947-3341 

4200  W Memorial,  Suite  704,  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


NORTHWEST  ALLERGY  CLINIC,  INC 

John  L Davis,  M D 
3330  N W 56lh 

Oklahoma  City,  Oklahoma  731 12 
405  843  6619 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS,  State  PPO  Accepted 

Ponca  City  Stillwater  Shawnee 

1 -800-383-7546 


OKLAHOMA  ALLERGY  CLINIC.  INC, 

Specializing  in  the  Diagnosis  and  Treatment  ot  Allergic  Disease 


Robert  S.  Ellis,  MDf 
LyleW,  Burroughs,  MDf” 
Charles  D.  Haunschild,  MDf 
James  H.  Wells,  MDf* 


John  R Bozalis,  MDf 
John  S Irons,  MDf 
Warren  V Filley,  MDf 
James  R Claflin,  MDf" 


Senior  Consultants;  George  S.  Bozalis,  MD;  George  L.  Winn,  MDt 


t Diplomate  American  Board  of  Allergy  and  Immunology 
■ Diplomate  American  Board  of  Internal  Medicine 
“ Diplomate  American  Board  of  Pediatrics 


Central  Office:  Baptist  Medical  Plaza  N 

750  NE  13th  St.  3433  NW  56th 

Okla  City,  OK  73104  Suile  870 
405-235-0040  405-235-0040 


Mercy  Doclors  Tower 
4200  W.  Memorial 
Suite  112 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 


ANESTHESIOLOGY 


ROBERT  E KAPLAN,  M.D 
— Anesihesiology  — 

Pain  Management 
3500  State  Street 

Telephone:  918-333-4550  Bartlesville,  OK  74006  Fax:  918-333-5886 


RONALD  W GILCHRIST,  JR  , MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City,  X-Ray  and  COj  Laser  Therapy  632-5565 

OK  73109  3500  Soulh  Western 


SKIN  & SKIN  CANCER  CENTER,  INC 
C Jack  Young,  MD 

Diplomate  American  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N W 56,  Oklahoma  City  (405)  946-5678 


ENDOCRINOLOGY 


M.  GUDE,  MD,  MRCP  (UK),  FACP 
Diplomate,  American  Boards  of  Internal  Medicine 
and  Endocrinology/Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  - THYROIDOLOGY 
South  Office;  1552  SW  441h,  OKC,  OK  73119  PH:  681-1100 
North  Office:  6001  NW  1201h  Cl  #6,  OKC,  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catheterization,  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 


Gynecologic  Oncology  & Pelvic  Surgery 
JEFFREY  J.  SMITH,  MD,  FACOG,  FACS 


"G.L,  Honick,  MD,  FACC  943-8428 
■J.L.  Bressie,  MD,  FACC  946-0568 
A.F  Elliott,  MD,  FACC  943-8421 
A S.  Dahr,  MD.  MS  947-2321 


■J.  Voda,  MD,  FACC  947-1297 
G.L.  Worcesler,  MD  943-4134 
"K.J  Kassabian,  MD  272-8397 


"Certified  by  the  American  Board  of  Cardiovascular  Disease 
Baptist  Medical  Plaza 

7th  Floor.  3433  N W.  56th  Oklahoma  City,  Oklahoma  73112 


Certified,  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 

711  Stanton  L Young  Blvd  #706 
Oklahoma  City,  Oklahoma  73104 
271-3200 


Professional  card  listings  are  available 
to  OSMA  members.  They  are  sold  in 
vertical  increments  of  one-half  inch  at 
the  rate  of  $55.00  per  half  inch  per  year. 
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NEPHROLOGY 


PEDIATRIC  SURGERY 


Practice  of  Internal  Medicine  and  Nephrology 

TV  VENKATA  RAMAN,  MD,  FACP 
Diplomate  American  Board  of  Internal  Medicine  and  Nephrology 

Classen  Professional  Bldg.  M D Medical  Tower 

1110  N.  Classen  Blvd,.  #200  8121  National  Ave  , #401 

Oklahoma  City,  OK  73106  Midwest  City,  OK  73110 

(405)  235-8229  (405)  733-9987 


OPHTHALMOLOGY. 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD,  INC. 

Diplomate,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N W.  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office:  405/272-6802  After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS,  PC. 

Baptist  Medical  Center  - South  Building 
3435  N.W.  56lh  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 

S Fulton  Tompkins,  MD,  DABOS  John  F.  Thompkins,  MD,  DABOS 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O.  SMITH,  JR  , MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified-American  Board  of  Otolaryngology 
4200  West  Memorial  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


WM.  P.  TUNELL,  MD’  DAVID  W,  TUGGLE,  MD’ 

940  NE  13th  Street,  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
’American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R.  Murali  Krishna.  M D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
John  C.  Andrus,  M D , MAPA 
Diplomate,  American  Board  of  Psychiatry 
Shree  S.  Vinekar,  M.D.,  FAACP 
Diplomate,  American  Board  of  Psychiatry  and  Child  Psychiatry 
Twyla  J,  Smith,  M D,,  Diplomate,  American  Board  of  Psychiatry 
Charles  E.  Smith,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
Cheryl  L.  Feigal,  M.D.,  Diplomate,  American  Board  of  Psychiatry 
V.  Girijanand  Bhat,  M D.,  MRCPsych  (UK) 
CONSULTANTS 
Robert  J.  Outlaw,  M D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
PovI  Toussieng,  M.D.,  FAPA 

Thurman  E.  Coburn,  Ph  D.,  Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW,  Clinical  Psychiatric  Social  Worker 
Donna  D Smela,  ACSW,  Clinical  Psychiatric  Social  Worker 
St.  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER,  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg.  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K.  IMES,  MD 
JOHN  E.  HUFF,  MD 
ELWOOD  F WILLIAMS,  MD’ 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 
’Board  Eligible  Pulmonary  Disease 

3330  N.W  56th  Street,  Suite  212  (405)  947-3335 

Oklahoma  City,  Oklahoma  73112 


KATHERINE  S.  LITTLE,  MD 
DENNIS  M PARKER,  MD 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W.  56th  Street,  Suite  208  (405)  949-2215 

Oklahoma  City,  Oklahoma  73112 


OSMA  News 

Another  OSMA  member  service 
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RADIOLOGY 

CHET  BYNUM.  MD 

DIAGNOSTIC  RADIOLOGY 

GLENNA  YOUNG,  MD 

Fluoroscopy 

Tomography 

Xeromammography 

WHOLE  BODY  CT  SCANNING 

Ultra  Sonography 

13301  N Meridian  Bldg 

300 

1 125  N Porter 

Oklahoma  City,  Oklahoma  73120 

Norman,  Okla  73071 

(405)  752-0186 

(405)  364  1071 

RADIOLOGIC  SPECIALTIES.  LTD 
4045  Northwest  64th  Street.  Suite  125 
Oklahoma  City,  Oklahoma  731 16 

Practice  Limited  Tc  CT  Scanning 

V C Tisdal  III.  MD  (405)  848-0075  Rebecca  Goen  Tisdal.  MD 
Diplomates  American  Board  of  Radiology 


Wtl  LIAM  J FORREST,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3400  N W Expressway  947-8760 

Oklahoma  City 


HERBERT  M KRAVITZ.  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic  and  Cleft  Palate  Surgery 

Office  (405)  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma  73112-7207 


UROLOGY 


A de  OUEVEOO,  MD.  Inc 
Diplomate  of  the  American  Board  of  Urology 

Suite  606 

1211  N Shadel  Oklahoma  City,  Oklahoma  73103  232-1333 


RHEUMATOLOGY 


THE  ARTHRITIS  CLINIC 

Lloyd  G McArthur.  PhD.  MD  Winfred  L Medcalf.  MD 

Robert  C Troop,  PhD.  MD 
207  C Street  NW  Ardmore.  OK  73401 

Phone  405-223-5180 


SURGERY,  HAND 


G M RAYAN.  MD,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery. 

Board  Certilied  Hand  Surgery 
Orthopaedics,  Upper  Extremity.  Hand  & Microsurgery 

3433  NW  56th.  Suite  850  Oklahoma  City.  OK  73112 


BARNEY  J LIMES.  MD,  FACS 
1211  N Sharlel,  Suite  208 
Oklahoma  City,  Okla  73101 
Phone  235-0315 
2801  Parklawn  Dr , Suite  300 
Midwest  City.  Okla  73110 
Phone  737-3538 
Practice  Limited  to  Urology 
Diplomate  American  Board  of  Urology 


JOSEPH  D PARKHURST,  MD.  FACS 
Diplomate  American  Board  of  Urology 

2345  N Tompkins  1309  S,  Holly 

Bethany,  OK  73008  495-6134  Yukon,  OK  73099 


CHARLES  L REYNOLDS.  JR  , MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  of  the  KIDNEY,  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKUkHOMA  73112 
OFFICE  (405)  843-5761 

RESIDENCE  (405)  842-6420  IF  NO  ANSWER  (405)  942-1122 


HOUSHANG  SERADGE.  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W  44th  Street.  Suite  620 
Oklahoma  City.  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 


PARAMJIT  S BAJAJ.  MD,  FACS 
FRCS  (England).  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1110  N.  Classen  Blvd  . Suite  304  13313  N Meridian,  Suite  A 

Oklahoma  City,  OK  73106  Oklahoma  City.  OK  73120 

235-6671  755-6366 


Medical  Update 

brochures  and  display  placards 
Another  OSMA  member  service 


Professional  card  listings  are  available 
to  OSMA  members.  They  are  sold  in 
vertical  increments  of  one-half  inch  at 
the  rate  of  $55.00  per  half  inch  per  year. 
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Instructions  for  Authors 

Contributions 

Articles  submitted  for  publication,  including  Annual  Meet- 
ing papers,  become  the  sole  property  of  the  Journal  and 
must  not  have  been  published  elsewhere.  The  Editorial 
Board  reserves  the  right  to  edit  any  material  submitted. 
Manuscripts  must  be  typewritten,  double-spaced,  and  sub- 
mitted in  duplicate.  Authors  who  can  do  so  are  encouraged 
to  submit  their  manuscripts  on  computer  disk  as  well;  disk 
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with  the  manuscript’s  title  and  author.  The  Journal  does 
not  assume  responsibility  for  the  statements  or  opinions  of 
any  contributor. 

Style 

All  manuscripts  should  adhere  to  the  style  adopted  by  the 
American  Medical  Association  as  illustrated  in  JAMA  and 
detailed  in  the  AMA’s  Manual  of  Style.  An  abstract  of  150 
words  or  less  should  accompany  each  paper  and  should  state 
(1)  the  exact  question  considered,  (2)  the  key  points  of 
methodology  and  success  of  execution,  (3)  the  key  findings, 
and  (4)  the  conclusion(s)  directly  supported  by  these  find- 
ings. Footnotes,  bibliographies,  and  legends  for  illustrations 
should  be  typewritten,  double-spaced,  on  separate  sheets. 
References  are  to  be  listed  in  the  order  of  their  appearance 
in  the  article. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
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to  publication  of  their  articles.  Other  requests  for  reprints 
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Auxiliary 


Auxiliary  Membership 


With  the  1991-1992  memhership  year  about  to  begin, 
the  Oklahoma  State  Medical  Association  Auxiliary 
continues  to  focus  on  membership  as  one  of  its  major 
goals.  The  auxiliary  is  composed  of  1300  members 
who  share  the  common  belief  that  through  involve- 
ment we  can  make  a difference  in  better  health  care 
in  our  state. 

We  hope  to  encourage  participation  in  medical 
auxiliary.  We  believe  medical  auxiliary  should  be  the 
first  organization  you  join,  and  one  you  never  give  up 
...  no  matter  what  other  demands  there  are  on  your 
time.  We  believe  the  threats  to  medical  practice  are 
so  great  that  both  partners  in  every  medical  mar- 
riage must  work  together  to  combat  them.  Every 
member  makes  a vital  contribution,  no  matter  what 
their  level  of  involvement. 

The  emphasis  of  the  membership  team  was  started 
this  July  at  the  Waterford  Hotel  at  the  mini  leader- 
ship retreat.  The  meeting  was  attended  by  state  and 
county  officers.  Forty  members  attended  this  meet- 
ing. Through  the  sharing  of  problems  and  solutions, 
these  leaders  identified  specific  needs  to  be  worked  on 
throughout  the  coming  year. 

The  goals  of  membership  include;  (1)  identifica- 
tion and  recruitment  of  potential  resident  physician/ 
medical  student  spouses  (RP/MSS),  (2)  the  identifica- 
tion and  recruitment  of  potential  membership-at- 
large  (MALs),  (3)  the  recognition  and  appreciation  of 
current  members  for  their  auxiliary  contributions 
and  accomplishments,  and  (4)  the  recognition  and  ap- 
preciation of  longstanding  auxilians  such  as  the 
spouses  of  retired  or  deceased  physicians.  Because  of 


our  emphasis  on  retention  and  recruitment,  we  will 
continue  to  recognize  the  needs  of  current  members 
and  to  encourage  their  membership.  OSMAA  needs 
all  of  its  members,  whether  they  be  RP/MSS,  MALs, 
current,  or  retired  members. 

Membership  in  the  OSMAA  is  indeed  a privilege. 
To  be  eligible  for  this  membership,  the  only  require- 
ment is  that  the  person  must  be  the  spouse  of  a physi- 
cian who  is  eligible  for  membership  in  their  county 
medical  society  and  the  OSMA.  With  your  auxiliary 
membership  comes  information,  opportunities,  and 
friendships.  Information  that  a member  receives 
ranges  from  current  legislation  to  current  health  is- 
sues, and  different  ways  to  become  involved  and  have 
an  impact  in  these  areas.  The  opportunities  arise 
from  the  ability  to  be  involved  in  the  auxiliary’s  effort 
in  financially  assisting  the  American  Medical  Associ- 
ation Education  and  Research  Foundation  (AM A/ 
ERF)  and  from  the  ability  to  use  one’s  talents  to  be- 
come an  effective  leader  in  the  organization.  One  of 
the  most  compelling  reasons  to  be  a part  of  the  aux- 
iliary is  the  individuals  who  make  up  the  organiza- 
tion. Auxilians  are  supportive,  talented,  resourceful, 
and  an  exciting  group  of  which  to  be  a part. 

The  OSMA  Auxiliary  is  a vast  volunteer  network 
that  brings  a better  quality  of  life  to  all  people 
through  its  health  programs  and  projects  and  its 
legislative  efforts.  Please  join  auxiliary  — we  want 
you  to  be  an  active,  informed  member. 

— Karen  Mask  (Mrs  Dennis) 
OSMAA  First  Vice-President 
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The  Last  Word 


■ Donald  R.  McCaffree,  MD,  has  been  named 

chief  of  staff  of  the  Oklahoma  City  Veterans  Affairs 
Medical  Center  (VAMC).  He  will  be  responsible  for 
clinical  and  medical  administration  operations  at  the 
389-bed  general  medicine,  surgery,  and  psychiatric 
health  care  facility.  Prior  to  his  recent  appointment. 
Dr  McCaffree  was  associate  chief  of  the  Pulmonary 
Disease  and  Critical  Care  Section  of  the  VA  Medical 
Center  and  University  of  Oklahoma  Health  Sciences 
Center.  He  is  also  a professor  in  the  OU  College  of 
Medicine  and  has  been  medical  director  of  the  Inten- 
sive Care  Unit  at  Oklahoma  Memorial  Hospital  in 
Oklahoma  City  since  1977. 

■ The  federal  government  will  soon  expand  its 

AIDS  definition  to  better  reflect  the  magnitude  of  the 
HIV  epidemic,  according  to  American  Medical  News. 
Centers  for  Disease  Control  (CDC)  officials  have  said 
they  will  announce  that,  effective  next  year,  anyone 
with  fewer  than  200  CD4  lymphocytes  will  be 
counted  as  having  full-blown  AIDS  under  the  govern- 
ment’s surveillance  definition.  The  move  is  expected 
to  immediately  increase  the  official  AIDS  caseload  by 
at  least  50%  nationally  and  as  much  as  300%  in  such 
hard-hit  cities  as  San  Francisco,  public  health  offi- 
cials say. 

■ The  summer  issue  of  Insight,  published  by  the 

Dean  A.  McGee  Eye  Institute,  reports  that  Director 
and  Chief  Executive  Officer  Thomas  E.  Acers,  MD, 
has  been  named  Physician  of  the  Year,  Academic 
Medicine,  by  the  University  of  Oklahoma  College  of 
Medicine  Alumni  Association.  Dr  Acers  has  served  as 
professor  and  chairman  of  the  Department  of 
Ophthalmology  at  the  OU  Health  Sciences  Center 
since  1972. 

■ Donald  R.  Carter,  MD,  has  been  named  chief 

of  surgery  for  the  Oklahoma  City  Veterans  Affairs 
Medical  Center.  He  has  been  in  private  practice  in 
Oklahoma  City  since  1966  and  is  an  associate  profes- 
sor of  surgery  at  the  University  of  Oklahoma  College 
of  Medicine.  He  has  been  on  the  staffs  of  five  Okla- 
homa City  area  hospitals,  is  a member  of  the  board 
of  directors  of  the  Oklahoma  County  Medical  Society 
and  was  its  president  in  1988,  and  is  also  a trustee 
of  the  Oklahoma  State  Medical  Association. 

■ The  Oklahoma  State  Medical  Association  has 

nominated  the  following  physicians  for  positions  on 


the  Oklahoma  Foundation  for  Peer  Review  (OFPR) 
Board  of  Directors:  William  E.  Dicker,  MD,  Position 
#13,  Tulsa  County;  William  L.  Corporon,  MD,  Pos- 
ition #14,  Other  than  Oklahoma  or  Tulsa  County; 
Clarence  Robison,  MD,  Position  #16,  Oklahoma 
County;  Elvin  Amen,  MD,  Position  #17,  Other  than 
Oklahoma  or  Tulsa  County;  and  Howard  B.  Keith, 
MD,  Position  #18,  Any  County.  The  OSMA  asks  that 
physicians  receiving  OFPR  ballots  keep  these 
nominees  in  mind  when  they  cast  their  votes.  Win- 
ners will  be  announced  at  the  OFPR’s  meeting  in 
November. 

■ The  Oklahoma  Physicians  Nineteenth  Annual 

Winter  Seminar  will  be  at  the  Foxpine  Inn,  Copper 
Mountain,  Colorado,  from  December  26, 1991,  to  Jan- 
uary 2,  1992.  The  seminar  will  feature  presentations 
from  the  faculty  of  the  University  of  Oklahoma  Col- 
lege of  Medicine  and  the  registrants.  Early  registra- 
tion will  allow  participation  in  program  develop- 
ment, breakfast  meetings  with  fellow  physicians,  and 
a limited  amount  of  group  discount  lodging.  For  more 
information,  or  to  submit  a registration  ($245  fee), 
write  to:  Contemporary  Medical  Educators,  do  Irwin 
H.  Brown,  MD,  Doctor’s  Medical  Plaza— South,  3435 
NW  56th  Street,  #206,  Oklahoma  City,  OK  73112,  or 
call  (405)  946-0548.  Retired  physician  discount  avail- 
able upon  request. 

■ Discussing  the  problem  of  pain  undertreat- 
ment and  the  prescribing  of  narcotics  by  physicians, 
the  September  4 issue  of  the  Journal  of  the  National 
Cancer  Institute  mentions  Oklahoma’s  new  OSTAR 
(Oklahoma  Schedule  Two  Abuse  Reduction)  system 
as  an  effective  alternative  to  triplicate  prescription 
programs.  While  some  sources  indicated  that  multi- 
ple-copy programs  cause  physicians  to  reduce  the 
legitimate  prescribing  of  potent  narcotics,  the  story 
notes  this  does  not  appear  to  be  a problem  with 
OSTAR. 

■ Hospitals  in  Oklahoma:  A History,  1824-1990  is 

the  title  of  a new  book  by  Cleveland  Rogers,  president 
of  the  Oklahoma  Hospital  Association  from  1947  to 
1985.  The  134-page  book  contains  more  than  100  his- 
torical photographs  and  focuses  on  the  development 
of  Oklahoma’s  healthcare  industry,  beginning  prior 
to  statehood.  For  additional  information,  or  to  order 
a copy  of  the  book,  call  the  Oklahoma  Hospital  As- 
sociation, (405)  427-9537.  (J 
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You  Practice  Medicine 

We’ll  Run  The  Business 


“After  years  of  study,  I honestly  believed 
that  I was  ready  to  go  into  practice.  I 
thought  that  knowledge  and  experience 
in  medicine  was  all  that  I’d  need  to  be  a 
success  out  there.  But,  no  one  ever 
mentioned  that  I’d  have  to  be  an  expert 
at  insurance,  law  and  collections... I’m  a 
doctor,  with  a substantial  amount  of 
money  and  time  invested  in  being  the 
best  that  I can  be.  It  didn’t  take  long  for 
me  to  realize  that  the  time  spent  in 
managing  my  business  was  time  taken 
away  from  the  really  important  things  in 
life;  my  patients,  my  family,  and 
myself.” 

“That’s  why  I chose  group  practice  with 
Kelsey-Seybold  Clinic.  I don’t  have  to 
deal  with  the  administrative  headaches 
that  have  made  practicing  medicine  so 
difficult.  My  associates  are  highly 
respected  professionals  from  a variety  of 
fields,  so  when  I need  the  support,  it’s 
always  there.” 

“Kelsey-Seybold  Clinic  offered  me  a 
competitive  salary,  flexible  benefit 
package,  and  a practice  style  to  fit  my 
goals  and  lifestyle.  Within  their  multi- 
speciality group  I found  many  options; 
fourteen  urban/suburban  clinics  in 
Houston  and  several  locations  outside 
Texas.  I decided  to  be  a part  of  the 
Kelsey-Seybold  family  at  The  Texas 
Medical  Center  in  Houston.  It  offered 
the  kind  of  pace  that  I was  looking  for 
professionally,  and  put  me  right  in  the 
center  of  the  most  dynamic  and  fun  city 
in  the  Southwest.” 

“Group  practice  with  the  physicians  at 
Kelsey-Seybold  Clinic  lets  me  do  what  I 
do  best . . . practice  medicine.” 

Kelsey-Seybold  Clinic  currently  has 
openings  in  selected  specialties.  Please 
call  to  learn  if  our  style  of  practice  is 
right  for  you.  We  will  be  happy  to 
discuss  our  opportunities  and  answer 
your  questions. 


Kelsey-Seybold  Clinic,  RA. 

Al  Czerwinski,  M.D.  - Medical  Director 
1 709  Dryden 

Medical  Towers,  18th  Floor 
Houston,  Texas  77030 
1-800-231-6421 
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Editorial 


Label:  POISON 


In  nascent  human  relationships,  there  are  those  indi- 
viduals who  have  a reflexive  tendency  to  label  their 
casual  acquaintances.  Geography  and  vocation 
spawn  many  of  these  thoughtless  epithets.  For  exam- 
ple, it  is  common  for  Oklahomans  anywhere  to  be 
characterized  by  our  rural  “Okie”  image,  by  college 
football  prowess,  or  perhaps  by  our  Indian  heritage. 

This  unthinking  labeling  is  so  common  that 
everyone  does  it  at  times,  but  it  contains  an  insidious 
and  detrimental  factor  that  impairs  and  distorts  the 
development  of  human  relations.  To  label  is  to 
stereotype,  and  stereotyping  limits  our  human  re- 
lationships to  a defective  model. 

In  the  practice  of  medicine,  similar  biases  have 
been  known  to  modify  the  medical  management  of 
cases.  Sometimes,  pancreatitis  in  an  alcoholic  may  be 
treated  less  intensely  than  would  be  a traumatic  pan- 
creatitis, and  some  infections  that  have  been  con- 
tracted “in  sin”  may  get  later  and  less  intense  treat- 
ment. The  prejudicial  labeling  of  physicians  some- 
times leads  to  problems  in  referral  and  consultation 
patterns.  Our  medical  parlance  contains  a host  of 
hasty  characterizations  that  can  interfere  with  op- 
timum physician  interaction,  and  that  may  even  re- 
duce the  quality  of  medical  care  rendered. 

The  stereotypic  labeling  of  physicians  may  in- 
clude either  negative  or  positive  prejudices  and 


ranges  widely:  “super  specialist,”  “women’s  libber,” 
“country  doctor,”  “rich  surgeon,”  “just  a general  prac- 
titioner,” “good  ol’  boy.”  All  these  and  many  more 
labels  are  sometimes  used  by  physicians  for  physi- 
cians. Each  label  may  contain  a grain  of  truth,  and 
each  may  be  complimentary  or  pejorative  depending 
on  the  circumstances  of  use,  yet  each  contains  a de- 
meaning element. 

And  in  the  process  of  labeling  or  characterization, 
the  marked  physician  is  always  degraded  or  dimin- 
ished in  some  degree.  The  spectral  range  of  human 
talent  possessed  by  every  physician  is  compromised 
by  the  label,  and  the  opportunity  to  interact  with  the 
total  creativity  potential  of  the  individual  is  thereby 
jeopardized.  Regardless  of  gender,  race,  creed,  spe- 
cialty, training,  or  practice  location,  every  human 
physician  and  every  patient  has  a range  of  positive 
qualities  that  should  not  be  squelched  or  hidden  by 
a disparaging  label. 

Our  patient  population  and  the  medical  profession 
are  full  of  creative,  courageous,  intelligent,  altruistic 
people.  Let  us  unleash  these  forces  in  the  service  of 
humanity. 
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Rural  Caucus  — November  23rd 

Last  September  Dr  Jay  Gregory 
of  Muskogee  and  I attended  the 
first  AMA-sponsored  workshop 
on  “Access  to  Rural  Health 
Care.” 

For  two  days  we,  and  about 
120  others,  worried  our  way 
through  the  many  factors  that 
affect  the  rural  health  care  sys- 
tem. The  list  was  long  and  the 
stories  abundant  of  well  intentioned  micro  manage- 
ment programs  and  governmental  schemes  that  have 
either  destroyed  existing  systems  or  prevented  estab- 
lishment of  their  replacement  with  anjhhing  work- 
able. 

Most  of  the  time  was  spent  identifying,  again,  all 
of  the  many  problems.  There  were  a few  good  reports. 
Enough  that  I encourage  all  of  you  who  care,  at  all, 
to  continue  the  struggle. 

ACCESS 

What  possible  good  can  it  do  to  devise  elaborate  in- 
surance programs  or  pools,  federal  or  state,  or  “net- 
working,” or  “regional  rural  clinics,”  etc,  if  we  do  not 
have  enough  primary  care  physicians  out  there  to 
honor  the  “green,  gold,  or  red-white-and-blue”  card 
that  is  supposed  to  guarantee  access  to  care! 

I have  served  on  the  admission  board,  as  many  of 
you  have,  and  listened  to  bright  young  Oklahoma 
medical  school  applicants  relate  their  desire  to  take 
care  of  families,  from  newborn  to  grandma,  to  deliver 
babies,  to  be  a “General  Doctor”  like  Dr  So-and-So 
whom  they  have  idolized  for  years.  I then  see  them 
three  years  later  firmly  convinced  that  they  must  spe- 
cialize if  they  want  to  practice  good  medicine  and 
make  a decent  living  and  provide  for  their  own 
families.  What  happened,  and  why? 

ECONOMICS 

Medicare  has  had  a major  impact  due  to  the  higher 
percentage  of  the  elderly  in  a rural  practice  and  a 
five-zone  reimbursement  schedule.  Hopefully,  some 


relief  will  come  when  we  switch  to  a single  zone  in 
January  ’92.  Recent  increases  for  Medicaid  obstetri- 
cal care  will  possibly  entice  some  practitioners  to 
either  resume  or  initiate  such  care,  although  concern 
over  malpractice  suits  is  still  the  greatest  hurdle  in 
place. 

ISOLATION 

It  seems  to  me  this  is  more  of  a “mind  set”  than  real- 
ity. Distance  has  both  drawbacks  and  advantages.  Im- 
proved transportation  and  communications  includ- 
ing remote  cardiac  monitoring,  abundant  CME  op- 
portunities, both  desired  and  required,  are  available 
in  many  formats.  Mobile  CTs,  EMT  training  pro- 
grams, the  list  of  improvements  continues,  and  all 
have  reduced  “perceived  isolation.”  I certainly  feel 
less,  not  more,  isolated  than  when  I started  thirty 
years  ago. 

EDUCATION 

Senior  students  observed  during  their  rural  precep- 
torship  term  are  certainly  better  trained  than  we 
were  many  years  ago.  Unfortunately  most  of  them 
have  already  made  up  their  minds  about  a rural  prac- 
tice before  this  rotation  and  all  express  a degree  of 
uneasiness  about  practicing  absent  the  multiple  con- 
sultants and  all  the  equipment  of  a tertiary  hospital 
with  its  myriad  supporting  staff. 

What  transpires  in  their  training  that  makes 
them  unsure  when  we  were  so  confident?  How  did 
“can  do”  get  switched  to  “no  can  do?” 

If  it  is  just  the  money,  then  we  are  admitting  a lot 
of  the  wrong  students!  If  it  is  peer  pressure  of  a den- 
igrating nature  or  faculty  attitude,  then  that  needs 
to  be  addressed.  I would  expect  any  department  head 
to  consider  his  as  the  best  and  most  important  part 
of  medicine,  and  I would  be  disappointed  if  he  didn’t. 
For  him  or  her  to  belittle  another  department  to  stu- 
dents is  sad.  There  are  no  unimportant  fields  of 
medicine.  As  students  progress  through  their  educa- 
tion, chosen  fields  evolve.  All  choices  should  be  hon- 
ored and  all  fields  encouraged  and  respected  . (contj 
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Dr  Ed  Brandt  deservedly  enjoys  the  most  broad- 
based  support  of  any  dean  I can  recall.  He  has  been 
a constant  supporter  of  AAFP  and  improvement  in 
rural  health  care.  Plan  on  joining  with  us  on 
November  23rd  as  he  and  others  exchange  ideas  and 
wrestle  with  the  problems  of  rural  health  care  in 


Oklahoma.  He  also  will  be  able  to  give  us  an  overview 
of  purpose  and  philosophy  regarding  training  of  pri- 
mary care  physicians  at  OU  Medical  School. 


-/A 


OKLAHOMA  CARDIOVASCULAR  SURGEONS 

Allen  E.  Greer,  M.D.*^  John  S.  Chaffin,  M.D.*^ 

David  W.  Vanhooser,  M.D.* 
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*Diplomates  American  Board  of  Surgery 

Office  Hours:  9:00  a.m.  to  5:00  p.m. 

Monday  thru  Friday 


3400  N.W.  Expressway,  Suite  800 
Oklahoma  City,  Oklahoma  73112 


(405)  945-4278 


1 -800-522-6525 
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The  Gastrointestinal  Management  of  Patients 
Undergoing  Heart  Transplantation 


R.W.  Welch,  MD;  Y.  Yokoyama,  MD;  D.K.C.  Cooper,  MD,  PhD;  N.  Zuhdi,  MD 


Between  March  1985  and  December  1989,  86  patients 
underwent  heart  (80)  or  heart-lung  (6)  transplantation. 
Thirty-seven  (43%)  developed  one  or  more  significant 
gastrointestinal  problems.  Dyspepsia  and  gallbladder 
disease  were  common,  but  easily  managed.  Cytomega- 
lovirus disease  occurred  in  25  patients  (29%)  and  re- 
quired aggressive  investigation  and  early  therapy  with 
ganciclovir;  all  patients  so  treated  responded  satisfac- 
torily. Features  of  acute  peritonitis  were  seen  in  6 pa- 
tients and  required  exploratory  laparotomy  in  4.  Non- 
Hodgkin's  lymphoma  of  the  stomach  in  one  patient  has 
regressed  following  a combination  of  reduction  in  im- 
munosuppressive therapy  and  a course  of  chemotherapy. 
The  development  of  hepatitis  or  severe  liver  dysfunction 
of  unknown  cause  has  been  associated  with  significant 
morbidity  and  mortality.  Since  this  study  was  under- 
taken, the  incidence  of  gastrointestinal  complications 
has  been  greatly  reduced  by  modifications  to  our  im- 
munosuppressive and  anti-infection  prophylactic  drug 
protocols.  Nevertheless,  such  complications  still  occur 
and  it  is  important  that  the  gastroenterologist  should  un- 
derstand the  need  for  urgent  and  intensive  investigation 
and  therapy. 

A cardiac  transplantation  program  was  initiated 
at  Baptist  Medical  Center  in  Oklahoma  City  in 
1985.  Included  in  the  pretransplant  evaluation  was 
a careful  gastrointestinal  (GI)  workup.  Following 
transplantation,  the  patients  were  followed  by  a gas- 


Prom  the  Oklahoma  Transplantation  Institute,  Baptist  Medical  Center,  Oklahoma  City. 
Oklahoma.  USA. 

Direct  correspondence  to  D.K.C.  Cooper.  MD.  PhD.  Oklahoma  Transplantation 
Institute,  Baptist  Medical  Center,  3300  Northwest  Expressway.  Oklahoma  City. 
Oklahoma  73112. 


troenterologist  as  needed,  who  investigated,  treated, 
and  recorded  all  of  the  ga.strointestinal  complica- 
tions. One  gastroenterologist  (RWW)  saw  almost  all 
of  these  patients  and  this  contributed  to  uniform 
evaluation  and  management. 

Patients 

In  the  period  March  1985  to  December  1989,  over  200 
patients  were  evaluated  for  possible  heart  or  heart- 
lung  transplantation.  Of  150  patients  accepted  to  the 
transplant  program,  86  actually  underwent  trans- 
plantation. Sixty-eight  were  male  and  8 were  female. 
Mean  age  was  48.6  years.  Seventy-three  underwent 
orthotopic  cardiac  transplantation,  7 heterotopic, 
and  6 heart-lung  transplantation. 

The  indication  for  transplantation  was  end-stage 
ischemic  heart  disease  or  idiopathic  cardiomyopathy 
in  the  majority  of  the  cardiac  patients.  The  actuarial 
survival  following  cardiac  transplantation  has  been 
95%  at  one  month,  81%  at  one  year,  76%  at  two  years, 
and  68%  at  three  years. 

Details  of  patient  selection  at  our  center  have 
been  reported  previously.^  Recent  GI  malignancy  was 
considered  an  absolute  contraindication  to  trans- 
plantation. Active  peptic  ulcer  disease  and  active  di- 
verticulitis were  treated  vigorously  before  transplan- 
tation was  performed. 

The  immunosuppressive  regimen  in  all  patients 
consisted  of  cyclosporine  (CsA),  azathioprine,  and  a 
corticosteroid,  with  the  majority  receiving  induction 
antithymocyte  globulin.  Corticosteroids  were  discon- 
tinued in  a minority  of  patients  after  6 months.  The 
monoclonal  antibody  OKT3  was  used  in  the  treat- 
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ment  of  only  one  acute  rejection  episode;  all  other 
episodes  responded  to  a course  of  methylprednisolone 
and/or  antithymocyte  globulin. 

Pretransplant  Gastrointestinal  Evaluation 

Initially,  a careful  GI  history  was  taken  and  an  upper 
GI  radiological  examination  (gastrografin  or  barium) 
and  gallbladder  ultrasound  were  carried  out.  Basic 
blood  tests  of  liver  function  were  carried  out. 

If  symptoms  strongly  suggested  active  upper  GI 
pathology,  an  endoscopy  of  the  upper  GI  tract  was 
substituted  for  the  radiological  examination.  It  was 
felt  that  active  peptic  ulcer  disease,  in  particular, 
might  cause  major  problems  following  transplanta- 
tion and  therefore  this  problem  was  carefully  sought. 

In  addition,  selected  patients  underwent  flexible 
sigmoidoscopy  and  barium  enema,  or  colonoscopy,  if 
symptoms  suggested  active  lower  GI  disease. 

Post-Transplantation  Gastrointestinal 
Complications 

Of  the  86  patients,  37  (43%)  had  one  or  more  signif- 
icant GI  problems  that  required  evaluation  and 
therapy  (Table  1).  These  fell  into  6 main  areas  — 
(1)  dyspepsia,  (2)  gallbladder  disease,  (3)  cytomegalo- 
virus (CMV)  disease,  (4)  acute  peritonitis,  (5)  lym- 
phoproliferative  disease,  and  (6)  hepatic  pathology. 


Table  1.  Gastrointestinal  Complications  of  Transplatation 

Diagnosis 

Number  of  Patients 

Upper  GI  Complications 

1 . Esophagitis 

3 

2.  Gastritis 

15 

3.  Duodenitis 

7 

4.  Gastric  ulcer 

1 

5.  Duodenal  ulcer 

2 

6.  Gastric  lymphoma 

1 

7.  CMV  gastritis 

6 

8.  Cholecystitis 

7 

9.  Hepatitis 

4 

10.  Severe  liver  dysfunction 

2 

(of  uncertain  cause) 

1 1 . Massive  gastric  hemorrhage 

1 

(duodenal  ulcer) 

12.  Ileal  perforation 

2 

13.  Idiopaathic  peritonitis 

2 

Lower  Cl  Complications 

1 4.  CMV  colitis 

7 

15.  Acute  appendicitis 

1 

16.  Diverticulitis 

1 

1 7.  Colon  polyp 

In  addition,  one  patient  had  rectal  bleeding  due  to  a i 
colonic  polyp,  which  was  removed. 

Dyspepsia.  The  most  common  complaint  was 
dyspepsia,  with  23  patients  (27%)  affected  severely 
enough  to  warrant  upper  endoscopy.  Esophagitis  was 
present  in  3,  gastritis  in  15,  and  duodenitis  in  7;  one 
patient  had  a gastric  ulcer  and  2 had  duodenal  ulcers. 

This  high  incidence  of  upper  GI  lesions  has  sub- 
sequently led  us  to  administer  low-dose  H2  blockers 
in  a prophylactic  fashion  to  all  patients  during  the 
first  6 to  12  months  following  transplant.  Since  in- 
stituting this  policy  we  have  had  few  patients  com- 
plaining of  dyspepsia;  when  it  now  occurs,  our 
thoughts  have  been  directed  to  the  possibility  of 
cytomegalovirus  infection  involving  the  upper  GI 
tract. 

Gallbladder  Disease.  In  our  preoperative  evalua- 
tion 15  patients  (17%)  were  found  to  have  gallstones. 
An  incidence  of  17%  of  patients  with  asymptomatic 
gallstones  is  much  higher  than  in  the  general  popu- 
lation and  may  well  reflect  the  fact  that  more  than 
half  of  our  patients  had  hypercholesterolemia  as- 
sociated with  coronary  artery  disease.  All  of  these  pa- 
tients had  their  gallbladder  function  evaluated  by  a 
scan  with  ejection  fraction,  and  all  had  satisfactory 
function. 

When  cholelithiasis  was  diagnosed  pretrans- 
plant, consideration  was  given  to  cholecystectomy  at 
this  time.  In  view  of  the  precarious  hemodynamic 
status  of  all  patients,  however,  the  risk  of  surgery  was 
considered  too  high.  Cholecystectomy  post-transplan- 
tation, when  cardiac  function  would  be  improved, 
was  thought  to  carry  only  a small  risk  from  infection. 
This  policy  proved  successful. 

Acute  cholecystitis  developed  in  6 of  these  pa- 
tients in  the  post-transplant  period  (from  as  early  as 
one  week  to  as  late  as  30  months  after  operation)  and 
required  surgery.  The  presentation  differed  little 
from  the  usual  symptom  complex.  In  addition, 
chronic  acalculus  cholecystitis  developed  in  one  pa- 
tient, who  was  placed  on  ursodiol  30  mg  t.i.d.  One 
year  later  no  reduction  in  the  size  of  his  gallstones 
could  be  detected.  He  subsequently  developed  acute 
cholecystitis  and  required  cholecystectomy. 

Although  there  are  potential  interactions  be- 
tween cyclosporine  and  ursodiol,  we  recorded  no  dif- 
ference in  cyclosporine  levels  during  the  year’s 
therapy  with  ursodiol  and  no  need  to  adjust  cyclo- 
sporine dosage.  Asymptomatic  gallstones  in  trans- 
plant patients  might  well  be  treated  with  ursodiol, 
therefore,  in  an  attempt  at  medical  dissolution  before 
resorting  to  surgery. 
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All  7 patients  underwent  an  uneventful  cholecys- 
tectomy and  were  discharged  from  the  hospital  4 to 
7 days  after  the  procedure  without  any  complica- 
tions. 

Cytomegalovirus  (CMV)  Disease.  In  the  initial 
immunosuppressive  regimen  followed  at  our  center 
to  June  1989,  CMV  disease  was  common  and  proved 
a difficult  management  problem.'"^  Twenty-three  of 
the  first  80  heart  transplant  patients  (29%)  developed 
symptomatic  CMV  infection.  The  organs  involved  in- 
cluded the  stomach,  colon,  lung,  and  retina  (Table  2). 
In  some  cases  more  than  one  organ  was  involved.  In 
every  case  the  diagnosis  was  confirmed  by  positive 
culture,  histopathology,  or  antibody  immunofluores- 
cence on  biopsy. 

Our  first  transplant  patient  in  1985  had  rapidly 
disseminated  CMV  disease  throughout  her  body, 
causing  her  death  after  6 weeks;  the  fact  that  she  had 
previously  undergone  extensive  total  lymphoid  ir- 
radiation for  Hodgkin’s  disease  may  have  been  a fac- 
tor in  her  poor  immune  response.  In  this  patient’s 
case,  ganciclovir  therapy  was  not  available  to  us.  In 
all  other  cases,  with  one  possible  exception,  ganciclovir 
therapy  proved  successful  in  resolving  the  infection.^ 
No  changes  were  made  in  the  immunosuppressive 
protocol  in  any  of  these  cases. 

CMV  gastritis  and  colitis  frequently  presented  in 
very  subtle  fashions  with  vague  abdominal  pain, 
bloating,  gaseous  distention,  dyspepsia,  loss  of  appe- 
tite, and  sometimes  loose  stools  and  cramps. 

Unless  one’s  index  of  suspicion  for  CMV  had  been 
high,  the  cause  of  these  symptoms  would  not  have 
been  identified. 

Six  patients  had  CMV  gastritis.  The  disease  pre- 
sented one  to  21  weeks  after  transplantation  with  a 
mean  onset  at  7 weeks.  In  only  one  of  these  patients 
were  typical  viral-like  aphthoid  lesions  present.  The 


Table  2.  Gastrointestinal  Cytomegalovirus  Disease 

Single  Organ  Manifestation 

Stomach 

2 

Colon 

6 

Lung 

9 

Retina 

1 

Multiple  Organ  Manifestation 

Stomach  and  Colon 

1 

Stomach  and  Lung 

3 

Disseminated 

1 

Total  23 

endoscopic  findings  were  usually  of  a non-specific 
antral  gastritis  and  varied  little  from  gastritis  from 
other  causes. 

All  6 patients  received  a course  of  ganciclovir 
intravenously  until  their  symptoms  had  subsided 
and  follow-up  endoscopy  demonstrated  both  healing 
of  the  gastritis  and  negative  culture  on  biopsy. 
Therapy  was  necessary  for  periods  of  from  2 to  8 
weeks  (mean  3.5  weeks).  Only  one  patient  has  to  date 
developed  a recurrence,  which  was  treated  success- 
fully by  a further  26  week  course  of  therapy. 

These  varied  endoscopic  findings  were  mirrored 
in  the  colon.  The  usual  indication  for  colonoscopy  was 
the  presence  of  diarrhea,  sometimes  accompanied  by 
fever,  which  developed  1 to  10  months  after  transplan- 
tation (mean  3.5  months).  Five  of  the  7 cases  had  the 
appearances  of  a mild  non-specific  colitis  on  endo- 
scopy, but  all  were  positive  for  CMV  by  direct  im- 
munofluorescent  staining  or  culture.  In  one  patient, 
colonoscopy  revealed  the  punctate  aphthoid  lesions 
that  have  been  described  in  the  literature.  Balancing 
this  typical  finding  was  another  colon  which  was  en- 
doscopically  and  histologically  normal;  the  biopsy, 
however,  showed  direct  immunofluorescence  to  CMV 
virus  and  was  culture  and  IgM  antibody  positive. 

Ganciclovir  therapy  was  required  for  periods  of  2 
to  6 weeks  (mean  3.5  weeks)  before  absence  of 
symptoms,  negative  endoscopy,  and  negative  biopsy 
conclusively  demonstrated  absence  of  the  disease.  To 
date,  there  has  been  no  recurrence  in  any  patient. 

Because  CMV  disease  was  so  prominent  in  our  pa- 
tients, we  reviewed  our  immunosuppressive  protocol 
and  made  changes  to  it  aimed  at  reducing  this  mor- 
bidity.^ In  particular,  induction  ALG  was  no  longer 
used  to  suppress  the  T lymphocytes.  In  addition,  we 
instigated  a 3-month  prophylactic  course  of  acyclovir 
and  administered  an  immunoglobulin  to  the  patient 
on  days  7 and  35  after  the  transplant.  Since  initiating 
these  changes,  none  of  the  30  consecutive  patients 
has  developed  symptomatic  CMV  infection  requiring 
therapy. 

Acute  Peritonitis.  This  was  probably  the  most 
dramatic  GI  condition  seen.  Six  patients  presented 
with  findings  suggesting  an  acute  abdomen  (sudden 
acute  abdominal  pain  and  peritoneal  signs,  in  par- 
ticular, rebound  tenderness);  all  were  febrile. 

Because  of  a strong  suspicion  of  diverticular  dis- 
ease (as  the  preoperative  evaluation  had  shown  mul- 
tiple diverticula),  one  patient  was  managed  medi- 
cally and  responded  to  intravenous  antibiotics.  One 
patient  had  acute  appendicitis  and  underwent  appen- 
dectomy. 
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The  remaining  4 patients,  because  of  the  acute 
nature  of  their  illnesses  (and  in  2 because  there  was 
free  abdominal  air  on  radiography),  were  subjected  to 
exploratory  laparotomy.  One  was  found  to  have  un- 
dergone spontaneous  perforation  of  the  ileum.  De- 
spite diligent  culture  and  histologic  examination  of 
ileal  tissue,  no  organism  or  cause  could  be  identified. 
The  second  was  a surgical  complication  in  a heart- 
lung  transplant  patient  following  mobilization  of 
omentum  (to  be  wrapped  around  the  tracheal  anas- 
tomosis to  facilitate  tracheal  healing);  inadvertent 
perforation  of  the  small  bowel  resulted.  Both  made 
rapid  recoveries. 

In  the  final  2 patients,  no  cause  for  the  peritonitis 
could  be  detected  despite  intensive  investigation. 
Both  had  a thin  milky  fluid  present  in  the  peritoneal 
cavity,  which  proved  sterile  on  culture.  The  first  de- 
veloped massive  ascites  which  slowly  resolved  over 
several  weeks.  The  second  went  on  in  subsequent 
weeks  to  have  a stormy  course  and  died  with  multiple 
complications,  including  severe  idiopathic  hepatitis, 
CMV  pneumonitis,  and,  finally,  despite  H2  blockers, 
duodenal  ulcer  with  massive  hemorrhage  that  re- 
sulted in  a cerebral  vascular  insult. 

All  of  the  above  patients  were  receiving  our  orig- 
inal immunosuppressive  regimen,  which  included 
ALG.  Since  we  revised  this  therapy,  we  have  not  seen 
peritonitis  in  30  patients.  Whether  the  idiopathic 
peritonitis  seen  in  2 patients  was  in  any  way  related 
to  drug  therapy  or  undiagnosed  infection  remains  un- 
certain. 

Non-Hodgkins  Lymphoma  of  the  Stomach.  This 
patient,  a 51 -year-old  man,  presented  with  mild 
symptoms  of  upper  abdominal  dyspepsia.  He  had  un- 
dergone a very  mild  weight  loss.  Our  immediate  clin- 
ical impression  was  that  we  were  dealing  with 
another  case  of  CMV  gastritis.  Upper  endoscopy  was 
performed.  A raised  infiltrating  and  ulcerating  lesion 
of  the  fundus  of  the  stomach  was  clearly  visible;  biop- 
sies were  taken.  Histological  examination  revealed  a 
poorly  differentiated  non-Hodgkin’s  lymphoma. 
There  was  no  evidence  of  CMV  disease.  A com- 
puterized tomographic  (CT)  scan  of  the  abdomen 
showed  the  tumor  hanging  down  from  the  fundus  of 
the  stomach,  but  also  demonstrated  widespread  en- 
larged intra-abdominal  lymph  nodes. 

The  management  of  post-transplantation  lym- 
phoproliferative  disease  remains  controversial.  Some 
experts  recommend  simply  reducing  immunosup- 
pressive therapy  to  a minimum,  and  there  are  several 
reports  of  patients  undergoing  resolution  of  their 
tumors.'^  ^ In  our  own  patient,  a moderate  reduction 


in  therapy  for  three  weeks  led  to  no  significant 
change  in  the  endoscopic  or  CT  appearances.  Most 
importantly,  there  was  increasing  weight  loss, 
anorexia,  and  weakness.  Therefore,  we  elected  to 
place  the  patient  on  an  aggressive  chemotherapeutic 
regimen,  and  further  reduce  immunosuppressive 
therapy.  Within  two  weeks  the  patient’s  appetite  had 
improved  and  his  other  GI  symptoms  had  disap- 
peared. 

A follow-up  endoscopy,  3 weeks  after  initiating 
chemotherapy,  showed  complete  healing  of  the  gas- 
tric lesion,  with  residual  thickened  mucosal  folds. 
The  abdominal  CT  scan  was  already  dramatically  im- 
proved and,  within  6 weeks  of  starting  chemotherapy, 
was  entirely  normal.  Three  months  after  initiating 
chemotherapy,  endoscopy  showed  even  less  conflu- 


Jome  of  the  GI  complications 
were  clearly  related  to  the 
diminished  immune  defenses  of 
the  transplant  patients . . 
others . . . with  the 
immunosuppressive  therapy. 


ence  of  mucosal  folds  in  this  area.  After  one  year  of 
follow-up  this  man  remains  well  on  no  chemotherapy 
and  minimal  immunosuppressive  therapy;  he  has  not 
suffered  any  rejection  of  his  cardiac  graft. 

From  this  experience,  and  of  other  malignancies 
seen  in  transplant  patients,  it  is  our  opinion  that  pa- 
tients with  gastric  or  other  lymphomas  thought  to  be 
associated  with  immunosuppressive  therapy  should 
be  considered  for  chemotherapy  if  reduction  in  their 
immunosuppressive  drug  regimen  does  not  result  in 
rapid  and  persistent  remission. 

Hepatic  Complications.  Liver  dysfunction,  re- 
lated to  the  effects  of  both  pretransplant  passive 
hepatic  venous  congestion  and  to  immunosuppres- 
sive drug  therapy  (azathioprine  and/or  cyclosporine), 
was  common,  leading  to  transient  h5q)erbilirubinemia 
and,  on  occasions,  other  laboratory  features  of  im- 
paired hepatocellular  function.  Although  this  dys- 
function persisted  for  periods  of  a few  days  to  several 
weeks  in  some  patients,  in  few  cases  was  it  severe 
enough  to  cause  concern. 
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Active  hepatitis  developed  in  4 patients  and  was 
of  either  CMV  or  non-A/non-B  etiology.  Therapy  in- 
cluded gangiclovir  for  CMV,  and  a course  of  inter- 
feron on  one  occasion.  Three  of  these  patients  cur- 
rently remain  well  with  little  sign  of  hepatic  dysfunc- 
tion. In  the  fourth  patient,  chronic  hepatitis,  which 
he  had  initially  developed  pretransplant,  contributed 
to  his  demise  8 months  after  transplantation,  though 
he  also  had  other  problems  including  renal  failure 
and  pulmonary  aspergillosis. 

Two  patients  developed  severe  jaundice,  which, 
despite  intensive  investigation  (and  autopsy  in  one 
case),  defied  diagnosis.  Viral  hepatitis  was  suspected 
in  both  cases,  but  never  confirmed.  Liver  biopsies 
showed  only  non-specific  inflammatory  and  reactive 
hepatocellular  changes  in  both  cases. 

Jaundice  developed  two  months  post-transplant 
in  the  first  of  these  two  cases,  and  persisted  for  more 
than  a month,  at  which  time  the  patient  developed 
a CMV/pneumocystis  pneumonia  which  proved 
rapidly  fatal.  The  second  patient  had  persisting  jaun- 
dice from  the  fifth  week  post-transplant,  and  liver 
dysfunction  became  steadily  more  marked  over  the 
following  month  until  he  was  transferred  to  another 
center  for  consideration  for  liver  transplantation.  He 
then  developed  a duodenal  ulcer,  which  bled  pro- 
fusely, necessitating  emergency  surgery.  His  deterio- 
ration was  associated  with  the  development  of  sei- 
zures, and  eventually  a mid-brain  hemorrhage  that 
proved  fatal. 

Severe  hepatic  dysfunction  has,  therefore,  been 
associated  with  a fatal  outcome  in  3 of  our  patients, 
and  is  clearly  an  ominous  complication  in  the  im- 
munocompromised individual.  Our  inability  to  deter- 
mine a definite  cause  in  some  patients  has  been  a 
point  of  much  frustration,  and  has  placed  us  in  a pre- 
dicament regarding  possible  therapy  that  could  be  of- 
fered. 

Discussion 

In  summary,  patients  at  our  center  undergoing  car- 
diac transplantation  have  been  prone  to  develop  GI 
complications.  Some  of  the  GI  complications  (eg, 
CMV  disease,  lymphoma)  were  clearly  related  to  the 
diminished  immune  defenses  of  the  transplant  pa- 
tient, particularly  it  would  appear  when  immunosup- 
pression was  augmented  with  ALG.  Others  (eg,  dys- 
pepsia, hepatic  dysfuncton)  were  also  almost  cer- 
tainly associated  with  the  immunosuppressive  drug 
therapy. 

The  pretransplant  evaluation  of  any  patient 
being  considered  for  heart  transplantation  who  dem- 


onstrates any  symptoms  or  signs  suggestive  of  GI  dis- 
ease should  be  thorough.  Although  there  is  clearly  a 
risk  associated  with  upper  GI  endoscopy  in  patients 
with  heart  failure,"'®  in  experienced  hands  this  risk 
is  small  and  should  not  deter  this  form  of  investiga- 
tion except  in  extreme  cases. 

GI  complications  following  heart  transplantation 
have  been  reported  from  a number  of  centers^  “ and 
the  incidence  would  appear  to  be  high,  in  the  region 
of  15%  to  26%.  In  some  series,  there  have  been  a 
number  of  major  GI  complications,  many  requiring 
surgery,  and  associated  with  a significant  mortality. 
Even  at  centers  where  corticosteroids  are  discon- 
tinued early  after  transplantation  in  selected  pa- 
tients, there  remains  an  incidence  of  approximately 
15%.® 

An  increased  incidence  of  cholelithiasis  has  been 
reported  recently,”  and  cyclosporine  has  been  impli- 
cated as  a contributory  factor  due  possibly  to  local 
toxic  effects^^  or  because  it  alters  bile  composition” 
or  inhibits  bile  flow.’®  Some  degree  of  hepatotoxicity 
is  also  seen  in  50%  of  patients  receiving  cyclosporine- 
prednisone  therapy.  Azathioprine  also  has  been 
documented  as  a cause  of  acute  cholestatic  hepato- 
pathy.” 

Cytomegalovirus  GI  disease  has  been  a problem 
at  several  heart  transplant  centers’®  ’®  and  has  been 
the  cause  of  both  multiple  colon  perforations  and 
upper  GI  ulceration  which  can  be  fatal. 

In  our  own  series,  surprisingly,  we  did  not  see  pan- 
creatitis, which  is  a fairly  common  complication  as- 
sociated with  immunosuppressive  therapy.^ 

Modifications  in  the  immunosuppressive  drug 
regimen  coupled  with  prophylaxis  against  acid  peptic 
disease  and  CMV  infection  have  already  resulted  in 
a marked  reduction  in  the  incidence  of  the  GI  compli- 
cations seen  at  our  center.  Nevertheless,  GI  complica- 
tions still  occur  and  the  gastroenterologist  may 
expect  to  continue  to  play  an  important  role  in  the 
pretransplant  evaluation  and  postoperative  manage- 
ment of  cardiac  transplant  patients.  It  is  therefore 
important  that  gastroenterologists  understand  the 
potential  GI  complications  that  transplant  patients 
may  develop.  (J) 
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Comparison  of  Antimicrobial  Susceptibilities 
Among  Hospitalized  and  Nursing  Home  Patients 
from  Oklahoma 

D.J.  Flournoy,  PhD;  Steve  Johnson,  MT  (ASCP);  David  Welch,  PhD 


Antimicrobial  susceptibility  results  were  compared  for 
13,090  isolates  recovered  from  patients  of  Oklahoma 
hospitals  and  nursing  homes.  The  most  striking  results 
confirm  earlier  suspicions  that  nursing  home  patients 
represent  the  largest  pool  of  methicillin-resistant 
(>60%)  Staphylococcus  aureus. 

Antibacterial  susceptibility  results  are  known  to 
vary:  among  patients  from  different  hospitals/ 
among  different  strains  of  coagulase-negative 
staphylococci/  between  pathogenic  and  contaminant 
coagulase-negative  staphylococci/  between  Haemo- 
philis  influenzae  isolates  from  lower  respiratory  tract 
versus  other  body  sites/  between  Pseudomonas 
aeruginosa  and  Serratia  marcescens  isolates  follow- 
ing a change  in  hospital  antimicrobial  usage/  among 
organisms  over  a long  period  of  time/  among  hospital 
isolates  from  different  countries/  and  among  isolates 
from  different  body  sites/  However,  there  are  no  cur- 
1 rent  data  available  comparing  susceptibility  results 
I among  Oklahomans  of  different  ages.  This  informa- 
■ tion  would  be  useful,  since  there  is  speculation  that 
antimicrobial-resistant  organisms  (like  methicillin- 
resistant  Staphylococcus  aureus)  are  more  prevalent 
I in  nursing  homes  than  other  institutions.  Therefore, 
the  purpose  of  this  study  was  to  compare  antimicro- 
bial susceptibility  results  of  isolates  from  patients  of 
I different  ages  throughout  Oklahoma, 
i 

I 

Direct  correspondence  to  D.J.  Flournoy,  PhD,  VAMC  (113),  921  NE  13th  Street, 
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Materials  and  Methods 

Antimicrobial  susceptibility  data  for  1990  were  col- 
lected from  Langsam  Health  Services  (LHS)  Labora- 
tories, Veterans  Administration  Medical  Center 
(VAMC),  Oklahoma  Memorial  Hospital  (OMH),  and 
Childrens  Hospital  of  Oklahoma  (CHO),  all  of  Okla- 
homa City.  LHS  is  a private  laboratory  servicing  139 
nursing  homes  throughout  Oklahoma;  VAMC  serves 
primarily  adult  males®;  OMH  serves  primarily  adult 
males  and  females;  and  CHO  serves  male  and  female 
children  (up  to  21  years  old)  throughout  Oklahoma. 
At  LHS,  antimicrobial  susceptibilities  are  deter- 
mined by  a Microscan  Walkaway  instrument  (Baxter 
Healthcare  Corp.,  MicroScan  Division,  West  Sacra- 
mento, CA);  VAMC  utilizes  disc  agar  diffusion;  and 
OMH/CHO  use  a Microscan  Autoscan  IV  for  isolates 
from  non-sterile  body  sites  and  an  in-house  prepared 
broth  microdilution  plate  for  determining  minimal 
inhibitory  concentrations  on  isolates  from  sterile 
body  sites. 

Results 

Table  1 notes  a comparison  of  antimicrobial  suscepti- 
bility results  among  the  four  institutions.  The  most 
striking  differences  are  noted  for  cephalothin  (lowest 
% susceptible  for  Escherichia  coli  at  VAMC),  cipro- 
floxacin (lowest  for  Enterobacter  aerogenes  at  LHS), 
piperacillin  (lowest  for  E aerogenes  at  CHO),  cepha- 
lothin (lowest  for  S aureus  at  LHS),  clindamycin  (low- 
est for  S aureus  at  LHS  followed  by  VAMC),  and  gen- 
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ANTIMICROBIAL  SUSCEPTIBILITIES 


Table  1.  Comparison  of  Antimicrobial  Susceptibilities  Among  Institutions 

Percent  Susceptible 

Bacteria  Institution 

Number 

AN 

AM 

CR 

CC 

CIP 

ER 

CM 

OX 

P 

PIP 

SXT 

TE 

VA 

Escherichia  coli 

LHS 

1059 

99 

68 

86 

98 

98 

74 

86 

77 

VAMC 

500 

99 

59 

49 

— 

100 

— 

98 

— 

— 

67 

83 

— 

— 

OMH 

1456 

100 

64 

90 

— 

99 

— 

99 

— 

— 

70 

92 

— 

— 

CHO 

652 

99 

64 

92 

— 

— 

— 

98 

— 

— 

67 

84 

— 

— 

Enterobacter  aerogenes 

LHS 

72 

100 

28 

14 

— 

56 

— 

92 

— 

— 

83 

85 

61 

— 

VAMC 

90 

98 

2 

9 

— 

99 

— 

99 

— 

— 

76 

97 

— 

— 

OMH 

71 

100 

13 

1 1 

— 

99 

— 

99 

— 

— 

89 

99 

— 

— 

CHO 

36 

99 

0 

0 

— 

— 

— 

92 

— 

— 

30 

80 

— 

— 

Enterobacter  cloacae 

LHS 

88 

99 

41 

5 

— 

93 

— 

97 

— 

— 

81 

75 

76 

— 

VAMC 

109 

98 

6 

3 

— 

97 

— 

95 

— 

— 

81 

89 

— 

— 

OMH 

125 

100 

22 

2 

— 

100 

— 

98 

— 

— 

89 

98 

— 

— 

CHO 

75 

99 

1 1 

6 

— 

— 

— 

100 

— 

— 

79 

91 

— 

— 

Enterococcus  faecalis 

LHS 

416 

— 

97 

— 

— 

46 

15 

— 

— 

97 

— 

— 

22 

98 

VAMC 

427 

— 

95 

— 

— 

— 

32 

— 

— 

— 

— 

— 

32 

99 

OMH 

328 

— 

98 

— 

— 

— 

33 

— 

— 

98 

— 

— 

— 

— 

CHO 

190 

— 

95 

— 

— 

— 

15 

— 

— 

97 

— 

— 

— 

— 

Klebsiella  pneumoniae 

LHS 

356 

100 

■ 21 

90 

— 

98 

— 

93 

— 

— 

84 

86 

77 

— 

VAMC 

292 

99 

2 

75 

— 

96 

— 

94 

— 

— 

74 

73 

— 

— 

OMH 

419 

99 

3 

91 

— 

98 

— 

97 

— 

— 

71 

95 

— 

— 

CHO 

241 

99 

3 

90 

— 

— 

— 

98 

— 

— 

65 

88 

— 

— 

Proteus  mirabilis 

LHS 

536 

98 

86 

87 

— 

97 

— 

94 

— 

— 

94 

93 

2 

— 

VAMC 

141 

97 

82 

85 

— 

100 

— 

94 

— 

— 

98 

87 

— 

— 

OMH 

192 

99 

96 

99 

— 

100 

— 

95 

— 

— 

95 

95 

— 

— 

CHO 

109 

100 

99 

99 

— 

95 

— 

— 

99 

85 

— 

— 

Pseudomonas  aeruginosa 

LHS 

619 

87 

— 

— 

— 

63 

— 

53 

— 

— 

94 

54 

3 

— 

VAMC 

430 

87 

— 

— 

— 

83 

— 

77 

— 

— 

83 

— 

— 

— 

OMH 

337 

97 

— 

— 

— 

91 

— 

— 

— 

— 

93 

— 

— 

— 

CHO 

653 

78 

— 

— 

— 

— 

— 

— 

— 

— 

88 

— 

— 

— 

Serratia  marcescens 

LHS 

58 

96 

33 

2 

— 

76 

— 

89 

— 

— 

98 

98 

38 

— 

VAMC 

82 

99 

0 

0 

— 

89 

— 

99 

— 

100 

84 

— 

— 

OMH 

39 

100 

0 

0 

— 

92 

— 

92 

— 

— 

90 

87 

— 

— 

CHO 

156 

99 

0 

0 

— 

— 

— 

98 

— 

— 

88 

94 

— 

— 

Stapnyiococcus  aureus 

LHS 

719 

— 

— 

36 

36 

36 

23 

60 

36 

4 

— 

85 

83 

99 

VAMC 

768 

— 

— 

CD 

CO 

* 

64 

29 

57 

68 

63 

6 

— 

72 

85 

99 

OMH 

701 

— 

— 

89 

87 

— 

— 

92 

89 

7 

— 

— 

— 

100 

CHO 

548 

— 

— 

90 

88 

— 

— 

95 

90 

4 

— 

— 

— 

100 

Abbreviations:  LHS  (Langsam  Health  Services),  VAMC  (Veterans  Administration  Medical  Center),  OMH  (Oklahoma  Memorial  Hospital),  CHO  (Childrens  Hospital  of  Oklahoma),  AN 
(amikacin),  AM  (ampicillin),  CR  (cephalothin/cefazolin),  CC  (clindamycin),  CIP  (ciprofloxacin),  ER  (erythromycin),  CM  (gentamicin),  OX  (oxacillin),  P (penicillin),  PIP  (piperacillin),  SXT 
(sulfamethoxazole-trimethoprim),  TE  (tetracycline),  VA  (Vancomycin) 

•cephalothin  was  only  reported  for  those  637o  of  S aureus  which  were  susceptible  to  oxacillin 

tamicin  and  oxacillin  (lowest  for  S aureus  at  LHS,  fol- 
lowed by  VAMC).  The  reason  for  the  high  percentage 
of  Enterobacter,  Klebsiella,  and  Serratia  isolates  sus- 
ceptible to  ampicillin,  from  LHS,  is  not  understood. 

Discussion 

This  study  compares  antimicrobial  susceptibility  re- 
sults of  common  clinical  isolates  from  diverse  patient 


populations  (ie,  children,  adults  of  various  ages, 
adult  males,  and  elderly).  This  is  the  first  report  of 
its  kind,  among  Oklahomans,  to  the  best  of  our 
knowledge.  In  a 1979  paper,  we  compared  suscep- 
tibilities among  isolates  from  VAMC,  CHO,  and 
OMH  and  found  several  differences,  none  of  which 
were  seen  in  this  study.*  This  change  suggests  that 
at  least  some  antimicrobial  differences  are  transient 
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in  nature.  In  addition,  elderly  patients  were  not 
adequately  represented  in  the  1979  report.  Although 
VAMC  patients  were  primarily  adult  males  with  a 
mean  age  of  57  years,  patients  range  in  age  from  19 
to  98  years  as  of  1985-86.” 

The  addition  of  nursing  home  patients  to  this 
study  expands  our  knowledge  of  antimicrobial  sus- 
ceptibilities in  the  elderly,  especially  for  organisms 
like  methicillin-resistant  S aureus  (MRSA).  Since 
there  was  a greater  proportion  of  S aureus  (ie,  MRSA) 
resistant  to  oxacillin  in  the  LHS  and  VAMC  groups, 
our  data  suggest  that  elderly  individuals  are  more 
likely  to  become  colonized  and  infected  with  MRSA 
(Table  1).  However,  it  is  possible  that  the  increased 
proportions  of  MRSA  are  associated  with  institu- 
tionalized, versus  aged,  individuals.  As  a point  of  in- 
terest, a previous  report  described  the  epidemiology 
of  MRSA  at  the  VAMC  from  1986-7.“  Since  then,  the 
Oklahoma  State  Department  of  Health,  General 
Communicable  Diseases  Division,  has  issued  a policy 
statement  addressing  MRSA,  entitled  “Guidelines 
for  the  Control  of  Methicillin-Resistant  Staphylococ- 
cus aureus  in  Acute  and  Extended  Care  Facilities.” 
Interested  individuals  can  contact  Dr  Scott  McNabb 
at  (405)  271-4060  for  copies  of  the  document  or  infor- 
mation on  MRSA. 

In  summary,  we  have  documented  antimicrobial 
susceptibility  results  among  several  institutions  and 
found  some  notable  differences.  MRSA  are  more  com- 
mon in  nursing  home  and  VAMC  patients  than  in  pa- 
tients from  OMH  or  CHO.  (J) 
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HIV  Seroprevalence  in 
Oklahoma  Childbearing  Women 


Maribeth  Covin,  MA;  Robin  Botchlet,  MPH;  Tim  Graves,  BS;  John  Harkess,  MD;  Jerry  Kudlac,  MS 


From  October  1989  through  September  1990,  we  con- 
ducted an  unlinked  seroprevalence  survey  in  Oklahoma 
to  determine  the  prevalence  of  human  immunodefi- 
ciency virus,  type  1 (HIV)  in  women  at  the  time  of 
childbirth.  Blood  specimens  obtained  from  41,809  new- 
borns in  conjunction  with  the  state's  newborn  metabolic 
screening  program  were  tested  for  HIV  after  personal 
identifiers  were  removed.  The  overall  HIV  seropreva- 
lence rate  was  0.02%  (10/41,809).  Rates  were  highest  for 
mothers  aged  30  to  39  years  (0.06%,  3/5,158).  No  differ- 
ence was  found  between  the  HIV  seroprevalence  rates 
for  women  residing  in  standard  metropolitan  areas 
(MSAs)  of  the  state  (0.03%,  6/21,105)  and  women  resid- 
ing in  non-metropolitan  areas  (0.03%,  3/11,904).  When 
compared  to  other  states  where  surveys  have  been 
done,  Oklahoma's  rate  of  HIV  infection  in  childbearing 
women  was  low. 

The  number  of  reported  AIDS  cases  provides  only 
one  indicator  of  the  much  larger  epidemic  of 
human  immunodeficiency  virus,  type  1 (HIV).  Since 
the  diagnosis  of  AIDS  follows  HIV  infection  by  an 
average  of  8 to  10  years,*  AIDS  case  surveillance  may 
not  accurately  reflect  current  patterns  of  HIV  trans- 
mission in  the  population.  Additional  methods  of 
monitoring  the  HIV  epidemic  are  needed  to  assist  in 
planning  prevention  programs  and  determining  fu- 
ture health  care  needs. 

In  1987,  the  Centers  for  Disease  Control  (CDC) 


Direct  correspondence  to  Maribeth  Govin,  MA.  Seroprevalence  Coordinator,  AIDS 
Division,  Oklahoma  State  Department  of  Health,  1000  NE  10th  Street,  Oklahoma  City, 
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began  implementing  a national  sentinel  surveillance 
system,  called  the  family  of  HIV  seroprevalence  sur- 
veys, in  collaboration  with  state  and  local  health  de- 
partments, other  federal  agencies,  blood  collection 
agencies,  and  medical  research  institutions.^  These 
surveys,  conducted  annually  in  selected  sites 
throughout  the  country,  provide  standardized  infor- 
mation on  the  local  level  regarding  the  pattern  and 
trends  of  HIV  infection  in  certain  settings. 

As  part  of  this  effort,  statewide  HIV  seropreva- 
lence surveys  among  childbearing  women  are  being 
conducted  in  44  states,  the  District  of  Columbia  and 
Puerto  Rico.^  These  surveys  utilized  dried  blood  speci- 
mens collected  on  filter  paper  from  newborns  in  con- 
junction with  the  state’s  newborn  metabolic  screen- 
ing program.  Since  maternal  IgG  antibodies  cross  the 
placenta,  HIV  antibody  testing  of  newborns  reflects 
the  HIV  serologic  status  of  the  mother  and  does  not 
necessarily  indicate  infection  of  the  child.  We  present 
here  the  results  of  the  first  year’s  data  for  the  HIV 
seroprevalence  survey  of  childbearing  women 
(SCBW)  in  Oklahoma. 

Methods 

Blood  specimens  from  newborns  were  taken  by 
heelstick  and  absorbed  onto  filter  paper  prior  to  the 
discharge  of  the  infant  from  the  hospital  of  birth. 
Specimens  were  submitted  to  the  Oklahoma  State 
Department  of  Health  (OSDH)  newborn  metabolic 
screening  program  where  demographic  information 
was  entered  into  a computer  database  and  routine 
metabolic  screening  tests  were  performed.  After  com- 
pletion of  the  metabolic  tests,  each  remaining  speci- 
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men  was  tested  for  HIV  antibody  in  a separate  labor- 
atory. Specimens  submitted  for  repeat  testing  were 
excluded  from  tbe  seroprevalence  survey;  and  in  tbe 
case  of  multiple  birtbs,  only  one  specimen  was  in- 
cluded in  the  survey. 

Each  specimen  was  assigned  a survey  code 
number  and  demographic  data  was  downloaded  from 
the  newborn  metabolic  screening  program  database 
to  a separate  seroprevalence  survey  database.  Per- 
sonal identifiers  were  removed  from  the  specimens 
and  no  names  or  other  identifying  information  were 
retained  in  the  HIV  seroprevalence  survey  computer 
file;  thus  specimens  were  unlinked  from  all  personal 
identifiers  prior  to  HIV  testing.  Once  transferred,  the 
specimens  could  not  be  linked  back  to  the  original 
database,  nor  could  identifiers  be  retrieved.  The 
demographic  data  retained  for  each  specimen  in- 
cluded: month  and  year  of  birth,  mother’s  age, 
mother’s  county  and  state  of  residence,  and  the 
county  of  birth.  (The  mother’s  age  and  county  of  res- 
idence were  not  available  for  the  specimens  tested  be- 
tween October  and  December  1989.)  Prior  to  transfer- 
ring demographic  data  to  the  seroprevalence  survey 
database,  ages  were  grouped  into  five-year  categories, 
and  counties  were  aggregated  into  groups.  For 
analyses  of  metropolitan  and  non-metropolitan 
areas,  Sequoyah  County,  which  is  part  of  the  Fort 
Smith,  Arkansas,  Metropolitan  Statistical  Area 
(MSA),  was  aggregated  with  two  other  counties  and 
therefore  could  not  be  examined  separately.  For  this 
reason,  Sequoyah  County  was  classified  as  a non- 
MSA  county. 

Since  the  SCBW  in  Oklahoma  used  residual  blood 
specimens  collected  for  other  routine  purposes  and 
the  identities  of  individuals  tested  could  not  be 
linked  to  HIV  test  results,  the  survey  met  the  defini- 
tion of  an  unlinked  study.  Requirements  for  informed 
consent,  which  is  nececssary  for  individualized  HIV 
counseling  and  testing,  were  not  applicable. 

Specimens  were  tested  for  antibodies  to  HIV 
using  FDA-approved  methods  for  the  enzyme  im- 
munoassay (EIA).  Specimens  which  were  repeatedly 
reactive  on  EIA  testing  were  tested  by  Western  blot 
assay.  Western  blots  were  interpreted  using  the 
criteria  established  by  the  CDC  and  the  Association 
of  State  and  Territorial  Public  Health  Laboratory  Di- 
rectors (ASTPHLD).^ 

Results 

During  the  twelve-month  period  from  October  1989 
through  September  1990,  specimens  from  42,208 
newborns  were  processed  by  the  HIV  antibody  test- 


ing program.  This  represented  89%  of  Oklahoma’s  an- 
nual live  births,  based  on  1989  natality  statistics. 
One  percent  (399)  could  not  be  tested  for  HIV  anti- 
bodies because  an  insufficient  quantity  of  blood  re- 
mained after  the  metabolic  screen  tests  were  per- 
formed. Of  the  41,809  specimens  which  were  tested, 
10  (2.4  per  10,000  or  0.02%)  were  HIV  seropositive. 
Six  of  the  ten  seropositive  specimens  were  from 
women  residing  in  Metropolitan  Statistical  Areas 
(MSAs)  of  the  state.  The  seroprevalence  rate  for 
women  of  these  metropolitan  areas  was  0.03%  (6/ 
21,105),  which  did  not  differ  from  the  rate  of  0.03% 
(3/11,904)  observed  for  women  residing  in  non-met- 
ropolitan areas  of  the  state.  A breakdown  of  HIV 
seroprevalence  rates  by  MSA  for  the  state  is  provided 
in  Table  1.  The  geographic  distribution  of  HIV 
seropositives  among  childbearing  women  in  Okla- 
homa, by  county  aggregates,  is  shown  in  the  Figure. 

HIV  seroprevalence  rates  by  age  are  shown  in 
Table  2.  The  rates  were  highest  for  the  30-to-39-year 
age  group  (0.06%).  No  seropositives  were  found 
among  childbearing  women  over  40  years  of  age.  The 
race  of  the  mothers  was  not  collected  by  the  newborn 
metabolic  screening  program  during  the  survey 
period. 

Discussion 

On  a national  level,  women  bearing  children  are  in- 
creasingly at  risk  for  acquiring  HIV  infection.® 
Women  are  likely  to  become  infected  with  HIV  through 
intravenous  drug  use  or  through  heterosexual  con- 
tact, particularly  as  sex  partners  of  HIV-infected 
intravenous  drug  users  (IVDUs)  or  bisexual  men.®  Of 
the  45  female  cases  of  AIDS  reported  in  Oklahoma 
as  of  October  24,  1990,  60%  of  these  were  women  of 


Table  1.  HIV  Seroprevalence  Rates  for  Oklahoma 
Childbearing  Women  by  Metropolitan  Statistical  Area  (MSA) 
or  County  of  Residence 


County  Group 

No. 

Tested 

No.  HIV 
Antibody 
Positive 

Rate  Per 
10,000 
Population 

Okla)ioma  City  MSA 

10,078 

4 

4.0 

Tulsa  MSA 

8,812 

2 

2.0 

Enid  MSA 

1,600 

0 

— 

Lawton  MSA 

615 

0 

— 

Other  Oklahoma 
counties  combined 

1 1 ,904 

3 

3.0 

Unknown 

8,800 

1 

1.0 

Total 

41,809 

10 

2.0 
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Table  2.  HIV  Seroprevalence  Rates  for  Oklahoma 
Childbearing  Women  by  Ten-Year-Age  Group  of  Mother 


Age  of  Mother 

No. 

Tested 

No.  HIV 
Antibody 
Positive 

Rate  Per 
10,000 
Population 

<20 

5,421 

1 

2.0 

20-29 

14,944 

4 

3.0 

30-39 

5,158 

3 

6.0 

>40 

179 

0 

— 

Unknown 

16,107 

2 

1.0 

Table  3.  HIV  Seroprevalence  Rates  for  Childbearing  Women 
by  State,  1988  through  1989* 


State 

HIV 

Prevalence 
Per  10,000 
Population 

State 

HIV 

Prevalence 
Per  10,000 
Population 

New  York 

66.0 

Colorado 

4.0 

Florida 

49.0 

Kentucky 

4.0 

New  jersey 

49.0 

Maine 

4.0 

Massachusetts 

25.0 

Missouri 

4.0 

Louisiana 

12.0 

Arizona 

3.0 

Illinois 

9.0 

Wisconsin 

3.0 

Texas 

9.0 

New  Flampshire 

2.0 

California 

8.0 

New  Mexico 

2.0 

Michigan 

6.0 

Oklahoma 

2.0 

Arkansas 

5.0 

*CDC;  Unpublished  data,  November  1990 


childbearing  age  (15  to  44  years),  and  of  this  group 
71%  were  infected  through  heterosexual  contact  or 
intravenous  drug  use  (Unpublished  data,  Oklahoma 
State  Department  of  Health,  AIDS  Division,  October 
24,  1990). 

Between  October  1989  and  September  1990,  at 
least  ten  newborns  in  Oklahoma  were  bom  to  HIV 
seropositive  mothers;  thus,  one  in  4,000  childbearing 
women  in  the  state  was  infected  with  HIV.  When  com- 
pared to  HIV  seroprevalence  rates  for  women  deliver- 
ing infants  in  other  areas  of  the  United  States,  Okla- 
homa’s rate  of  HIV  infection  among  childbearing 
women  remains  among  the  lowest  of  all  states  for 
which  data  is  available  (Table  3). 

The  detection  of  HIV  antibody  in  the  blood  speci- 
mens of  ten  children  bom  to  women  residing  in  Okla- 
homa and  tested  during  this  period  does  not  indicate 
that  all  of  those  children  were  HIV-infected.  The  find- 
ings are  useful,  however,  in  estimating  the  number 
of  children  who  may  have  been  bom  HIV-infected.  Re- 
cent studies^  “ have  estimated  that  25%  to  34%  of 
children  bom  to  HIV-infected  mothers  are  HIV- 
infected  themselves.  If  30%  is  used  as  an  average 
perinatal  transmission  rate,  then  it  could  be  esti- 
mated that  approximately  three  of  the  ten  infants 
were  infected  with  HIV. 

The  rate  of  HIV  infection  among  childbearing 
women  in  Oklahoma  is  low,  relative  to  other  states 
where  surveys  have  been  done.  However,  women  of 
childbearing  age  in  Oklahoma  comprise  a potentially 
large  at-risk  population.  HIV  infection  was  the 
eighth  leading  cause  of  death  in  American  women  of 
childbearing  age  in  1987,  and,  if  mortality  trends  con- 
tinue, it  could  become  one  of  the  five  leading  causes 
of  death  by  1991.®  The  SCBW  documents  that  HIV  in- 
fection is  occurring  in  Oklahoma  women  aged  15  to 
44  years.  The  potential  for  heterosexual  and  IVDU- 
associated  transmission  among  women  as  well  as 
perinatal  transmission  to  children  highlights  the  im- 
portance of  prevention  efforts  that  target  women. 
Since  the  SCBW  is  population-based,  including  most 
of  the  childbearing  women  in  the  state,  results  are 
particularly  valuable  in  determining  trends  in  HIV 
infection  over  time.  Changes  in  rates  by  areas  can 
help  ascertain  the  progress  of  the  epidemic,  as  well 
as  provide  data  needed  in  the  development  of  preven- 
tive strategies.  (J) 
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To  be  ill,  or  to  undergo  an  operation,  is  to  be  initiated 
into  the  mystery  of  nursing,  and  to  learn  the  comforts  and 
discomforts  of  an  invalid’s  life;  the  unearthly  fragrance  of  tea 
at  daybreak,  the  disappointment  of  rice-pudding  when  you  thought 
it  was  going  to  be  orange-jelly,  and  the  behaviour  of  each  constituent  part 
of  the  bedclothes.  You  know,  henceforth,  how  many  hours  are  in  a 
sleepless  night;  and  what  unclean  fancies  will  not  let  us  alone  when 
we  are  ill;  and  how  illness  may  blunt  anxiety  and  fear,  so  that 
the  patient  is  dull,  but  not  unhappy  or  worried;  and  how  we  cling 
to  life,  not  from  terror  of  death,  nor  with  any  clear  desire  for 
the  remainder  of  life,  but  by  nature,  not  by  logic.  In  brief,  you  learn 
from  your  own  case  many  facts  which  are  not  in  text-books  and  lectures: 

and  your  patients,  in  the  years  to  come,  will  say  that  they  prefer 
you  to  the  other  doctor,  because  you  seem  to  understand  exactly  how  they  feel. 

I wish  you  therefore,  young  man,  early  in  your  career,  a serious  illness,  or  an 
operation,  or  both.  For  thus,  and  thus  alone,  may  you  complete  your  medical 
education,  and  crown  your  learning  with  the  pure  gold  of  experience. 

— Stephen  Paget 
Confessio  Medici 


I Okla  State  Med  Assoc,  Vol  84,  November  1991 


569 


Scientific 


Endometrioid  Carcinoma  Arising  in  Endometriosis 
After  21  Years:  A Case  Report 

Philip  |.  Maguire,  MD;  Jack  A.  Barney,  MD 


Endometriosis  is  an  odd  disease  that  is  at  times  devastat- 
ing in  the  destruction  of  surrounding  tissue.  Yet,  in  con- 
tradiction, other  cases  are  widespread,  longstanding, 
benign,  and  totally  asymptomatic.  It  has  been  reported 
throughout  the  body.’ 

The  following  is  a presentation  of  a patient  with 
endometrioid  cancer  arising  in  endometriosis  21 
years  after  a total  abdominal  hysterectomy  and  bilat- 
eral salpingo-oophorectomy  for  extensive  endometri- 
osis. During  the  intervening  21  years  the  patient  has 
taken  various  forms  of  estrogen  replacement  therapy 
continuously. 

The  patient  is  a 50-year-old  white  female,  para  3, 
gravida  3,  who  for  the  preceding  year  had  been  trou- 
bled with  lower  abdominal  pain.  The  pain  was  ini- 
tially intermittant  but  in  the  past  few  months  had  be- 
come unremitting  and  severe  and  had  centered  in  the 
pelvic  area.  The  pain  was  not  associated  with  bowel 
functions  or  dietary  intake.  Nor  was  it  affected  by 
bladder  activity.  Coitus  was  painful.  The  patient  was 
seen  by  several  physicians  without  obtaining  a diag- 
nosis or  relief  from  the  pain.  Colonoscopy  and  barium 
enema  were  negative.  A few  weeks  prior  to  admis- 
sion, a mass  was  detected  in  the  lower  left  pelvic  re- 
gion. A CT  scan  indicated  the  presence  of  a 4 cm 
dense  mass,  entirely  solid  and  located  deep  in  the  pel- 
vis very  near  the  sigmoid  colon. 

Laparotomy  revealed  a hard  mass  4 cm  to  5 cm  in 
diameter,  rigidly  adherent  to  the  bladder  and  sig- 
moid colon,  and  having  the  appearance  of  cancer.  A 

Direct  correspondence  to  Philip  J.  Maguire,  MD,  3435  NW  56th  Street,  Oklahoma  City, 
OK  73112. 


complete  search  of  the  abdomen  revealed  no  other  evi- 
dence of  tumor  growth.  The  liver  was  normal  and 
there  was  no  lymphadenopathy.  No  implants  sugges- 
tive of  endometriosis  were  detected. 

The  pathology  report  classified  the  tumor  as  “low 
grade  endometrioid  carcinoma  arising  in  pre-exist- 
ing endometriosis.”  The  lesion  was  described  as  a 
subserosal  mass  characteristic  of  endometrial  tissue 
coexistant  with  adenocarcinoma.  There  were  archi- 
tectural features  of  an  endometrial  type  cancer.  And 
juxtaposition  of  endometrioid  adenocarcinoma  and 
endometriosis  was  noted. 

Discussion 

Any  discussion  of  endometriosis  must  refer  to  the 
original  description  by  Sampson  in  1925.^  His  report 
essentially  predicts  all  the  possibilities  of  endome- 
triosis including  malignant  transformation.  Samp- 
son’s theory  that  endometriosis  arises  from  retro- 
grade menstruation  is  generally  accepted. 

A very  thorough  study  by  Heaps  et  al  in  1990  re- 
views 10  new  cases  of  endometrioid  cancer  arising  in 
endometriosis  and  discusses  the  195  previously  re- 
ported cases. ^ Endometriosis  has  the  ability  to 
develop  into  all  the  types  of  cancer  associated  with 
the  endometrium.  Mostoufizadeh  and  Scully  describe 
multiple  types  of  carcinomas  and  even  stromal  sar- 
comas arising  in  endometriosis.'*  The  rectosigmoid  lo- 
cation is  secondary  in  incidence  to  ovarian.^  Because 
of  this  dangerous  potentiality  it  is  imperative  to 
closely  examine  all  endometriosis  specimens  for  oc- 
cult carcinoma. 

Practically  all  forms  of  treatment  have  been  used 
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for  endometrioid  cancer.  Though  some  cases  are  inop- 
erable when  found,  surgical  removal  of  all  tumor  is 
foremost  when  possible.  In  the  above  cited  study  by 
Heaps  et  al,  the  overall  experience  with  many  differ- 
ent forms  of  treatment  is  discussed.  Various  regimens 
with  chemotherapy  have  had  limited  success.  Over- 
all, patients  treated  with  medroxyprogesterone  or 
megestreol  acetate,  or  radiation  in  combination  with 
either  of  these  have  had  the  best  survival. 

Estrogen  replacement  therapy  has  been  impli- 
cated in  this  disease.  A significant  number  of  these 
patients  have  taken  estrogen  for  long  periods  of  time. 
The  ability  of  estrogen  to  stimulate  endometrial  tis- 
sue is  well  known.  Indeed,  estrogen  has  been  as- 
sociated with  hyperplasia  and  cancer  of  the  endome- 
trium. Because  of  that  association  there  is  some 
thought  that  patients  operated  on  for  endometriosis 
be  placed  on  progesterone  along  with  estrogen  for  the 


first  year.  Where  there  is  extensive  residual  disease, 
danocrine  therapy  has  been  suggested.  However,  con- 
sidering the  vast  number  of  patients  given  estrogen 
following  surgery  for  endometriosis,  the  incidence  of 
malignant  transformation  must  be  low.  (J) 
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Coming  next  month 

Scheduled  for  publication  in  the  December  Journal  are  papers  on 
treatment  outcomes  of  impaired  physicians  in  Oklahoma,  occupational  risk 
exposure  among  first  responders,  physician-delivered  smoking  intervention, 
and  an  obstetrical  practice  survey  report. 
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AMA  delegates  ask  for  dismantling 

OSMA-HMSS  is  monitoring  the  national  practitioner  data  bank 


Changes  occurring  in  the  National  Practitioner  Data 
Bank  (Data  Bank)  are  closely  monitored  by  the  Okla- 
homa State  Medical  Association  Hospital  Medical 
Staff  Section  (OSMA-HMSS)  along  with  the  Amer- 
ican Medical  Association  Hospital  Medical  Staff  Sec- 
tion ( AMA-HMSS)  and  the  AMA  House  of  Delegates. 

The  AMA  House  of  Delegates,  in  June  1991,  re- 
ferred a resolution  to  the  Board  of  Trustees  which 
asked  the  AMA  to  develop  a strategy  that  will  lead 
to  the  “timely  and  systematic  dismantling”  of  the 
Data  Bank  as  the  AMA’s  primary  goal.  This  action 
will  be  applauded  by  all  physicians.  However,  caution 
dictates  that  this  probably  won’t  happed  as  defined 
in  the  resolution.  Hopefully,  some  substantive  re- 
forms will  be  approved.  The  AMA  is  opposing  new 
legislative  efforts  to  expand  Data  Bank  reporting  or 
to  expand  entities  permitted  to  query  the  Data  Bank. 

Another  AMA  resolution  urges  HHS  to  retain  an 
independent  consultant  to  (1)  evaluate  the  effective- 
ness of  the  Data  Bank,  (2)  evaluate  the  confidential- 
ity and  security  of  the  reporting  process,  and  (3)  pro- 
vide these  findings  to  the  Data  Bank  Executive  Com- 
mittee and  the  General  Accounting  Office  (GAO).  It 

Ob/gyn  department 

National  Institutes  of  Health  gives 

The  National  Institutes  of  Health  (NIH)  has  given  its 
prestigious  Shannon  Award  to  a research  project 
sponsored  by  the  Department  of  Obstetrics  & Gyne- 
cology at  the  University  of  Oklahoma  Health  Sci- 
ences Center  (OUHSC)  in  Oklahoma  City. 

The  winner  of  the  $100,000,  two-year  award  is 
selected  by  the  NIH  director  after  a three-tiered  pro- 
cess which  reviews  studies  from  all  NIH  institutions. 
The  award  is  given  in  memory  of  Dr  James  Shannon, 
the  first  NIH  director. 

The  OU  Health  Sciences  Center  received  the 
award  for  a research  study  which  is  examining  the 
link  between  heart  disease  and  excess  levels  of  andro- 
gen (a  male  hormone)  in  women.  Dr  Robert  A.  Wild, 


is  of  note  that  the  GAO  has  consistently  been  critical 
of  the  Data  Bank  and  its  operations,  particularly  se- 
curity and  its  lack  of  prudent  management  practices. 
The  GAO  said  the  Data  Bank  was  still  not  ready  to 
be  opened  in  September  1990,  even  though  it  was 
originally  scheduled  to  be  operational  in  1987. 

Meanwhile,  the  Data  Bank  is  in  operation,  $2  mil- 
lion over  budget,  and  under  attack,  but  forging 
ahead.  Several  million  dollars  was  recently  trans- 
ferred to  the  Data  Bank  from  the  US  Public  Health 
Service  as  a shortfall  “transfusion.” 

Oklahoma  physicians  as  Hospital  Medical  Staff 
members  have  noted  the  marked  increase  in  user  fees 
for  the  mandated  queries  for  credentialing  at  their 
hospitals. 

At  the  same  hospitals,  and  at  other  peer  review 
physician  activities,  we  see  increasing  threats  of  liti- 
gation and  erosion  of  confidentiality. 

Your  OSMA-HMSS  welcomes  your  participation 
in  the  section  and  stands  ready  to  assist  with  any 
problems.  For  further  information  or  questions  call: 
Robert  Baker,  OSMA  associate  director,  or  William 
O.  Coleman,  MD,  chairman  of  OSMA-HMSS. 


Shannon  Award  to  OUHSC 

associate  professor  of  obstetrics  and  gynecology,  is  di- 
rector of  the  study. 

“We  have  received  a lot  of  quality  NIH  funding  on 
this  campus,  and  this  award  is  yet  another  signal 
that  we  are  conducting  research  that  is  in  keeping 
with  NIH  goals,”  Wild  said.  “Originally  our  study 
was  funded  by  OCAST  — the  Oklahoma  Center  for 
the  Advancement  of  Science  and  Technology.  Receiv- 
ing the  Shannon  Award  is  a key  example  of  how  in- 
itial funding  from  Oklahoma  has  been  translated 
into  substantial  national  support.  The  assistance  and 
encouragement  of  Dr  Edward  N.  Brandt,  Jr.,  the 
executive  dean  of  our  college  of  medicine,  also  has 
been  invaluable.”  (J) 
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From  the  OSDH 


Oklahoma  State  Department  of  Health 

OSDH  to  begin  eleven  teenage  pregnancy  prevention  projects 


It’s  no  secret  that  Oklahoma  has  a 
^ ^ ^ teenage  pregnancy  problem.  Every 

^ ^ 18  hours  a baby  is  born  to  an  Okla- 

■ P I homa  mother  who  is  not  old  enough 
to  legally  drive,  and  in  1989,  that 
translated  into  7,736  babies. 

Oklahoma  ranks  eighth  in  the  United  States  for 
birth  rates  among  teens  15  to  19  years  old.  Perhaps 
even  more  alarming,  20%  of  Oklahoma  teens  who 
gave  birth  in  1990  delivered  at  least  their  second 
child. 

In  response  to  this  growing  problem,  the  Okla- 
homa State  Legislature  has  appropriated  funds  for 
the  past  four  years  to  the  Oklahoma  State  Depart- 
ment of  Health  (OSDH)  to  be  distributed  in  commu- 
nity grants  to  reduce  and  prevent  adolescent  preg- 
nancy. 

For  fiscal  year  1992,  11  projects  ranging  from 
$16,500  to  $24,000  have  been  awarded.  Each  commu- 
nity project  works  a little  differently;  however,  there 
are  some  basics  to  each  approach  to  the  problem. 

Most  Teenage  Pregnancy  Prevention  projects  ad- 
dress the  problem  through  community  awareness 
and  education  about  the  factors  involved  in  teen 
pregnancy  and  its  consequences.  Life  skills  develop- 
ment offered  by  some  projects  build  self-esteem  and 
decision  making  skills.  Providing  positive  activities 
for  teens  as  alternatives  to  sexual  relations  is 
another  important  function  of  some  programs  be- 
cause it  allows  teens  to  participate  in  activities  with 
other  teens. 


Another  goal  of  the  program  is  to  teach  parents 
how  to  openly  and  comfortably  communicate  with 
their  teens  about  sexuality,  sexually  transmitted  dis- 
eases, and  other  problems  so  teens  will  get  accurate 
information;  this  likely  improves  the  relationship  be- 
tween parent  and  child.  In  hopes  of  discouraging  re- 
current pregnancies,  teen  mother  support  groups 
have  been  formed  in  some  programs. 

Grant  monies  this  year  will  be  distributed  to  the 
following  teen  pregnancy  prevention  projects: 
Ardmore  City  Schools/Chamber  of  Commerce;  Okla- 
homa Institute  for  Child  Advocacy/Teen  Pregnancy 
Coalition  of  Oklahoma  County;  Community  Health 
Centers,  Inc./Mary  Mahoney  Memorial  Health  Cen- 
ters; Kay  County  Project  Teen/Kay  County  Health 
Department  and  the  Edwin  Fair  Community  Mental 
Health  Center  Children’s  Services;  Juvenile  Ser- 
vices, Inc.,  Norman;  Bryan  County  Health  Depart- 
ment; McCurtain  County  Health  Department;  Le- 
Flore  County  Health  Department;  New  Horizons 
APRC,  Beckham  County;  The  Oaks  APRC,  McAles- 
ter;  and  the  Teen  Health  Outreach  Peer  Educatonal 
Project,  Northwest  Oklahoma  Area  Health  Educa- 
tion Center  of  Enid  Memorial  Hospital. 

These  projects  have  generated  new  energy  in 
educating  youth,  coordinating  community  and 
agency  services,  and  creating  new  awareness  for  citi- 
zens on  problems  of  teen  pregnancy.  For  more  infor- 
mation concerning  community  based  teen  pregnancy 
prevention  programs,  call  the  OSDH  Maternal  and 
Child  Health  Service  at  405/271-4476.  (J 


Deaths 


Frank  Leo  Bradley,  MD 
1903  - 1991 

OSMA  Life  Member  Frank  L.  Bradley,  MD,  died  Au- 
gust 31,  1991.  A retired  pulmonary  diseases  special- 
ist, Dr  Bradley  was  bom  in  Eldorado,  Okla,  and 
graduated  from  the  University  of  Oklahoma  School 
of  Medicine  in  1936.  He  served  on  active  duty  with 
the  US  Army  in  the  Middle  East  and  Italian  theaters 
during  World  War  II,  earning  two  campaign  Bronze 
Stars.  Dr  Bradley’s  medical  practice  was  based  in 
Talihina. 


Rugie  Reginald  Coates,  MD 
1910  - 1991 

Retired  Chickasha  ophthalmologist  Rugie  R.  Coates, 
MD,  died  September  15,  1991,  in  San  Antonio,  Tex. 
Dr  Coates  was  graduated  from  the  University  of 
Oklahoma  School  of  Medicine  in  1937  and,  after  serv- 
ing four  years  in  the  US  Army  Medical  Corps,  opened 
his  medical  practice  in  Chickasha.  He  lived  there 
until  his  retirement  in  1985.  Dr  Coates  was  a Life 
Member  of  the  OSMA. 

tj 
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Positioning  and  Mobility  Center 
to  consolidate  rehab  services 

A $61,679  grant  has  been  awarded  to  the  Department 
of  Physical  Therapy  at  the  University  of  Oklahoma 
Health  Sciences  Center  in  Oklahoma  City,  and  will 
be  used  to  create  a Positioning  & Mobility  Center  for 
Oklahoma’s  disabled. 

The  center  will  consolidate  services  now  available 
at  the  OU  Department  of  Physical  Therapy,  Chil- 
dren’s Hospital  of  Oklahoma,  and  the  O’Donoghue 
Rehabilitation  Institute,  into  one  expanded  program 
located  at  O’Donoghue,  which  is  on  the  OU  Health 
Sciences  Center  campus.  The  grant,  awarded  by  the 
Oklahoma  Planning  Council  for  Developmental  Dis- 
abilities, also  will  allow  the  center  to  conduct  out- 
reach workshops  around  the  state,  said  Dr  Irene 
McEwen,  associate  professor  of  physical  therapy. 

Assistive  technology  to  provide  positioning  and 
mobility  is  essential  for  many  disabled  children  and 
adults,  since  incorrect  positioning  in  a wheelchair  or 
other  device  can  lead  to  other  problems  for  the  indi- 
vidual, McEwen  said.  Correct  positioning  can  im- 
prove a person’s  motor  skills  and  functional  abilities, 
and  can  prevent  some  posture-related  deformities 
from  developing.  The  Positioning  & Mobility  Center 
will  offer  assessment,  equipment  recommendations, 
and  equipment  construction  and  adaptation  services, 
plus  on-site  training  for  parents,  therapists,  and 
other  care  providers. 

This  last  element  is  a vital  part  of  the  program. 
“In  addition  to  providing  services  directly  to  people 
who  need  positioning  and  mobility,  we  want  to  serve 
all  of  Oklahoma  as  a central  resource  for  state-of-the- 
art  information,  not  only  for  therapists  but  also  for 
the  general  public,”  McEwen  said.  “There  has  been 
such  an  explosion  of  information  in  the  field  that  it 
is  hard  for  working  professionals,  much  less  the  lay 
public,  to  be  aware  of  all  the  services,  techniques,  and 
equipment  available.” 

Workshops  around  the  state  are  planned  in  the 
next  several  months.  “We  are  very  interested  in  re- 
ceiving input  as  to  what  people’s  needs  are  in  various 
parts  of  the  state.  For  example,  are  they  more  in- 
terested in  learning  about  equipment  repair,  equip- 
ment adaptation,  or  just  what  is  available?”  McEwen 
said.  “There  are  many  different  levels  of  need. 

“We  also  want  to  coordinate  our  efforts  with  ser- 
vices already  in  place  across  the  state,”  she  added. 

For  more  information,  contact  center  coordinator 
Lorrie  Sylvester  or  McEwen  at  (405)  271-2131.  (J 


ITS  THE 

COMPANY  YOU  KEEP 


Be  in  the  company  of  professionals. 
CIGNA  Center  has  the  kind  of  neiglibors  you've 
been  looking  for.  Adjacent  to  medical  centers 
and  with  its  excellent  tenant  mix, 
you'll  be  in  great  company. 

Perfect  even  for  the  smaller  tenant  with  suites 
from  350-4,000  sf,  CIGNA  Center  offers  high 
visibility  in  a key  location  at  sOth  and  North 
May  Avenue.  Call  Debra  Hanks  at  943-6400 
for  more  information. 


WIGGIN 

PROPERTIES,  INC. 

•3801  !\.  Broadway,  Suite  .310 
Oklahoma  City,  OK  T.II  18  40,3/8-42-0 1 00 


I Okla  State  Med  Assoc,  Vol  84,  November  1991 


575 


Book  Shop 


In  Memoriam 


1990 

Doyle  L.  Patton,  MD 

August  12 

Edward  McLain  Thorp,  MD 

August  16 

Murlin  Knight  Braly,  MD 

August  18 

Claude  Elbert  Lively,  MD 

August  19 

Robert  Eldon  Dillman,  MD 

August  29 

Howard  Louis  Puckett,  MD 

September  1 

Raymond  Emison  Daily,  MD 

September  3 

Thomas  E.  Slimp,  MD 

September  4 

Bert  E.  Mulvey,  MD 

October  12 

Carson  Leroy  Oglesbee,  MD 

October  23 

George  Leroy  Goodman,  MD 

October  26 

Everette  Ellis  Cooke,  MD 

November  19 

Stephen  Seth  Fitter,  MD 

December  1 

Francis  Elmo  Smith,  MD 

December  20 

George  Richard  Russell,  MD 

December  24 

Gregg  Laurence  Williams,  MD 

December  29 

1991 

Milton  Louis  Berg,  MD 

January  7 

Clifford  Wesley  Moore,  MD 

January  7 

Frank  Eugene  Darrow,  MD 

January  8 

Forrest  William  Olson,  MD 

January  30 

Clarence  Pierce  Taylor,  Jr.,  MD 

March  3 

Linus  A.  Munding,  MD 

March  14 

Robert  Love  Loftin,  MD 

March  15 

William  Orville  Davis,  MD 

March  23 

Malcom  E.  Phelps,  MD 

March  26 

Henry  Edward  Barnes,  MD 

April  2 

Alfred  Burke  Hinkle,  MD 

April  2 

Hassell  Eugene  Groves,  MD 

April  3 

Joe  Marion  Parker,  MD 

April  3 

Henry  Clinton  Smith,  MD 

April  4 

George  Louis  Kaiser,  MD 

April  10 

Robert  Phillip  Messinger,  MD 

April  10 

John  Norman  Penrod,  MD 

April  19 

John  Florence,  MD 

April  20 

Clifford  Alton  Brown,  MD 

April  29 

James  Goree  Moore,  MD 

April  29 

Mark  Duane  Hopping,  MD 

May  1 

William  Alfred  Cunningham,  MD  May  13 

Gilbert  Wayne  Tracy,  MD 

May  13 

George  Clifford  Moore,  MD 

May  24 

Daisy  Gertrude  Gotten,  MD 

May  26 

Ronald  1.  Cramer,  MD 

June  16 

Edward  Tiffin  Cook,  Jr.,  MD 

June  18 

Arvin  Craig  Roberson,  MD 

July  15 

John  Berry  Gilbert,  MD 

August  6 

FVank  Leo  Bradley,  MD 

August  31 

Rugie  Reginald  Coates,  MD 

September  15 

Neonatal-Perinatal  Medicine:  Diseases  of  the 
Fetus  and  Infant.  Edited  by  Avroy  A.  Fanaroffand 
Richard  J.  Martin.  Edition  4.  St.  Louis:  C.V.  Mosby 
Co.,  1987,  pp  1,323,  illus,  $93.00. 

Fetal  and  neonatal  medicine  has  made  many  and 
important  advances  in  recent  years.  The  editors  have 
responded  with  a revision  of  this  excellent  textbook 
after  a period  of  only  four  years.  Fanaroff  and  Martin, 
director  and  co-director  of  the  neonatology  program 
at  Babies  and  Children’s  Hospital,  Case  Western  Re- 
serve University,  Cleveland,  have  drawn  upon  some 
of  the  leading  workers  in  the  field  of  perinatal 
medicine  to  collaborate  in  this  valuable  book. 

This  edition  is  arranged  in  a manner  similar  to 
that  of  the  last  one.  However,  several  new  topics  are 
contained  in  this  edition.  These  include  sections 
dealing  with  computer  applications  in  perinatal 
medicine,  anesthesia  for  premature  infants,  and 
bioethical  considerations.  Other  sections  have  been 
extensively  updated  and  expanded.  For  example,  the 
sections  dealing  with  nutrition  and  fluid,  electrolyte 
and  acid-base  homostasis,  and  central  and  nervous 
system  disturbances  each  have  been  substantially 
reorganized  and  enlarged. 

This  edition  contains  40  chapters  plus  three  ap- 
pendices (“Blood  Specimen  Collection  in  the  New- 
born,” “Therapeutic  Agents,”  and  “Tables  of  Normal 
Values”).  The  40  chapters  cover  effectively  and  logi- 
cally pertinent  obstetrical,  fetal,  and  neonatal  topics. 
The  several  chapters  which  use  an  organ-system  ap- 
proach provide  an  important  discussion  of  the  princi- 
ples of  embryology  and  physiology  that  form  the  basis 
for  understanding  specific  disease  entities.  The  sec- 
tion entitled  “Estimation  of  Fetal  Well  Being”  is 
unique  and  useful. 

An  important  strength  of  this  edition,  as  well  as 
previous  ones,  is  the  in-depth  discussion  of  basic 
science  and  pathophysiologic  concepts  that  relate  to 
each  organ  system  and  to  clinical  manifestation  of 
disease  of  that  system. 

This  is  an  excellent  text  which  clearly  achieves 
the  goals  set  by  the  editors.  It  is  recommended. 

— Harris  D.  Riley,  Jr.,  MD 
Oklahoma  City 
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THE  THINGS  THAT  MAKE  PLICO  HEALTH 


DIFFERENT 

ARE  THE  THINGS  THAT  MAKE  PLICO  HEALTH 

BETTER 


Why  PLICO  Health? 

It’s  Your 
Insurance 
Company 


PLICO  Health  is  your  insurance  company.  Premiums  reflect  actual 
costs  ....  The  cost  of  claims  plus  management.  You  select 
physicians  who  direct  your  company  and  the  PLICO  Health 
management  team  is  always  looking  for  way  to  improve  your 
coverage.  For  quality  there  is  no  other. 

To  find  out  more  about  the  advantages  of  PLICO  Health,  give  us  a 
call.  One  of  our  experienced  insurance  specialists  will  be  happy  to 
provide  you  with  details. 


€pfea) 

HEALTH 

The  Physicians  Liability  Insurance  Company 

PO.  Box  26727  • Oklahoma  City,  OK  73126  • 405/524-0801 
1 -800/522-9219 
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For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 

nizatiuiiiG 

has  the  right  answers 

■ Rapid  epigastric  pain  relief"* 

■ Fast  and  effective  ulcer  healing"’ 


PASSES  THE  ACID  TEST 

*Mo5t  patients  experience  pain  relief  with  the  first  dose. 

See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 


NZ-2943-B.I49347 


© 1991 , ELI  LILLY  AND  COMPANY 


AXID"  (nizatidine  capsules) 

Briel  Summary  Consult  (tie  package  insert  (or  complete  prescribing  intormation 
Indications  and  Usage:  1 4cr/i«(/(;oc/end/(//ce/’-toruplo8weeksot[rcatmeni  Most 
patients  heal  within  A weeks 

2 Maintenance  therapy  - (or  healed  duodenal  ulcer  patients  at  a reduced  dosage 
of  150  mg  h s.  The  consequences  o(  therapy  with  kxiii  tor  longer  than  1 year 
are  not  known 

Contraindications:  Known  hypersensitivity  to  the  drug.  Because  cross  sensitivity  in 
this  class  ot  compounds  has  been  observ^.  H^  receplor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  ot  hypersensitivity  to  other 
Hj  ieceptor  antagonists 

Precautions  General- \ Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  ot  gastric  malignancy 
2 Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  msufliciency 
3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction, 
the  disposition  ot  nizatidine  is  smilar  to  that  m normal  subjects 
Laboratory  resft-False-positive  tests  lor  urobilinogen  with  Multistix*  may  occur 
during  therapy 

Drug  Interactions-Uo  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide.  lorazepam.  Iidocame.  phenytoin.  and  warfarin  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system,  therelo'e,  drug  interactions  mediated  by 
inhibition  ot  hepatic  metabolism  are  not  expected  to  oaur  In  patients  given  very 
high  doses  (3,900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine,  150  mg  b.irJ.,  was  administered  concurrently. 

Caranogenesis.  Mutagenesis.  Impairment  ot  Fertility -k  2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic  effect  There  was  a 
dose-related  increase  in  the  density  of  enterochromaftin-like  (ECL)  cells  in  the  gastric 
oxyntic  mucosa  In  a 2-yeaf  study  m mice,  there  was  no  evidence  of  a carcinogenic 
effect  in  male  mice,  although  hyperplastic  nodules  of  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  ot  Axid 
(2,000  mg/kg/day.  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  for  the  strain 
of  mice  used  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The  occurrence  ot 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatoloxic  dose,  with  no  evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  ot  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  m a battery  ol  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  ONA  synthesis,  sister 
chromatid  exr^ange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test. 

In  a 2-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  ol  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  ol  impaired  lertility  or 
teratogenic  effect  but,  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement,  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  m t fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity  Nizatidine  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers -Studies  in  lactating  women  have  shown  that  0 1%  of  an  oral 
dose  IS  secreted  m human  milk  m proportion  to  plasma  concentrations  Because  of 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother 

Pediatric  (/se-Safety  and  effectiveness  m children  have  not  been  established 
Use  in  Elderly  Patients  - Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizatidine  Elderly  patients  may  have  reduced  renal  function 
Adverse  Reactions:  Clmical  tnals  of  varying  durations  included  almost  S.CXX)  patients 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  ol 
over  t,900  nizatidine  patients  and  over  1.300  on  placebo,  sweating  (1%  vs  0.2%). 
urticaria  (0.5%  vs  <0.01%),  and  somnolence  (2  4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine  It  was  not  possible  to  determine  whether  a variety  of 
less  common  events  were  due  to  the  drug 
Hepaffc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients  In  some  cases, 
there  was  marked  elevation  {>500  lU/L)  in  SCOT  or  SGPT  and,  in  a single  instance, 
SGPT  was  >2,000  lU/L  The  incidence  ot  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 times  the  upper  limit  ol  normal,  however,  did  not  significantly 
differ  from  that  m placebo  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  ol  Axid 
Cardiovascular -\r\  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects 

CA/S-Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocrine -C\\r\ica\  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogenic  activity  due  to  nizatidine  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo 
Gynecomastia  has  been  reported  rarely 

Hematologic-fa\ai  thrombocytopenia  was  reported  m a patient  treated  with 
nizatidine  and  another  H^-receptor  antagonist  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported 

Integumenlal -S'Nea[\nQ  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients  Rash  and  exfoliative  dermatitis  were 
also  reported. 

Hypersensitivity -(\s  with  other  H2-receplor  antagonists,  rare  cases  of  anaphylaxis 
following  nizatidine  administration  have  been  reported  Rare  episodes  of  hypersensitivify 
reactions  (eg.  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported 
Other -Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia.  fever,  and  nausea  related  to  nizatidine  have  been  reported 
Overdosage  Overdoses  of  Axid  have  been  reported  rarely  if  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy  Renal  dialysis  does  not  substantially  increase 
clearance  ot  nizatidine  due  to  its  large  volume  of  distribution 

PV  2091  AMP 
(091190] 
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Additional  information  available  to  the  profession  on  request 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


Classifieds 

Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word.  A 
word  is  one  or  more  characters  bounded  by  spaces  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total  Ads  will  not  be  accepted  on  the  telephone. 

All  ads  must  be  prepaid  Mail  ad  with  payment  to:  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


Enid,  OK.  Enid  State  School  for  the  IVIentally  Retarded  has 

a full-time  position  available  for  a Physician  II.  The  Physician 
will  provide  comprehensive  medical  services  to  clients  with  mental 
retardation,  physical  disabilities,  and  mental  illness.  Medical  de- 
gree and  full  licensure  required.  Experience  with  developmentally 
disabled  and/or  mentally  ill  is  preferred.  Salary  negotiable.  For 
more  information  contact:  ENID  STATE  SCHOOL,  2600  EAST 
WILLOW,  ENID,  OK  73701/8715,  405/237-1027  ext.  461. 


GENERAL  RADIOLOGIST  needed  for  5 bed  acute  care 

JCAHO  accredited  hospital.  Active  and  well  equipped  department 
with  14,000  plus  procedures  per  year,  includes  CT  scan,  sono- 
graphy, and  nuclear  medicine.  Solo-practice,  but  possibility,  if  de- 
sired, of  associating  with  large  radiology  group  in  nearby  city 
currently  providing  coverage.  Demonstrated  potential  for  out- 
standing income.  Recruitment  package  available.  All-America  city 
of  Sweetwater,  Texas.  Excellent  schools,  low  cost  of  living,  friendly 
environment  with  low  crime.  Contact  Tom  Kennedy,  Hospital  Ad- 
ministrator, (915)  235-1701. 


PHYSICIANS  NEEDED.  State  agency  that  processes  dis- 
ability claims  looking  for  internist,  family  practitioner,  psychiat- 
rist, cardiologist,  or  pediatrician  to  review  cases  in  Oklahoma  City 
office.  Must  have  Oklahoma  license  and  not  under  HCFA  sanction. 
Minimum  20  hours  per  week.  Contract  is  for  fee-for-service  pay- 
ment. Contact:  Dr.  Flegel  at  405/840-7770. 


PRIMARY  CARE  PHYSICIANS.  ANNASHAE  CORPORA- 
TION, a leader  in  Physician  Staffing,  is  seeking  qualified  physi- 
cians for  clinic  coverage  in  the  Oklahoma  City  area.  Nights  only. 
Licensure  Any  State.  BCLS,  ACLS  and  ATLS  Required.  Malprac- 
tice Covered.  Contact  in  Confidence:  ANNASHAE  CORPORA- 
TION, 230  Alpha  Park,  Cleveland,  Ohio  44143-2202;  1-800-245- 
2662.  EEC/M/F. 


PHYSICIAN-PHARMACOLOGIST.  PHYSICIAN-CLINI- 
CAL PHARMACOLOGY.  Applications  are  invited  from  graduates 
with  2-5  years  of  postgraduate  medical  experience  who  can  cur- 
rently meet  requirements  for  M.D.  medical  licensure  in  the  State 
of  Oklahoma.  The  applicant  will  receive  experience  in  studies 
encompassing  Phase  I-IV  outpatient  clinical  pharmacology  trials 
with  excellent  Monday-Friday  work  hours.  Advanced  training  in 
pharmacology  at  the  M S.,  M.D.,  or  Ph.D.  level  desired,  board 
eligible/certified  in  a medical  discipline  required.  Please  inquire 
to  Clinton  N.  Corder,  Ph.D.,  M.D.,  Head  of  Clinical  Pharmacology, 
Oklahoma  Medical  Research  Foundation,  825  N.E.  13th,  Okla- 
homa City,  Oklahoma  73104-9930,  phone  (405)  271-7805.  OMRF 
is  a private,  non-profit  research  foundation  and  an  equal  opportu- 
nity/affirmative  action  employer.  Women  and  minorities  are  en- 
couraged to  apply. 


WANTED:  Full  time  Emergency  Room  physician,  Stillwater, 
Okla.  Board  Eligible  or  certified  emer  med/family  medicine  with 
A.C.L.S.  & A.T.L.S.  45  hours  per  week.  Inquire:  Stillwater 
Emergency  Medicine,  Inc.,  2124  W.  Fifth,  Stillwater,  OK  74074, 
405-372-2920. 
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OSMA  Physician 
Recovery  Program 
(405)  360-4535 


Selling  or  Buying  a Practice? 


Practice  evaluation 
Practice  brokerage 


Roger  Harrison 

3750  West  Main,  Suite  AA,  Norman,  OK  73072 
Office  (405]  360-9238  Home  (405)  329-2423 


HELP  PATIENTS  AVOID  PRESCRIPTION  CONFUSION 
USE  IDENTI-MED^  RX  LABEL  SYSTEM 
AN  AID  TO  PATIENT  MANAGEMENT 

Rx  labels  you  can  see  and  feel!  Designed  for  the  "special  patient" 
(blindness,  illiteracy,  language,  age,  etc.)  or  the  patient  on  multiple 
Rx,  such  as  cardiac,  dialysis,  or  diabetes. 

Request  Identi-Med"  Rx  Lobels 
For  free  samples  ond  information  call: 

Identi-Med,  Inc.  1-800-752-9404  (24  hours) 
1-405-765-0669 


CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS 

J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Surgery  of  the  Hand  & Congenital  Deformities; 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  73116 
(405)  842-9732 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 


A group  of  laboratories 
affiliated  to  better  serve 
the  medical  profession. 


SOUTHERN  OKLAHOMA 
PATHOLOGY  ASSOCIATES,  INC. 

Ada,  Oklahoma 


MEDICAL  ARTS  LABORATORY 

Oklahoma  City,  Oklahoma 


FAIRVIEW  PATHOLOGY 
CONSULTANTS,  INC. 

Ponca  City,  Oklahoma 

PATHOLOGY  ASSOCIATES 
OF  LAWTON 

Lawton,  Oklahoma 


SOUTHEASTERN  MEDICAL 
LABORATORIES,  INC. 

McAlester,  Oklahoma 


MIDWEST  CITY 
PATHOLOGY,  INC. 

Midwest  City,  Oklahoma 


PATHOLOGY,  INC 

Stillwater,  Oklahoma 


Medical  Arts  Laboratory 
Associated  Regional 
and 

University  Pathologists,  Inc. 

For  Information  Call 
(405)  239-7111  or 
1 (800)  REF-LABl 
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The  Hand  Center 

For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


HOUSHANG  SERADGE,  MD,  FLCS 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)  631-4263 


SOUTHERN  PLAINS  MEDICAL  CENTER,  PC. 

^ ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 


SOUTHERN  PLAINS 

MEDICAL  CENTER  / Chickasha 

2222  Iowa  — 224-8111 

FAMILY  PRACTICE 
J W McDoniel,  M D 
J O.  Wood,  Jr,  M D 

INTERNAL  MEDICINE 
WS  Harrison,  M D 
D L,  Stehr,  M D 
Don  R Hess,  M D 
R L Jenkins,  M.D 
L V,  Deck,  M D 
R C Talley,  M D 

CARDIOLOGY 
Joe  T.  Bledsoe,  M D 

GASTROENTEROLOGY 
C,K,  Su,  M D, 

PEDIATRICS 
R E Herndon,  M D 
E.  Ron  Orr,  M D 
J E Freed.  M D 
Pilar  Escobar,  M D 
Donald  F Haslam,  M D 


OBSTETRICS  AND 

GYNECOLOGY 
Nancy  W Dever,  M D 
Alan  J Weedn,  M D 
David  Rumph,  M D 

NEUROLOGY  (Part-time) 
Andrew  Gin,  M D 

GENERAL  & 

VASCULAR  SURGERY 
Linda  M Johnson,  M D 
Virginia  L Harr,  M D 
Myra  Campbell,  PA 

THORACIC  & 

VASCULAR  SURGERY 
Paul  B Loh,  M D 

OPHTHALMOLOGY 
John  R Gearhart,  M D 

ANESTHESIOLOGY 
T Gowllkar,  M D 
Gideon  Lau,  M D 
M M Vaidya,  M D 

ACUTE  CARE  & 

OCCUPATIONAL  MEDICINE 
C R Gibson,  M D 
Edwin  Horne,  Jr , M D 


UROLOGY 
K T Varma,  M D 

ORTHOPEDIC  SURGERY 
J E Winslow,  M D 
Timer!  Murari,  M D 
Bill  OhI,  PA 

CLINICAL  PSYCHOLOGY 
J M Ross,  Ph  D 

RADIOLOGY 
T J Williams,  M D 

SPEECH  PATHOLOGY 
Colette  Ellis,  M Ed  , C.C.C 

DERMATOLOGY 
Linda  A Reinhardt,  M D 

ALLERGY 

R E Herndon,  M D 
WS  Harrison,  M D 

PHYSICAL  MEDICINE 

& REHABILITATION 
Kumudini  Vaidya,  M D 

NEUROSURGERY  (Part-time) 
R E Woosley,  M D 


PLASTIC  & RECONSTRUCTIVE 
SURGERY  (Part-time) 

E C.  Duus,  M D 

ONCOLOGY  (Part-time) 

R G Ganick,  M D 
L M Bowen.  M D 

SOUTHERN  PLAINS 
MEDICAL  CENTER  / Duncan 
2515  West  Elk  — 252-6080 

FAMILY  PRACTICE 
Christopher  M Herndon,  M D 
Jeff  Jones,  M D 


DERMATOLOGY  (Part-time) 
Mark  Roytman.  M D 


an 


SOUTHERN  PLAINS 
AMBULATORY  SURGERY  CENTER 
2222  Iowa  — Chickasha,  OK 
MEDICARE  Approved 


ADMINISTRATION 
Daniel  N.  Vaughan 
David  L.  Ward 


ALLERGY  (Part-time) 
R E Herndon.  M D 
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Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

nil  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
^Stephen  Tkach,  MD,  FACS 
^Joseph  F.  Messenbaugh  III,  MD,  FACS 
*J.  Patrick  Evans,  MD,  FACS 
*Edwin  E.  Rice,  MD,  FACS 
*Warren  G.  Low,  MD,  FACS 
^Thomas  C.  Howard,  MD,  FACS 
*David  L.  Holden,  MD,  FACS 
*Brock  E.  Schnebel,  MD,  FACS 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
*Richard  J.  Hess,  MD,  FACP 
*Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 
*Larry  G.  Willis,  MD 
^Robert  F.  Hynd,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Jack  W.  Parrish,  MD,  FAAFP 
McKinley  S.  Lundy,  DO,  MPH 
Robert  R.  Dugan,  MD 


^Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
James  A.  Hyde,  Administrator 


OKL'A'HOIVra 


Specializing  in  the  diagnosis  and  treatment 
of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 


MAIN  OFFICE 
750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

MERCY  OFFICE 
Mercy  Doctors  Tower 
4200  W,  Memorial  Rd.,  Suite  112 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 
3433  N.W.  56th,  Suite  870 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

NORMAN  OFFICE 
950  North  Porter,  Suite  101 
Norman,  Oklahoma 
(405)  235-0040 


Robert  S.  Ellis,  MDf* 

Lyle  W.  Burroughs,  MDt° 
Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MDt* 
John  R.  Bozalis,  MD,  t* 
John  S.  Irons,  MDt° 
Warren  V.  Filley,  MD,  t* 
James  R.  Claflin,  MDt° 
Patricia  I.  Overhulser,  MD  ° 


Senior  Consultants: 
George  S.  Bozalis,  MD 
George  L.  Winn,  MDt 


t Diplomate  American  Board  of  Allergy  and  Immunology 
’ Diplomate  American  Board  of  Internal  Medicine 
® Diplomate  American  Board  of  Pediatrics 


Executive  Director: 

G.  Keith  Montgomery,  MHA 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N.  Saratoga/P.O.  Box  849 
Shawnee,  Oklahoma  74801 
Phone:  (405)  273-5801 
FAX:  (405)  273-2632 


ALLERGY 

INTERNAL  MEDICINE 

ORTHOPEDIC  SURGERY 

RADIOLOGY  CONSULTANTS 

A M Bell.  M D 

Michael  W Butcher.  M D 

TA  Balan.  M D..  F AAO.S. 

William  Phillips.  M.D. 

Merle  L Davis.  M D 

R M Kamath.  M D . M S. 

Robert  G Wilson.  M.D. 

AVIATION  MEDICINE 

Larry  D Fetzer.  M D 

(Orth  ).  F A A O S 

Cranfill  K Wisdom.  M.D, 

D A Mace.  M D 

Eldon  V,  Gibson.  M D. 

S.M  Waingankar.  M D . M S . 

David  L Holland.  Jr,.  M D 

(Orth).  FA  AOS 

ANCILLARY 

GENERAL  SURGERY 

Jerry  Brad  Jarrell.  M.D 

SMCC  Radiology 

Frank  H Howard.  M D 

D A Mace.  M D. 

OTORHINOLARYNGOLOGY 

SMCC  Laboratory 

Gary  D Myers.  M D 

S P.  Shetty.  M D 

Shrikant  Rishi.  M D,.  M S.. 

SMCC  Physical  Therapy 

FA  C S 

INDUSTRIAL  MEDICINE 

OPHTHALMOLOGY 

ADMINISTRATOR 

A M Bell.  M D 

David  K.  Linn.  M D . Ph  D 

PEDIATRICS 

Lee  Michael  Hilka 

A M Bell.  M D 

INFECTIOUS  DISEASE 

William  A.  Chapman.  M D. 

OBSTETRICS, 

GYNECOLOGY 

William  A Chapman.  M D 

R K.  Mohan.  M D 

KliljIshPM  ■ 

Cynthia  A Alsup.  M D 

Shawnee  AM+PM  Clinic 

NEONATOLOGY 

Richard  E,  Jones.  M.D 

PATHOLOGY  CONSULTANT 

1501  Airport  Dr  at  Independence 

R.K.  Mohan.  M.D 

Stephen  E Trotter.  M D 

David  L McBride.  M D 

(405)  275-4931 

ORTHOPEDIC  ASSOCIATES,  INC. 

AND 

AMBULATORY  SURGERY  CENTER 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  731 12-5691 
(405)  947-091 1 


David  R.  Brown,  M.D.,  Ret. 
Ralph  E.  Payne,  Jr.,  M.D. 

J.  Charles  Monnet,  M.D. 
David  A.  Flesher,  M.D. 
Nathan  E.  Bradley,  M.D. 


Thomas  H.  Flesher,  III,  M.D. 
Michael  O.  Williams,  M.D. 
James  M.  Odor,  M.D. 

Jimmy  H.  Conway,  Jr.,  M.D. 
David  J.  Flesher,  M.D. 


Richard  A.  Ruffin,  M.D. 

Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 
Surgery  of  the  Spine 


Total  Joint  Replacement 
Physical  Therapy 
Conservative  Spine  Care 
General  Orthopedic  Services 
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A D I O L O G Y 


SSOCIATES,  INC. 


DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OF  RADIOLOGY 


Diagnostic  Radiology,  Mammography 
Ultrasound,  Nuclear  Medicine 
Computed  Tomography 
Magnetic  Resonance  Imaging 
Angiography  and  Interventional  Radiology 


JAMES  T.  BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D.,  F.A.C.R.,  D.A.B.N.M. 
G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALF  E.  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P. 
ROGER  B.  COLLINS,  M.D. 

GARYG.  ROBERTS  , M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 

JAY  A.  HAROLDS,  M.D.,  F.A.C.R.,  D.A.B.N.M. 
CAROL  KAHNERT  YATES  , M.D. 

FRANCIS  “TAD”  CASSIDY,  JR.,  M.D. 

JOHN  A.  OWEN,  M.D. 

WALTER  J.  MILTON,  M.D. 

BUSINESS  MANAGER 
PAULA  BUTLER 


PRACTICE  LOCATIONS 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N.W,  56TH,  SUITE  C-10 
OKLAHOMA  CITY,  OK  731 12 
(405)  945-4750 


BAPTIST  MEDICAL  CENTER 
3300  N.W.  EXPRESSWAY 
OKLAHOMA  CITY,  OK  73112 
(405)  949-3202 


DEACONESS  HOSPITAL 
5501  N.  PORTLAND 
OKLAHOMA  CITY.  OK  73112 
(405)  949-6107 


NORTHWEST  MEDICAL  CENTER 
3330  N.W.  56TH  STREET,  SUITE  206 
OKLAHOMA  CITY,  OK  731 12 
(405)  945-4740 


MEDICAL  PLAZA  IMAGING 

COMPUTED  TOMOGRAPHY  — MAGNETIC  RESONANCE  IMAGING 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N.W.  56TH,  SUITE  C-10 
OKLAHOMA  CITY,  OK  73112 
(405)  945-4760 
1-800-522-6613 


7 AM- 11  PM 
MONDAY -SUNDAY 
7-DAY  WEEK  SERVICE 


OKLAHOMA  HAND 


SURGERY  CENTER,  INC. 


Carlos  A.  Garcia-Moral,  MD,  FACS 

405/232-3210 

300  Northwest  13th,  Suite  100 


Kenneth  A.  Hleke,  MD 


Oklahoma  City,  OK  73103 
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ALLERGY 


JAMES  A MURRAY.  MD.  INC 


Gaten  P Robbins.  MD 
Williams  S.  Myers,  MD 
Lawrence  M Higgs.  MD 
William  J Fors,  MD 


Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 


CARDIOVASCULAR  CLINIC 

W H Oehlert,  MD  Mel  Clark,  MD 

Charles  F Bethea.  MD  Jerome  L Anderson.  MD 
Fred  E Lybrand.  MD  Santosh  T Prabhu.  MD' 

Richard  T Lane,  MD 


CARDIOVASCULAR  DISEASES 


JAMES  A MURRAY.  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomate  Amencan  Board  of  Allergy  and  Immunology 


Cardiac  catheterization,  aortography  and  coronary  anteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
BAPTIST  MEDICAL  PLAZA 


Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa.  Oklahoma  74177 


Northwest  Medical  Center 


Suite  602 


3433  Northwest  56th,  Suite  400.  Oklahoma  City.  OK  73112  Telephone  947-3341 

4200  W.  Memorial,  Suite  704.  Oklahoma  City.  OK  73120  Telephone  945-3155 


DERMATOLOGY 


NORTHWEST  ALLERGY  CLINIC,  INC 

John  L Davis,  M D 
3330  N W 56th 

Oklahoma  City,  Oklahoma  73112 
405  843-6619 


ROBERT  ALL^N  BREEDLOVE,  MD.  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS,  State  PRO  Accepted 

Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


OKLAHOMA  ALLERGY  CLINIC,  INC. 

Specializing  in  the  Diagnosis  and  Treatment  ot  Allergic  Disease 


Roberts.  Ellis,  MDf 
LyleW  Burroughs,  MDf" 
Charles  D.  Haunschild.  MDf 
James  H.  Wells.  MDt' 


John  R.  Bozalis.  MDf 
John  S.  Irons,  MDf 
Warren  V.  Filley,  MDf 
James  R.  Claflin,  MDf 


Senior  Consultants:  George  S.  Bozalis,  MD;  George  L.  Winn,  MDt 


t Diplomate  American  Board  of  Allergy  and  Immunology 
■ Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


Central  Office:  Baptist  Medical  Plaza  N 

750  NE  13th  St  3433  NW  56th 

Okla  City,  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W.  Memorial 
Suite  112 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 


ANESTHESIOLOGY 


ROBERT  E KAPLAN,  M.D. 

— Anesthesiology  — 

Pain  Management 
3500  State  Street 

Telephone:  918-333-4550  Bartlesville,  OK  74006  Fax:  918-333-5886 


RONALD  W GILCHRIST,  JR  . MD 
Diseases  and  Malignancies  of  the  Skin 

Oklahoma  City,  X-Ray  and  CO2  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


SKIN  & SKIN  CANCER  CENTER,  INC, 

C.  Jack  Young,  MD 

Diplomate  Amencan  Board  ot  Dermatology 
Consultation.  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N.W,  56,  Oklahoma  City  (405)  946-5678 


ENDOCRINOLOGY 


M.  GUDE,  MD.  MRCP  (UK),  FACP 
Diplomate,  American  Boards  of  Internal  Medicine 
and  Endocrinology/Metabolism 
ENDOCRINOLOGY  ■ DIABETOLOGY  - THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC,  OK  73119  PH:  681-1100 
North  Office:  6001  NW  120th  Ct  #6,  OKC,  OK  73132  PH:  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


CARDIOVASCULAR  ASSOCIATES 
Aduk  Cardiovascular  Diseases 

Cardiac  Catheterization,  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service).  Treadmill 
Effort  Tolerance.  Hypertensive  Evaluation 


Gynecologic  Oncology  & Pelvic  Surgery 
JEFFREY  J SMITH,  MD,  FACOG,  FACS 


■G.L.  Honick,  MD,  FACC  943-8428 
■J.L  Bressie,  MD,  FACC  946-0568 
A F.  Elliott,  MD.  FACC  943-8421 
A S.  Dahr,  MD,  MS  947-2321 


■J.  Voda,  MD,  FACC  947-1297 
G.L.  Worcester,  MD  943-4134 
*K.J.  Kassabian.  MD  272-8397 


’Certified  by  the  American  Board  of  Cardiovascular  Disease 
Baptist  Medical  Plaza 

7th  Floor,  3433  N W.  56th  Oklahoma  City,  Oklahoma  73112 


Certified.  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 

711  Stanton  L Young  Blvd  #706 
Oklahoma  City.  Oklahoma  73104 
271-3200 


Professional  card  listings  are  avaiiable 
to  OSMA  members.  They  are  sold  in 
vertical  increments  of  one-half  inch  at 
the  rate  of  $55.00  per  half  inch  per  year. 
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NEPHROLOGY 


PEDIATRIC  SURGERY 


Practice  of  Internal  Medicine  and  Nephrology 

TV  VENKATA  RAMAN.  MD,  FACP 
Diplomate  American  Board  of  Internal  Medicine  and  Nephrology 

Classen  Professional  Bldg.  M D Medical  Tower 

1110  N.  Classen  Blvd,.  #200  8121  National  Ave  , #401 

Oklahoma  City,  OK  73106  Midwest  City,  OK  73110 

(405)  235-8229  (405)  733-9987 


OPHTHALMOLOGY 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


GEORGE  ROBERT  JAY,  MD,  INC. 

Diplomate,  American  Board  of  Orthopaedic  Surgery 
Orthopedic  - Sports  - Joint  Surgery 
Arthroscopy  and  Fractures 

St.  Anthony  Professional  Building 
608  N.W  9th  Street,  Suite  2200 
Oklahoma  City,  OK  73102-1049 

Office:  405/272-6802  After  hours:  405/272-8490 


OKLAHOMA  CITY  ORTHOPAEDICS,  PC, 

Baptist  Medical  Center  - South  Building 
3435  N W.  56lh  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 

S Fulton  Tompkins.  MD.  DABOS  John  F Thompkins,  MD.  DABOS 


WM.  R TUNELL,  MD*  DAVID  W.  TUGGLE,  MD* 

940  NE  13lh  Street,  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4356  After  hours:  405-523-6739  (then  enter  your  phone  no.) 
*American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R.  Murali  Krishna,  M D , FAPA 
Diplomate,  American  Board  of  Psychiatry 
John  C.  Andrus,  M.D  , MAPA 
Diplomate.  American  Board  of  Psychiatry 
Shree  S.  Vinekar,  M D.,  FAACP 
Diplomate,  American  Board  of  Psychiatry  and  Child  Psychiatry 
Twyla  J.  Smith,  M D , Diplomate,  American  Board  of  Psychiatry 
Charles  E.  Smith.  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
Cheryl  L.  Feigal,  M D.,  Diplomate,  American  Board  of  Psychiatry 
V.  Girijanand  Bhat,  M D , MRCPsych  (UK) 
CONSULTANTS 
Robert  J.  Outlaw,  M.D.,  FAPA 
Diplomate,  American  Board  of  Psychiatry 
PovI  Toussieng,  M.D  , FAPA 

Thurman  E.  Coburn,  Ph  D.,  Licensed  Clinical  Psychologist 
David  Schwartz.  ACSW,  Clinical  Psychiatric  Social  Worker 
Donna  D.  Smela,  ACSW,  Clinical  Psychiatric  Social  Worker 
St.  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER,  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg.  232-5453/272-8476 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street.  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631-4263  631 -HAND 


NORMAN  K.  IMES,  MD 
JOHN  E HUFF,  MD 
ELWOOD  F.  WILLIAMS.  MD* 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 
*Board  Eligible  Pulmonary  Disease 

3330  N W 56lh  Street,  Suite  212  (405)  947-3335 

Oklahoma  City,  Oklahoma  73112 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


KATHERINE  S.  LITTLE,  MD 
DENNIS  M PARKER,  MD 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O.  SMITH,  JR.,  MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified-American  Board  of  Otolaryngology 
4200  West  Memorial  Road.  Suite  606 
Oklahoma  City,  Oklahoma  73120 


Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W.  56th  Street,  Suite  208  (405)  949-2215 


Phone  405  755-1930 


Oklahoma  Cit^',  Oklahoma  73112 


OSMA  News 

Another  OSMA  member  service 
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RADIOLOGY  1 

WIi  1 lAM  J FORREST.  MD 

CHET  BYNUM,  MD  GLENNA  YOUNG.  MD 

Plastic  and  Reconstructive  Surgery 

Surgery  of  the  Hand 

3400  N W Expressway  947  8760 

Oklahoma  City 

DIAGNOSTIC  RADIOLOGY 

Fluoroscopy  Tomography 

Xeromammography  Ultra  Sonography 

WHOLE  BODY  CT  SCANNING 

HERBERT  M KRAVITZ,  MD.  FACS 

13301  N Meridian  Bldg  300  1125  N Poder 

Oklahoma  City.  Oklahoma  73120  Norman,  Okla  73071 

(405)  752-0186  (405)  364-1071 

Diplomate  American  Board  of  Plastic  Surgery 

Reconstructive,  Cosmetic  and  Cleft  Palate  Surgery 

Office  (405)  946-2694  2620  Northwest  Expressway 

Oklahoma  City.  Oklahoma  73112-7207 

RADIOLOGIC  SPECIALTIES,  LTD 

4045  Northwest  64th  Street.  Suite  125 

Oklahoma  City.  Oklahoma  73116 

1 UROLOGY 

Practice  Limited  To  CT  Scanning 

A de  QUEVEDO.  MD.  Inc 

Diplomate  of  the  American  Board  of  Urology 

V C,  Tisdal  III.  MD  (405)  848-0075  Rebecca  Goen  Tisdal,  MD 

Suite  606 

1211  N Shade!  Oklahoma  City,  Oklahoma  73103  232-1333 

Diplomates  American  Board  of  Radiology 

BARNEY  J LIMES.  MD,  FACS 

1211  N Shartel,  Suite  208 

Oklahoma  City,  Okla  73101 

Phone  235-0315 

2801  Parklawn  Dr , Suite  300 

Midwest  City,  Okla  73110 

Phone  737-3538 

THE  ARTHRITIS  CLINIC 

Practice  Limited  to  Urology 

Diplomate  American  Board  of  Urology 

Lloyd  G-  McArthur.  PhD,  MD  Tom  B Leahey.  MD 

Robert  C,  Troop.  PhD.  MD 

207  C Street  NW  Ardmore,  OK  73401 

JOSEPH  D PARKHURST,  MD,  FACS 

Phone  405-223-5180 

Diplomate  American  Board  of  Urology 

SURGERY,  HAND  I 

2345  N Tompkins  1309  S.  Holly 

Bethany.  OK  73008  495-6134  Yukon,  OK  73099 

G M.  RAYAN,  MD,  FACS 

CHARLES  L REYNOLDS,  JR  , MD.  FACS,  FICS 

DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 

Diplomale  American  Board  ol  Orthopaedic  Surgery- 
Board  Certified  Hand  Surgery 

Orthopaedics,  Upper  Extremity,  Hand  & Microsurgery 

DISEASES  of  the  KIDNEY,  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 

OKLAHOMA  CITY.  OKLAHOMA  73112 

3433  NW  56th,  Suite  850  Oklahoma  City,  OK  73112 

OFFICE  (405)  843-5761 

RESIDENCE  (405)  842-6420  IF  NO  ANSWER  (405)  942-1122 

HOUSHANG  SERADGE,  MD,  FICS 

Diplomale  American  Board  of  Orthopaedic  Surgery 

Hand  and  Reconstructive  Microsurgery 

1044  S.W  44th  Street,  Suite  620 

Oklahoma  City,  Oklahoma  73109 

Phone  (405)  631  -4263  631  -HAND 

Medical  Update 

brochures  and  display  placards 

Another  OSMA  member  service 

SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 

PARAMJIT  S BAJAJ,  MD,  FACS 

FRCS  (England).  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 

Maxillofacial  and  Cosmetic  Surgery 

Surgery  ol  the  Hand 

1110  N,  Classen  Blvd.,  Suite  304  13313  N Meridian,  Suite  A 

Oklahoma  City,  OK  73106  Oklahoma  City,  OK  73120 

235-6671  755-6366 

Professional  card  listings  are  available 
to  OSMA  members.  They  are  sold  in 

vertical  increments  of  one-half  inch  at 

the  rate  of  $55.00  per  half  inch  per  year. 
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OFFICERS  OF  THE  OKLAHOMA 
STATE  MEDICAL  ASSOCIATION 

Billy  Dale  Dotter,  MD,  President; 
James  D.  Funnell,  MD,  President-Elect; 
Victor  L.  Robards  |r,  MD,  Vice-President;  Elaine  N.  Davis,  MD,  Secretary- 
Treasurer;  Larry  L.  Long,  MD,  Speaker,  House  of  Delegates;  Mary  Anne 
McCaffree,  MD,  Vice-Speaker,  House  of  Delegates;  Sara  Reed  DePersio, 
MD,  Chair,  Board  of  Trustees;  jay  A.  Gregory,  MD,  Vice-Chair,  Board  of 
Trustees. 


Instructions  for  Authors 

Contributions 

Articles  submitted  for  publication,  including  Annual  Meet- 
ing papers,  become  the  sole  property  of  the  Journal  and 
must  not  have  been  published  elsewhere.  The  Editorial 
Board  reserves  the  right  to  edit  any  material  submitted. 
Manuscripts  must  be  typewritten,  double-spaced,  and  sub- 
mitted in  duplicate.  Authors  who  can  do  so  are  encouraged 
to  submit  their  manuscripts  on  computer  disk  as  well;  disk 
should  be  in  ASCII  or  text-only  format  and  clearly  labeled 
with  the  manuscript’s  title  and  author.  The  Journal  does 
not  assume  responsibility  for  the  statements  or  opinions  of 
any  contributor. 

Style 

All  manuscripts  should  adhere  to  the  style  adopted  by  the 
American  Medical  Association  as  illustrated  in  JAMA  and 
detailed  in  the  AMA’s  Manual  of  Style.  An  abstract  of  150 
words  or  less  should  accompany  each  paper  and  should  state 
(1)  the  exact  question  considered,  (2)  the  key  points  of 
methodology  and  success  of  execution,  (3)  the  key  findings, 
and  (4)  the  conclusion(s)  directly  supported  by  these  find- 
ings. Footnotes,  bibliographies,  and  legends  for  illustrations 
should  be  typewritten,  double-spaced,  on  separate  sheets. 
References  are  to  be  listed  in  the  order  of  their  appearance 
in  the  article. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
magazine. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript 
Press,  222  East  Eufaula,  Norman,  Oklahoma  73069,  prior 
to  publication  of  their  articles.  Other  requests  for  reprints 
must  be  made  to  the  Transcript  Press  within  30  days  after 
publication. 

News 

Readers  are  encouraged  to  submit  news  items  of  interest 
to  Oklahoma  physicians.  Where  dates  of  meetings,  etc,  are 
important,  please  remember  that  each  issue  closes  on  the 
first  day  of  the  preceding  month  and  reaches  subscribers  in 
the  latter  half  of  the  month  of  publication. 
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Auxiliary 


“National  Health  Care  Reform  Now!” 

“Medicare’s  RBRVS  Slashes  Dr.’s  Fees!” 

“Do  We  Need  the  Canadian  System?” 

The  headlines  scream  the  news:  medicine  is  on  the 
brink  of  change,  in  one  form  or  another.  Although  it 
is  certain  that  changes  will  be  made,  it  is  equally 
clear  that  no  one  can  predict  the  extent  of  those 
changes,  or  what  the  future  holds  for  medicine.  There 
has  never  been  a more  important  time  for  every 
member  of  the  AMA  Auxiliary  to  be  informed  and 
educated  as  to  the  legislative  issues  pressing  in  upon 
us.  Education  of  all  our  members  regarding  these  is- 
sues is  the  primary  objective  for  the  OSMAA  this 
year. 

As  chairperson  of  legislation,  I believe  it  is  my 
duty  to  keep  all  of  our  members  informed  and  to  have 
information  available  regarding  any  pending  legisla- 
tion, be  it  state  or  federal.  We  are  closely  monitoring 
any  changes  to  be  made  to  Medicare’s  proposed 
RBRVS  (Resource-Based  Relative  Value  Scale).  If 
needed,  the  phone  bank  will  be  put  into  immediate 
use  to  register  any  and  all  concerns.  Already  this 
summer,  auxilians  assisted  in  a letter-writing  cam- 
paign that  resulted  in  a letter  from  a united  Okla- 
homa delegation  to  President  Bush  and  others  re- 
flecting their  constituents’  displeasure  with  certain 
provisions  of  the  proposal.  The  actions  of  this  aux- 
iliary had  an  effect. 

Diverse  groups  from  around  the  country  are  busy 
attempting  to  formulate  new  national  health  care 


plans.  Many  new  “experts”  are  popping  up  every- 
where. How  will  you  impact  on  any  of  these  plans? 
What  are  the  good  ideas?  Which  are  the  bad?  Be 
aware  of  these  plans  and  all  their  elements.  Perhaps 
this  would  be  the  time  to  start  your  own  file  regarding 
health  care  reform,  so  that  when  the  time  comes  that 
your  input  is  needed,  you  will  be  informed  and  yours 
will  be  a credible  voice  to  be  heard  above  all  the 
shouting. 

State  legislation  is,  as  always,  a matter  of  interest 
to  this  auxiliary.  Some  of  the  issues  to  watch  include 
the  Universal  Health  Care  Act  and  the  Natural 
Death  Act.  The  proposed  Universal  Health  Care  Act 
would  create  a board  to  write  a statewide  plan  to  pro- 
vide insurance  coverage  to  all  residents  of  the  state. 
This  bill  has  been  assigned  to  committee,  which  is  in 
the  process  of  conducting  open  hearings.  A Natural 
Death  Act  is  presently  being  hammered  out,  and  it 
is  likely  that  the  OSMA  will  need  our  assistance  if 
this  bill  is  to  become  law. 

We  can  be  a strong  and  powerful  voice  for  health 
care.  We  must  stay  informed  and  we  must  stay  in- 
volved. Every  member  must  be  ready  to  call  or  to 
write,  as  needed.  Your  auxiliary  will  be  closely 
monitoring  all  issues  that  concern  health  care.  If  any 
member  desires  more  information  concerning  any  of 
the  issues  I have  touched  upon,  please  feel  free  to  con- 
tact me,  or  any  officer  of  the  Oklahoma  State  Medical 
Association  Auxiliary. 

— Pamela  F Lane 
Legislation  and  Phone  Bank  Chairperson 
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The  Last  Word 


■ The  Board  of  Trustees  of  the  Oklahoma  State 

Medical  Association  (OSMA)  is  now  accepting  nomi- 
nations for  both  the  1992  Donald  J.  Blair  Friend  of 
Medicine  Award  and  the  Physician  Award  for  Com- 
munity Service  (formerly  A.H.  Rohins  Award).  The 
Blair  award  recognizes  a member  of  the  laity  who  has 
rendered  outstanding  service  and  support  to  the  med- 
ical profession,  and  the  Community  Service  award 
recognizes  a physician  for  contributions  to  his  or  her 
community. 

Nominations  should  be  directed  to  the  Board  of 
Trustees  or  OSMA  executive  offices,  601  Northwest 
Expressway,  Oklahoma  City,  OK  73118.  Winners  will 
be  selected  at  the  board’s  February  meeting  and  an- 
nounced at  the  Annual  Meeting  next  May. 

■ The  American  Medical  Association’s  Hospital 

Medical  Staff  Section  will  hold  its  Eighteenth  Assem- 
bly Meeting  December  5-9,  1991.  Medical  staffs  from 
across  the  state  are  encouraged  to  elect  a medical 
staff  representative  to  participate  in  the  AMA-HMSS 
meeting,  to  be  held  in  the  Las  Vegas  Hilton  Hotel  in 
Las  Vegas,  Nev.  The  HMSS  Assembly  provides  med- 
ical staffs  with  an  opportunity  to  discuss  and  partici- 
pate in  the  policymaking  process  of  the  AMA.  In  ad- 
dition to  the  Assembly  Meeting,  an  educational  pro- 
gram, “RBRVS:  Physician  Payment  Reform  or  Re- 
tribution,” will  be  presented.  Also  scheduled  is  an  in- 
formation exchange,  “PRO  Scope  of  Work  and  Uni- 
form Clinical  Data  Sets:  What  You  Should  Know.” 
For  further  information,  call  (312)  464-4754  or  464- 
4761. 

■ The  Oklahoma  State  Medical  Association’s  Ad 

Hoc  Committee  on  RBRVS  Conversion  is  urging 
Oklahoma  physicians  to  order  the  CPT  1992  as  soon 
as  possible  because  it  contains  major  revisions.  The 
CPT  1992  and  pre-packaged  sets  for  specialties  are 
available  from  the  AMA  by  calling  1-800-621-8335 
between  8:30  am  and  4:45  pm  Central  Time. 

■ The  Sixteenth  Annual  Fall  Educational  Meet- 
ing of  the  Oklahoma  College  of  Occupational 
Medicine  will  be  held  November  22-23,  1991,  at  the 
Tulsa  Marriott  Hotel.  The  title  of  this  year’s  program 
is  “Current  Concepts  in  Occupational  Medicine.”  For 


additional  information,  contact  William  Gillock,  MD, 
6964  South  69th  East  Avenue,  Tulsa,  OK  74133,  (918) 
493-6544. 

■ Health  Matters,  a television  program  spon- 
sored by  the  Oklahoma  Medical  Center,  is  well  into 
its  second  season  with  the  Oklahoma  Educational 
Television  Authority  (OETA).  Dr  Andrew  A.  Lasser, 
OMC  chief  executive  officer,  says  that  in  the  new  sea- 
son OMC  hopes  to  expand  the  program’s  health  care 
topics  to  include  prevention  and  specialty  issues  as 
well  as  the  latest  in  technology  and  information 
about  medicine  and  general  health  care.  OETA  news 
anchor  Mary  Carr-Lee  hosts  the  program,  interview- 
ing OMC  physicians  and  staff  members  after  the  pre- 
sentation of  a feature  story.  The  show  airs  on  OETA 
stations  at  9:30  pm  on  Fridays,  5 PM  on  Saturdays, 
and  8:30  am  on  Sundays. 

■ Calorically  restricted  rodents  show  a drama- 
tic reduction  in  disease  and  increase  in  lifespan,  ac- 
cording to  a new  study  from  the  National  Institute  on 
Aging,  one  of  the  13  National  Institutes  of  Health. 
Previous  studies  have  yielded  similar  results,  but  the 
extent  of  the  reduction  in  the  incidence  of  every  dis- 
ease and  all  types  of  tumors  and  a one-third  increase 
in  longevity  for  the  calorically  restricted  animals  sur- 
prised researchers.  The  study  adds  significant  credi- 
bility to  the  idea  that  caloric  restriction,  once  its 
mechanisms  are  understood,  eventually  will  provide 
new  ways  to  eliminate  or  slow  down  diseases  as- 
sociated with  human  aging.  The  results  of  the  study 
by  Roderick  T.  Bronson,  DVM,  of  Tufts  University 
Schools  of  Veterinary  Medicine  and  Medicine,  Bos- 
ton, will  be  published  in  an  upcoming  issue  of 
Growth,  Development,  and  Aging. 

■ The  STD/HIV  Division  of  the  Oklahoma  State 

Department  of  Health  reminds  physicians  that  the 
following  AIDS  hotline  numbers  are  available  to 
them:  Oklahoma  AIDS  Information  Line,  1-800-535- 
AIDS;  Information  for  Health  Care  Professionals,  1- 
800-548-4659;  National  AIDS  Clearinghouse,  1-800- 
458-5231;  National  Indian  AIDS  Hotline,  1-800-283- 
AIDS;  and  the  National  Spanish  AIDS  Hotline,  1- 
800-344-SIDA.  (J 
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You  Practice  Medicine 

We’ll  Run  The  Business 


“After  years  of  study,  I honestly  believed 
1 that  I was  ready  to  go  into  practice.  I 
thought  that  knowledge  and  experience 
in  medicine  was  all  that  I’d  need  to  be  a 
t success  out  there.  But,  no  one  ever 
mentioned  that  I’d  have  to  be  an  expert 
at  insurance,  law  and  collections... I’m  a 
1 doctor,  with  a substantial  amount  of 
! money  and  time  invested  in  being  the 
best  that  I can  be.  It  didn’t  take  long  for 
i me  to  realize  that  the  time  spent  in 
I managing  my  business  was  time  taken 
away  from  the  really  important  things  in 
life;  my  patients,  my  family,  and 
myself” 

“That’s  why  I chose  group  practice  with 
Kelsey-Seybold  Clinic.  I don’t  have  to 
deal  with  the  administrative  headaches 
that  have  made  practicing  medicine  so 
difficult.  My  associates  are  highly 
respected  professionals  from  a variety  of 
fields,  so  when  I need  the  support,  it’s 
always  there.” 

“Kelsey-Seybold  Clinic  offered  me  a 
competitive  salary,  flexible  benefit 
package,  and  a practice  style  to  fit  my 
goals  and  lifestyle.  Within  their  multi- 
speciality group  I found  many  options; 
fourteen  urban/suburban  clinics  in 
Houston  and  several  locations  outside 
Texas.  I decided  to  be  a part  of  the 
Kelsey-Seybold  family  at  The  Texas 
Medical  Center  in  Houston.  It  offered 
the  kind  of  pace  that  I was  looking  for 
professionally,  and  put  me  right  in  the 
center  of  the  most  dynamic  and  fun  city 
: in  the  Southwest.” 

' “Group  practice  with  the  physicians  at 
' Kelsey-Seybold  Clinic  lets  me  do  what  I 
. do  best . . . practice  medicine.” 

i 

1 Kelsey-Seybold  Clinic  currently  has 
openings  in  selected  specialties.  Please 
call  to  learn  if  our  style  of  practice  is 
right  for  you.  We  will  be  happy  to 
discuss  our  opportunities  and  answer 
your  questions. 


Kelsey-Seybold  Clinic,  RA. 

Al  Czerwinski,  M.D.  - Medical  Director 
1 709  Dryden 

Medical  Towers,  18th  Floor 
Houston,  Texas  77030 
1-800-231-6421 


No  one  ever  said  being  a doctor  was  easy!  Do  you  fre- 
quently find  yourself  frustrated  by  government  rules 
and  insurance  company  regulations  that  have  you-working 
harder  and  making  less?  Trying  to  take  care  of  your  patients 
while  handling  the  business  aspects  of  your  practice  is  as  crazy 
as  running  away  to  join  the  circus. 

Don't  lose  your  footing  when  problems  occur.  If  personnel 
management  and  contract  insurance  plans  have  you  on  the 
ropes,  call  the  Professionals  at  Professional  Office  Management. 

POM  is  the  oldest  and  most  reliable  practice  management 
company  in  Oklahoma.  We  have  the  experienced  staff  and 
resources  necessary  to  keep  your  medical  office  operating  in 
high  style. 


If  you  prefer  a more  down-to-earth  ap- 
proach to  practicing  medicine,  keep  both 
feet  on  the  ground  and  leave  the  balancing 
act  to  the  Professionals. 


I Professional 

Office  Management 


Professional  Office  Management  *1100  N.  Classen  Blvd.,  Suite  100,  Oklahoma,  OK  73106  • 405/232-7059 
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Editorial 


Winter  Reverie 

The  advent  of  winter  darkening  and  cold  prompts  in- 
trospection, for  a time  to  inventory  important  things 
in  our  world.  Where  has  the  trail  of  life  taken  us  dur- 
ing the  past  year?  Have  we  moved  in  a purposely  chosen 
direction?  Are  we  progressing  or  are  we  deteriorat- 
ing? Is  our  world  better  or  worse  than  a year  ago,  a 
generation  ago,  a century  ago? 

Nowadays  we  have  new  and  faddish  worries  about 
chemical  contamination  of  the  earth,  the  rate  at 
which  the  rain  forests  are  falling  to  the  chainsaw,  and 
we  even  wonder  about  the  ozone  concentration  in  the 
stratosphere.  Today  we  are  sometimes  concerned 
with  problems  our  grandparents  could  not  have  con- 
ceptualized. But  with  these  brand  new  problems,  we 
also  have  a fresh  capability  to  solve  them  with  new 
scientific  tools,  such  as  satellites,  computers,  and 
spectrochemistry  that  also  were  unknown  to  our 
grandparents. 

On  another  front,  we  note  that  the  world  census 
is  burgeoning  so  rapidly  that  tomorrow’s  population 
could  not  possibly  escape  famine  if  it  is  to  eat  from 
the  agronomy  techniques  of  today.  The  specter  of  star- 
vation, famine,  and  wars  for  food  appears.  But  in  the 
nick  of  time  the  “green  revolution”  emerges,  and 
major  advances  in  plant  genetics,  agricultural 
chemistry,  and  food  distribution  save  the  world  from 
the  grim  apparition. 

The  lethal  surge  of  the  AIDS  epidemic  shocks  us 
into  dreaming  again  that  the  “Adromeda  strain”  may 
really  be  out  there,  and  we  have  not  been  granted 
immortality.  Each  of  us  must  yet  die.  Despite  the  bril- 
liant advances  in  medicine,  we  still  exist  in  a biolog- 
ical world  where  cancer,  infections,  and  sundry  de- 
generative diseases  finally  extinguish  each  human 
candle.  And  the  realization  is  so  offensive  that  we 
may  forget  the  giant  strides  of  medical  science.  How- 
ever, invoking  a historical  perspective,  we  can  see 
that  physicians  really  are  winning  the  war  with  dis- 
ease. The  majority  of  current  patients  live  to  retire; 

' cancer  and  infections  now  rarely  prevent  the  comple- 


tion of  the  human  life  cycle.  In  today’s  medical  cli- 
mate, many  further  major  improvements  can  be  con- 
fidently predicted  in  fields  of  nutrition,  cancer,  and 
genetic  diseases. 

During  the  past  year,  war  — our  worst  human  in- 
sanity — suffered  a major  relapse,  reminding  us 
anew  that  the  human  passion  to  control  other  hu- 
mans is  still  the  ultimate  felony.  But  even  the  ancient 
plague  of  war  seems  to  have  a slightly  better  visage 
since  the  Desert  Storm  operation  reversed  an  unpro- 
voked aggressive  invasion.  Thus  the  eternal  hope  for 
effective  international  law  has  improved. 

Although  political  tensions  persist  in  the  United 
States,  and  political-economic  forces  strive  raucously 
everywhere,  we  remember  that  this  has  always  been 
true.  Fortunately,  the  current  processes  for  discord 
resolution  are  now  stronger  than  ever.  The  collapse 
this  year  of  Russian  communism  is  illuminating.  The 
resultant  global  understanding  of  the  intellectual 
bankruptcy  of  socialism  now  opens  the  door  for 
human  improvements  everywhere. 

The  perennial  battle  of  the  medical  profession 
with  the  forces  of  socialism  and  statism  in  American 
medical  care  delivery  draws  near  to  a crisis.  But  now 
increasing  numbers  of  non-medical  writers  are  stat- 
ing that  a flawed  system  has  been  installed,  and  even 
some  Congressional  representatives  apparently  now 
see  that  Medicare  cannot  continue  in  its  present 
form.  We  must  now  act  so  that  our  democratic  proces- 
ses will  cleanse  the  socialism  from  our  health  care  de- 
livery system. 

An  uneventful  year  closes,  and  the  sun  again 
brightens  in  the  winter  sky  with  the  winter  solstice. 
Brighter  days  are  ahead. 

Happy  Holidays! 
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“I  have  never  gotten  used  to  people  dying.  And  I don’t 
want  to  get  used  to  it.” 


Patients  come  to  physicians  for  many  reasons. 
Beyond  relief  from  pain,  they  seek  compassion, 
empathy  and  support..  AIDS  patients  receive  aU  of 
these  and  more  from  Dr.  Aliza  Lifshitz. 

Bom  and  raised  in  Mexico  and  educated  at  one  of 
Mexico  City’s  finest  medical  schools,  Dr.  Lifshitz  now 
serves  the  Hispanic  community  in  Southern  California. 
Over  a third  of  her  patients  have  tested  HIV  positive. 
Most  live  below  the  poverty  level.  Many  are  illegal  aliens. 

“I  never  forget  what  it  means  to  be  a doctor,  and 
what  it  means  is  embodied  in  the  Principles  of  Medical 


Ethics  of  the  American  Medical  Association  (AMA),” 
states  Dr.  Lifshitz. 

You  are  invited  to  join  Dr.  Lifshitz  and  to  join  with 
her  in  her  efforts  to  bring  quality  health  care  to  those 
in  need.  Become  a member  of  the  American  Medical 
Association  today. 

Members  of  the  AMA  are  encouraged  to  join  their  state,  county  and  specialty  societies. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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Charlie 

As  we  approach  the  holiday  sea- 
son we  should  all  reflect  a bit  on 
how  fortunate  we  are  to  spend 
our  lives  in  a profession  where 
the  emotions  and  attitudes  that 
lie  at  the  core  of  this  special 
“Season”  are  a part  of  our  every 
working  day  — all  year  long. 

Caring  for  and  sharing  with 
others,  concern  for  those  unfor- 
tunate by  circumstance,  illness,  or  disrupted  family. 

Sometimes  we  become  so  involved  with  the 
mechanics  and  business  of  our  practices  that  we  fail 
to  pause  and  observe  the  flood  of  concern  and  caring 
that  surrounds  an  ill  or  injured  patient.  It  is  most  ap- 
parent with  those  hospitalized  for  protracted  periods; 
cards  flow  in  from  old  friends  unseen  for  years,  calls 
come  from  close  and  distant  family,  visits  are  fre- 
quent by  co-workers,  neighbors,  and  clergy,  accom- 
panied by  gifts,  flowers,  etc.  The  same  warm  seasonal 
feelings  — manifest  daily  throughout  the  year.  There 
is  always  a special  individual  on  each  shift  that 
radiates  an  inner  joy  and  warmth  that,  if  one  allows 
it,  spills  over  to  others  to  the  benefit  of  staff  and  pa- 
tients alike.  Such  a person  was  Charlie,  a ten-year- 
old  Chinese  boy,  in  a vastly  different  setting  and  a 
time  becoming  distant. 

The  port  city  of  Tsingtao,  China,  had  been  under 
Japanese  occupation  for  many  years,  so  our  Marine 
Regiment  was  welcomed  with  open  arms,  though  we 
were  also  occupiers.  I still  wonder  why  Charlie  chose 
our  squad  room  and  offered  his  help.  He  invented 
things  to  do  about  the  barracks  and  went  with  us 
everywhere,  serving  as  guide  and  interpreter.  He 
spoke  and  read  English  surprisingly  well  but  would 
not  explain  how  he  learned.  What  a joy  he  was  to  have 
around  as  he  also  radiated  that  inner  warmth  that 
affected  all  of  us.  One  day  I returned,  off  schedule,  to 
the  barracks  and  found  him  stretched  out  on  a bunk 


studying  a Bible  and  then  we  knew  where  he  had 
learned. 

A few  days  before  Christmas  ’45,  Charlie  asked  us 
to  come  with  him  on  Christmas  Eve.  He  rarely  re- 
vealed his  purpose  for  any  excursion  he  led  us  on, 
choosing  rather  to  surprise  us.  This  invitation 
seemed  so  special  to  him  that  six  of  us  accepted  and 
“made  his  day.” 

He  met  us  at  the  gate  and  put  us  in  separate 
rickshaws  which  he  sent  off  in  different  directions. 
After  wandering  over  diverse  areas  of  the  city  we  re- 
grouped in  the  blacked-out  basement  of  an  aban- 
doned industrial  building. 

We  shared  tea  and  cookies  with  thirty  or  so 
Chinese  children  most  of  whom  were  about  Charlie’s 
age  and  younger.  We  joined  them  in  singing,  in  Eng- 
lish, “Silent  Night”  and  “Jingle  Bells,”  and  finished 
off  with  “God  Bless  America”  as  we  waved  small 
Chinese  and  American  flags,  one  in  each  hand.  They 
gave  each  of  us  a small  gift  and  wished  us  “Melly 
Kissmas,  Melly  Kissmas.” 

Their  teacher,  Eliza  Young,  explained  that  fear  of 
punishment  by  the  Japanese,  and  now  the  Red 
Chinese,  required  continued  secrecy.  The  party  ended 
abruptly.  As  the  children  slipped  quietly  into  the 
night  our  rickshaws  appeared  and  again  we  left  by 
varied  streets. 

As  the  elderly  rickshaw  man  padded  through  the 
night  returning  us  to  base  I relished  every  moment 
as  I hummed  and  sang  “Jingle  Bells”  to  his  soft 
rhythmic  gait.  He  stopped  short  of  the  gate  and,  re- 
fusing any  payment,  just  smiled  constantly  and  in  a 
hushed  voice  said  again,  “Melly  Kissmas,  Melly  Kiss- 
mas.” A memorable  holiday  made  possible  by  a spe- 
cial boy.  May  your  life  be  blessed  with  Charlies. 
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BE  AN  AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  uSAF  HEALTH  PROFESSIONS 
TOLL  FREE  1-800-423-USAF 


An  Effective  Prescription  for  Your  Toughest  Financial  Headaches... 


Sometimes  the  price  of  success  is  the 
financial  headaches  that  come  along 
with  it.  If  you’re  like  many  profession- 
als, you  may  feel  like  you  spend  too 
much  of  your  valuable  time  keeping 
track  of  your  investments,  expenses, 
and  other  financial  matters. 

Money  Master  Preferred  is  the  professionally 
designed,  all-in-one,  asset  management  account 
that  gives  you: 

•Monthly  and  annual  statements  that  show  you 
your  entire  financial  world  at  a glance — including 
your  net  worth,  budget  analysis,  investment 
analysis,  tax  information,  and  more. 

•A  variety  of  money  market  funds  for  earning 
daily  income  on  your  cash  balance. 

•Check  writing  privileges. 


'Low-cost  brokerage  services  for 
stocks,  bonds,  and  other  securi- 
ties. 

Up  to  $10  million  account  protec- 
tion, of  which  $100,000  can  be  in 
cash. 

• A choice  of  two  other  Money  Master  accounts: 

Money  Master  Standard — for  those  who  do  not 
require  comprehensive  asset  management. 

Money  Master  Retirement — an  excellent  choice 
for  your  qualified  retirement  plan. 

T 

For  more  complete  information  about  the 
Money  Master  Account  that’s  right  for  you, 
including  all  fees  and  charges,  call  us  now  at 

1-800-262-3863. 


MUNEY 

MASTER 

Preferred 


AMA  Investment  Advisers,  Inc. 

The  Financial  Services  and  Investment  Counseling  Organization 
Owned  by  the  American  Medical  Association.  Established  1966. 
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Treatment  Outcomes  of  Impaired  Physicians 
in  Oklahoma 


Paula  C.  Smith  and  |.  Darrel  Smith,  MD 


Data  on  one  hundred  twenty  impaired  physicians  were 
analyzed  to  determine  treatment  outcomes  from  three 
differing  types  of  chemical  dependency  treatment.  The 
data  showed  that  long-term  (three  to  four  months)  treat- 
ment geared  specifically  to  health  care  professionals 
was  the  most  effective  treatment  modality,  showing 
higher  rates  of  favorable  treatment  outcomes  measured 
by  abstinence  from  alcohol  and  other  drugs. 

Chemical  dependency  is  a primary  disease  charac- 
terized hy  continuous,  compulsive  use  of  a mood- 
altering  substance  or  substances  (including  alcohol) 
despite  adverse  consequences.  Physician  impairment 
was  comprehensively  defined  in  the  1972  report  of 
the  American  Medical  Association’s  Council  on  Men- 
tal Health  as  “the  inability  to  practice  medicine  with 
reasonable  skill  and  safety  to  patients  by  reason  of 
physical  or  mental  illness,  including  alcoholism  or 
drug  dependence.”' 

Like  any  human  condition  that  is  very  personal, 
carries  social  stigma,  is  difficult  to  measure  and 
fairly  easy  to  hide,  the  prevalence  of  chemical  depen- 
dency among  physicians  is  difficult  to  document  (ex- 
cept by  individual  anecdote)  and  particularly  hazard- 
ous to  estimate.  However,  the  American  Medical  As- 
sociation has  estimated  that  perhaps  10  to  15  percent 
of  physicians,  at  some  time,  have  a chemical  depen- 
dency or  substance  abuse  problem. 

A review  of  studies  and  data  as  to  treatment  out- 
come for  impaired  chemically  dependent  physicians 
is  somewhat  confusing.  BisselF  although  presenting 

Direct  correspondence  to  J.  Darrel  Smith.  MD,  6704  West  Tecumseh  Road,  Norman,  OK 
73072. 


much  valuable  information  as  to  the  course  of  al- 
coholism, affiliation  with  self-help  groups  such  as  Al- 
coholics Anonymous,  family  histories,  and  relapse 
rates,  does  not  address  treatment  except  to  consider 
initial  affiliation  with  a self-help  group  as  an  initia- 
tion of  treatment  and  hence  to  measure  abstinence 
from  alcohol  based  on  self  report  of  last  alcoholic 
drink.  Those  data  are  based  on  abstinence  from  al- 
cohol only  versus  the  broader  chemical  dependency 
concept  of  polydrug  abuse  or  addiction. 

Johnson  and  Connelly^  followed  50  physicians 
treated  at  Menninger  Clinic  and  reported  64%  im- 
provement. Kliner^  reported  (on  data  compiled  from 
a questionnaire  study  one  year  after  discharge  of  67 
physicians  treated  at  Hazelden  in  which  the  spouse 
or  significant  other  also  was  asked  to  respond)  that 
76%  were  abstinent  since  discharge. 

In  1979  Goby,  et  al®  found  (via  telephone  follow-up 
interviews)  that  44%  (19  of  43)  of  physicians  were  ab- 
stinent since  discharge  from  treatment  (over  a 10- 
year  period)  at  Lutheran  General  Hospital  in  Illinois. 
However,  24%  were  not  improved.  Physicians  rep- 
resented 0.5%  of  the  10,000  patients  treated  in  this 
period  and  did  not  differ  significantly  from  other  pa- 
tients. 

Gallegos®  reported  that  of  physicians  completing 
4 months  supervised  treatment  at  a facility  specifi- 
cally for  health  care  professionals,  73.9%  (185  of  250) 
had  complete  abstinence  (from  alcohol  and  drugs)  for 
two  years  or  longer,  while  another  3.4%  had  brief  re- 
lapses but  subsequently  attained  abstinence,  for  a 
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total  favorable  treatment  outcome  report  of  77.3%.  As 
stated,  this  study  is  based  on  a 4-month  treatment 
plan  while  the  other  studies  discussed  above  were 
based  generally  on  4-  to  6-week  treatments. 

The  problem  with  the  addict’s  self-reporting  as  to 
abstinence  and  treatment  outcomes  are  obvious.  In 
the  alcoholism/chemical  dependency/addictions  field 
and  literature,  there  are  ongoing  problems  of  ter- 
minology as  to  the  definitions  of  addiction,  chemical 
dependency,  alcoholism,  substance  abuse,  treatment, 
follow-up,  sobriety,  abstinence,  improved  versus  not 
improved,  and  relapse.  Often  these  and  other  terms 
are  used  without  adequate  definition.  Another  prob- 
lem with  much  of  the  treatment  outcome  data  is  that 
the  research  is  often  conducted  by  or  on  the  behalf  of 
the  treatment  facility  whose  patients’  treatment  out- 
comes are  being  evaluated. 

This  study  was  designed  to  evaluate  treatment 
outcomes  for  various  types  of  chemical  dependency 
treatments  by  review,  analysis,  and  compilation  of  in- 
dependent data.  It  was  hypothesized  that  the  long- 
term treatment  structured  especially  for  health  care 
professionals  would  have  more  favorable  treatment 
outcome  rates  as  defined  by  abstinence  from  alcohol 
and  other  mood  altering  drugs. 

Method 

Information  was  accumulated  and  analyzed  relating 
to  physicians’  chemical  dependency,  treatments,  and 
reentry  into  the  medical  profession,  including  follow- 
up monitoring.  This  data  is  from  the  files  and  records 
of  the  Oklahoma  State  Medical  Association’s  Physi- 
cians’ Recovery  Program  and  from  the  Oklahoma 
State  Board  of  Medical  Licensure  and  Supervision. 
Information  available  included:  (1)  complaint  reports 
from  various  sources,  (2)  investigative  reports  includ- 
ing interviews,  prescription  audits,  arrests,  and  other 
legal  matters,  (3)  medical  and  hospitalization  records 
of  the  subject  physician,  (4)  pleadings  and  other  legal 
documents  form  the  Board  of  Medical  Licensure’s 
hearings,  (5)  information  from  other  states’  licensing 
agencies,  (6)  chemical  dependency  diagnosis  and  spe- 
cific treatment  information  and/or  ongoing  therapies, 
and  (7)  post-treatment  reports  related  to  behavior 
monitoring  as  well  as  results  of  various  regimes  of 
drug  screening  procedures.  No  physician  was  con- 
tacted directly  to  self-report  his  status  for  the  pur- 
pose of  this  study.  Individual  confidentiality  of  all 
non-public  records  has  been  maintained. 

Although  there  were  in  total  some  200  physicians 
who  have  been  involved  with  the  Physicians’  Recov- 
ery Program  and/or  the  Medical  Licensing  Board, 


during  the  period  1984  through  1989,  there  was  infor- 
mation readily  available  from  the  above  described 
sources  on  133  treatment  experiences  of  120  physi- 
cians, which  constituted  the  study  population.  It 
should  be  noted  that  some  of  these  subjects  had  mul- 
tiple treatments.  However,  treatment  and  outcome 
experiences  used  for  this  study  were  only  those  veri- 
fiable through  sources  described  above.  This  study  is 
an  analysis  and  tabulation  of  those  133  treatments 
and  outcomes,  and  as  sequential  information  was  not 
consistently  available,  there  was  no  attempt  at  a 
longitudinal  analysis  of  the  sequence  of  types  of 
treatments  and  related  outcomes.  Treatment  types 
were  not  selected  for  this  study.  Rather,  this  study  is 
retrospective  in  analyzing  treatments  and  outcomes. 
Treatment  type  was  generally  selected  in  one  or  more 
of  the  following  ways:  mandate  by  the  Medical 
Licensing  Board  or  other  legal  authority,  or  employ- 
er; suggestion  or  referral  via  the  Physicians’  Recov- 
ery Program;  or  self-selection. 

Data  were  compiled  and  analyzed  as  to  type  of 
treatment  for  chemical  dependency  and  grouped  as 
follows: 

Type  I Inpatient  and  outpatient  chemical  de- 
pendency treatment  specifically  for 
health  care  professionals  for  a super- 
vised treatment  period  of  3 to  4 months. 

Type  II  Inpatient  chemical  dependency  treat- 
ment for  4 to  6 weeks. 

Type  III  Other  treatment  modalities  including 
chemical  dependency  outpatient  treat- 
ment, psychiatric  or  psychological 
therapy  or  counseling,  self-help  groups 
without  prior  chemical  dependency 
treatment. 

Explanation  of  Treatment  Types.  Chemical  de- 
pendency inpatient  treatment/rehabilitation  pro- 
grams (typically  4 to  6 weeks  and  presented  here  as 
“Type  11”)  begin  with  physical  detoxification  which 
can  last  several  days  or  more  depending  on  drugs 
used,  amount  and  duration  of  drug  usage,  and  indi- 
vidual age  and  health  factors.  After  initial  detoxifica- 
tion, this  type  of  treatment  involves:  (1)  extensive 
education  about  alcoholism  and  addiction  to  other 
drugs  as  disease  entities,  (2)  peer  group  therapy  par- 
ticularly focusing  on  breaking  through  the  denial 
system,  but  also  dealing  with  individual  negative 
behaviors  and  psychological  defense  mechanisms, 
(3)  family  systems  information  and  family  therapy, 
and  (4)  introduction  to  and  attendance  at  the  appro- 
priate 12-step  program  meetings  such  as  Alcoholics 
Anonymous. 
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Outpatient  (nonresidential)  chemical  depen- 
dency treatment  (one  of  the  treatment  modalities 
considered  in  “Type  III”)  involves  much  of  the  same 
educational  and  therapeutic  processes  while  the  pa- 
tient continues  to  live  at  home  and  work  at  his  usual 
job.  Although  this  is  a less  costly  type  of  treatment 
and  seems  to  work  well  for  persons  in  some  types  of 
occupations,  for  obvious  reasons  it  is  generally  not 
considered  a viable  treatment  option  for  profession- 
als such  as  physicians  or  airline  pilots  whose  errors 
in  judgment  or  physical  disabilities  can  so  adversely 
affect  others.  Also  outpatient  treatment  lacks  the  in- 
tensity, time  duration,  and  immersion  benefit  of  inpa- 
tient treatment. 

The  specialized  extended  treatment  programs  for 
health  care  professionals  utilize  inpatient  programs 
similar  to  the  above  described  as  a beginning  treat- 
ment process  enlarging  therefrom  to  supervised  resi- 
dential half-way  house  and  outpatient  phases  lasting 
an  additional  two  to  three  months.  These  extended 
treatment  phases  involve  structured  group  living  in 
supervised  “recovery  residences”  in  the  ambiance  of 
an  extended  family.  This  experience  serves  to  en- 
hance communication,  conflict  resolution,  trust,  and 
supportive  relationships  — to  further  and  somewhat 
forcibly  fracture  the  isolation  that  is  such  an  integral 
part  of  chemical  dependency  and  is  often  more  pro- 
nounced in  chemically  dependent  physicians  due  to 
the  intense  guilt  and  shame  involved.  Also  in  this  ex- 
tended treatment  phase  is  the  mirror  image  therapy 
which  is  based  on  the  concept  that  one  learns  best 
what  he  teaches  and  requires  the  impaired  physician 
to  work  in  an  alcohol/drug  counselor  trainee  role. 
This  therapeutic  technique  serves  to  act  as  an 
extended  intervention  since  as  he  counsels  and  con- 
fronts his  patients,  he  often  sees  mirrored  rationali- 
zations and  justifications  (the  underpinnings  of  denial) 
which  he  thought  were  so  uniquely  his.  Ongoing  also 
are:  (1)  monitored  daily  participation  in  12-step  pro- 
grams, (2)  therapy  groups  (personal  and  family  is- 
sues), (3)  planning  for  post-treatment  aftercare  to 
maintain  abstinence,  and  (4)  continuing  participa- 
tion in  other  aspects  of  a personal  recovery  program 
which  includes  significant  life-style  changes. 

Treatment  Outcomes.  Treatment  outcomes  were 
analyzed  and  categorized  as  follows: 

Category  1 Abstinence  from  mood-altering 
drugs  (including  alcohol)  except  for 
in-hospital  or  verifiable  medical 
necessity. 

Category  2 Brief  relapse  without  return  to  ad- 
dictive pattern  (relapse  less  than  1 


Category  3 

Category  4 
Category  5 
Category  6 


week  duration  and  no  more  often 
than  once  yearly). 

Relapses  to  drug  and  alcohol  use 
with  return  to  addictive  pattern  (re- 
lapse greater  than  1 week  duration 
and  more  often  than  once  yearly). 
Death  resulting  directly  from  drug/ 
alcohol  use. 

Lost  medical  license  or  left  medical 
profession  involuntarily. 

Current  situation  not  verifiable. 


Results 

The  sample  population  of  120  doctors  consisted  of:  93 
MDs,  16  DCs,  5 DDSs,  4 DVMs,  and  2 DPMs. 

In  the  sample  population  there  were  47  Type  I 
treatments  (3-4  months);  65  TVpe  II  treatments  (4-6 
weeks);  and  21  Type  III  (Other)  treatments.  These 
add  to  a greater  number  than  120  (number  of  physi- 
cians in  the  study  population)  because  some  subjects 
had  more  than  one  type  of  treatment.  For  example, 
if  a physician  had  a Type  II  treatment,  subsequently 
had  a significant  relapse  and  had  to  be  retreated 
using  Type  I treatment,  that  would  be  counted  in 
both  groups  of  Type  I and  II.  However,  many  of  the 
physicians  have  had  multiple  treatments,  particu- 
larly Types  II  and  III,  but  as  specific  numbers  of  treat- 
ments were  not  consistently  available,  there  was  no 
attempt  to  enumerate  and  count  each  treatment  ex- 
perience. 

Table  1 shows  of  Type  I treatment,  85%  (40  of  47) 
have  had  a favorable  outcome  as  defined  as  absti- 
nence or  a brief  relapse  without  return  to  addictive 
pattern.  Of  Type  II  treatments,  only  37%  (24  of  65) 
had  a favorable  outcome.  Over  half  (54%  or  35  of  65) 
of  Type  II  treatments  failed  to  prevent  significant  re- 
lapse leading  to  return  to  addictive  patterns;  and 
same  is  true  of  62%  (13  of  21)  of  Type  III  treatments. 
It  is  also  significant  that  of  the  most  unfavorable  out- 
comes (involuntarily  leaving  the  medical  profession 
and  death),  14%  (3  of  21)  occurred  in  the  Type  III 
treatment  category.  A t test  showed  statistical  relia- 
bility (t  = .75,  df  — 15,  p<.01). 


Discussion 

These  results  confirm  the  hypothesis  that  Type  I (3-4 
months)  treatment  is  significantly  more  effective 
than  Types  II  and  III  treatment.  Based  on  informal 
interviews  of  variously  treated  physicians,  reasons 
for  the  greater  success  rate  of  specialized  long-term 
treatment  include: 

(1 ) Ability  to  overcome  denial,  “hook  into  a recov- 
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Table  1 . Category  of  Treatment  Outcomes  by  Treatment  Type 


Cat.  1 

Abstinence 

Cat.  2 

Brief 

Relapse 

Cat.  3 

Return  to 
Addiction 

Cat.  4 

Death 

Cat.  5 

Left  Med. 
Profession 

Cat.  6 
Situation 
Unknown 

Type  1 
(3-4  mos.) 

39 

1 

5 

0 

1 

1 

Type  II 
(4-6  wks) 

20 

4 

35 

0 

1 

5 

Type  III 
(Other) 

4 

1 

13 

2 

1 

0 

ery  program”  and  relate  positively  to  other  health 
care  professionals,  which  often  occurred  after  the  sec- 
ond month  of  treatment  and  resulted  in  feelings  of 
much  less  personal  isolation  and  uniqueness;  and  in 
the  post-treatment  aftercare  led  to  continuing  affili- 
ation with  and  commitment  to  the  Physicians’  Recov- 
ery Program  and  weekly  meetings  as  well  as  ongoing 
participation  in  community  12-step  support  groups. 
Conversely,  short-term  treated  physicians  frequently 
report  they  were  the  only  doctor  in  treatment,  were 
indeed  treated  with  some  deference  hy  the  staff  and 
other  patients,  and  left  treatment  with  new  knowl- 
edge but  still  feeling  isolated  and  ashamed. 

( 2 ) Physicians  are  often  very  creative  in  their  pat- 
terns of  drug  use  and  sometimes  are  in  extended 
withdrawal  syndrome  for  weeks  to  months.  In  a spe- 
cialized treatment  center,  an  attempt  is  made  to  in- 
dividualize the  treatment  process  and  move  persons 
into  various  phases  of  treatment  as  they  become 
physically  and  mentally  able. 

(3)  The  simple  time  factor  of  an  additional  two  to 
three  months  to  repattern  behavior  and  learn  new 
nonchemical  coping  skills,  and  become  more  comfort- 
able with  the  changing  self-image  and  lifestyle. 

(4)  Constant  interaction  with  and  confrontation 
by  peers  over  an  extended  period  of  time  serves  to 
break  through  the  various  levels  of  the  denial  system 
as  to  chemical  dependency  as  well  as  negative  be- 
haviors. 

Type  I treatment  usually  followed  TVpes  II  and 
III,  particularly  in  those  early  years  when  the  Med- 
ical Board  and  Recovery  Program  were  in  a trial-and- 
error  and  learning  process  as  to  what  types  of  treat- 
ment were  most  effective.  This  is  a new  and  changing 
field,  and  we  still  have  much  to  learn  and  refine.  How- 
ever, as  it  has  become  obvious  that  Types  II  and  III 
treatments  resulted  in  many  more  relapse  problems 
than  Type  I,  of  course,  efforts  were  made  to  direct 
physician  patients  (whatever  discipline)  to  Type  I 


treatment.  The  effort  to  “sell”  TVpe  I treatment  to  the 
impaired  practitioner  has  been,  and  still  is,  most  suc- 
cessful in  cases  in  which  there  is  strong  pressure  from 
licensure  or  other  regulatory  agencies,  employers,  or 
hospitals. 

Very  significant  are  the  Category  3 (Relapse  and 
return  to  addiction)  rates:  11%  for  IVpe  I;  54%  for 
Type  II;  62%  for  TVP®  HI-  In  addition  to  painful  per- 
sonal losses  for  the  physician  and  his  family,  from  the 
State  Medical  Licensing  Board  and  general  public 
health  perspective  of  protecting  the  unsuspecting  pa- 
tients, these  Type  II  and  III  treatment  relapse  rates 
are  unacceptable. 

Categories  4 and  5 (Death  and  Leaving  the  med- 
ical profession)  for  Type  III  treatments  underline  the 
need  to  ensure  that  the  impaired  physician  is  super- 
vised and  protected  in  a hospital  or  other  safe  place 
until  he  is  not  so  vulnerable  to  suicide  or  other  vio- 
lent death.  Parenthetically,  there  are  several  more 
deaths  that  are  probably  attributable  to  chemical  de- 
pendency, but  were  “officially”  classified  as  auto  acci- 
dents or  other  accident  or  illness-type  deaths. 

These  results  confirm  certain  other  treatment 
outcome  studies  such  as  Gallegos®,  and  disagree  with 
other  studies  cited  in  the  introduction  of  this  paper. 
These  results  are  also  at  variance  with  published 
physician  treatment  outcome  studies  done  in  New 
Jersey  and  reported  by  Canavan.^  Clearly  there  is  a 
need  for  more  research  — both  broader  (including 
greater  numbers  of  cases),  and  more  in-depth  such  as 
longitudinal  interview-type  studies.  Self-reporting 
should  be  minimized,  and  verified,  when  possible.  (J) 
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Coming  next  month 

Manuscripts  being  prepared  for  publication  in  January  include 
a report  on  medical  students’  attitudes  about  AIDS,  a commentary 
on  continuing  medical  education  in  Oklahoma,  and  a paper  on  the 
University  of  Oklahoma  College  of  Public  Health  and  the 
American  Indian.  Also  being  planned  is  the  next  installment  in 
the  biographical  series,  Leaders  in  Medicine. 
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Occupational  Risk  Exposure  Reports 
Among  First  Responders  in  Oklahoma^ 
January  1989— December  1990 


Barbara  Gildon,  RN;  John  Harkess,  MD 


In  response  to  the  risk  of  occupationally  acquired  infec- 
tion with  hepatitis  B and  human  immunodeficiency 
virus,  the  State  of  Oklahoma  enacted  legislation  which 
provided  for  a system  of  notification  of  emergency  med- 
ical personnel  who  sustain  risk  exposures  to  blood  or 
other  potentially  infectious  body  fluids.  The  system  is 
based  on  the  immediate  report  of  the  exposure  to  the 
STD/HIV  Division  of  the  Oklahoma  State  Department  of 
Health.  Between  January  1,  1989,  and  December  31, 
1990,  emergency  response  facilities  reported  115  expo- 
sures to  blood  or  other  body  fluids.  There  was  a mean 
delay  of  12  days  between  exposure  and  report  to  the 
STD/HIV  Division.  Only  10  (9%)  of  the  exposed  workers 
had  been  previously  vaccinated  against  hepatitis  B,  and 
universal  precautions  were  in  use  only  40%  of  the  time. 
Forty-eight  reports  (41.7%)  indicated  exposures  that  did 
not  pose  a risk  of  disease  transmission.  These  data  indi- 
cate that  emergency  response  facilities  are  in  need  of 
further  education  directed  at  the  risk  and  prevention  of 
transmission  of  bloodborne  pathogens. 

In  response  to  the  risk  of  acquiring  hepatitis  B 
(HBV)  and  human  immunodeficiency  virus  (HIV), 
hospitals  and  other  inpatient  care  facilities  have  de- 
veloped policies  for  the  management  of  occupational 
exposures  to  blood  and  other  body  fluids  based  on  ac- 
cess to  the  patients,  their  records,  and  their  physi- 
cians. However,  no  formal  policies  have  existed  at 
facilities  which  employ  individuals  at  risk  but  do  not 
provide  inpatient  care,  such  as  fire  and  police  depart- 
ments, ambulance  services,  and  funeral  services. 

Direct  correspondence  to  Barbara  Gildon,  RN,  Oklahoma  State  Department  of  Health, 
STD/HIV  Division.  1000  Northeast  10th  Street,  Oklahoma  City,  OK  73117-1299. 


On  May  2,  1988,  the  State  of  Oklahoma  enacted 
legislation  which  provided  for  a system  of  notifica- 
tion of  emergency  medical  technicians,  paramedics, 
firefighters,  health  care  workers,  funeral  directors, 
and  peace  officers  who  incurred  “risk  exposures”  dur- 
ing health  care  activities,  emergency  response  ac- 
tivities, or  funeral  preparations.  The  Oklahoma 
State  Department  of  Health  (OSDH)  was  directed  to 
develop  rules  and  regulations  for  such  a system. 

Methods 

The  “Occupational  Risk  Exposure  Reporting  Sys- 
tem” was  developed  by  a multidisciplinary  team  com- 
prised of  representatives  of  the  OSDH  AIDS  (now 
STD/HIV)  Division  and  legal  services,  firefighter 
and  police  organizations,  ambulance  services,  hospi- 
tals, the  Oklahoma  State  Legislature,  funeral  ser- 
vices, the  State  Medical  Examiner’s  office,  and  infec- 
tious disease  physicians. 

When  an  exposure  occurs  which  has  the  potential 
for  disease  transmission  (ie,  percutaneous,  non-intact 
skin  or  mucous  membrane  exposure  to  blood,  or  di- 
rect mouth-to-mouth  resuscitation),  the  exposed  em- 
ployee is  to  immediately  notify  his  or  her  supervisor 
and  initiate  a report.  The  report  form  asks  for  infor- 
mation about  the  exposed  worker,  the  source  patient, 
and  the  circumstances  of  the  exposure.  One  copy  is 
sent  immediately  to  the  OSDH  STD/HIV  Division 
and  the  second  is  delivered  to  the  health  care  facility 
that  received  (or  cared  for)  the  patient.  The  health 
care  facility  then  completes  the  form  with  informa- 
tion on  the  behavioral  risk  factors  of  the  source  pa- 
tient, the  patient’s  diagnosis,  whether  or  not  the  pa- 
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tient  was  known  to  have  any  communicable  disease, 
whether  or  not  HBV  and  HIV  testing  was  done,  and 
the  results.  The  health  care  facility  is  to  call  the  STD/ 
HIV  Division  immediately  if  a communicable  dis- 
ease is  identified  and  if  not,  the  form  is  sent  by  mail 
to  the  division. 

Once  the  STD/HIV  Division  is  aware  of  an  expo- 
sure and  the  source  patient  information,  an 
epidemiologist  notifies  the  exposed  worker  directly 
and  makes  appropriate  recommendations  for  follow- 
up. 

In  January  of  1989,  copies  of  the  legislation,  the 
rules  and  regulations  developed  by  the  OSDH,  the 
form  by  which  exposures  were  to  be  reported,  and  a 
cover  letter  of  explanation  were  mailed  to  each  facil- 
ity in  the  state  that  would  be  covered  by  the  system. 
The  system  was  to  be  in  effect  immediately  upon  re- 
ceipt of  the  information. 

Results 

Between  January  1,  1989  and  December  30,  1990, 
115  exposures,  involving  68  known  and  4 unknown 
source  patients,  were  reported  through  the  notifica- 
tion system.  Eighty-five  (74%)  of  the  115  reported  ex- 
posures were  to  firefighters,  19  ( 16.5%)  to  police  offic- 
ers, and  11  (9.5%)  to  ambulance  service  EMTs.  Expo- 
sures to  Tulsa  firefighters  accounted  for  56  (49%)  of 
the  reports.  Only  28  (24%)  reports  came  from  areas 
other  than  Tulsa,  Oklahoma  City,  or  Lawton.  Fifty- 
five  (48%)  reported  exposures  occurred  between  7 AM 
and  3 PM,  fifty-one  (44%)  between  3 pm  and  11  pm, 
and  9 (8%)  between  11  PM  and  7 AM. 

Overall,  11  (9.6%)  of  the  115  reported  exposures 
were  percutaneous  exposures  to  blood,  19  (16.5%) 
were  blood  to  non-intact  skin,  17  (14.8%)  were  blood 
to  mucous  membranes,  and  12  (10.4%)  were  to  res- 
piratory secretions.  Forty-eight  reports  (41.7%)  indi- 
cated exposures  that  did  not  pose  a risk  of  disease 
transmission  ( ie,  exposure  to  vomitus,  blood  on  intact 
skin,  etc).  The  type  of  exposure  was  unknown  for  8 
(7%)  reports. 

Forty-two  (49%)  reports  involving  firefighters  did 
not  pose  a risk  of  disease  transmission  compared  to 
5 (26%)  among  police  and  1 (9%)  for  an  ambulance 
service  EMT.  Routes  of  exposure  by  occupation 
among  exposed  workers  for  whom  information  is 
known  and  who  sustained  risk  exposures  are  listed 
in  the  table. 

Of  the  115  exposure  reports,  for  27  (24%)  the 
source  patient  was  found  to  have  behavioral  risk  fac- 
tors for  either  HIV  or  HBV  infection.  For  29  reports 
(25%),  risk  factors  were  unknown. 


In  response  to  the  exposures,  of  the  68  known 
source  patients,  42  (62%)  were  not  tested  for  either 
HBsAg  (the  infectious  antigen  of  the  hepatitis  B 
virus)  or  HIV,  9 ( 13%)  were  tested  for  HIV  only,  2 (3%) 
were  tested  for  HBsAg  only,  and  15  (22%)  were  tested 
for  both  HIV  and  HBsAg.  Reasons  for  not  testing  in- 
cluded discharge  or  death  of  the  source  patient  before 
the  exposure  was  reported  to  the  receiving  facility,  a 
low-risk  assessment  by  the  receiving  facility  for 
source  patient  infection  with  HIV  or  HBsAg,  and  a 
lack  of  understanding  of  the  need  to  perform  both 
tests  by  persons  responsible  for  performing  the  as- 
sessments. 

Four  of  the  17  (23.5%)  source  patients  tested  for 
HBsAg  were  positive,  compared  to  2 of  24  (8%)  tested 
for  HIV.  No  patient  was  positive  for  both.  A total  of 
17  employees  (14  firefighters  and  3 police  officers)  re- 
ported exposure  to  HBsAg-positive  sources.  However, 
only  2 were  assesssed  to  be  risk  exposures  (1  per- 
cutaneous, 1 mucous  membrane).  Neither  employee 
had  previously  been  vaccinated  with  hepatitis  B vac- 
cine. Four  employees  (all  firefighters)  reported  expo- 
sures to  HIV-positive  sources.  None  of  the  four  was 
assessed  to  be  a risk  exposure.  To  date,  there  have 
been  no  reports  of  subsequent  infections  with  either 
hepatitis  B or  HIV  among  exposed  employees. 

The  mean  time  interval  between  exposure  and  re- 
port of  the  exposure  to  the  health  department  (by 
either  the  employer  or  the  receiving  facility, 
whichever  was  first)  was  12  days.  The  mean  interval 
between  health  department  notification  and  em- 
ployee contact  was  11  days  in  1989  and  decreased  to 
1 day  in  1990,  resulting  in  a mean  interval  from  ex- 
posure to  employee  contact  of  21  days  in  1989  and  12 
days  in  1990. 

Only  10  of  the  115  (9%)  exposed  workers  had  pre- 
viously been  vaccinated  against  hepatitis  B.  Of  those 
who  had  not  been  previously  vaccinated  and  for 
whom  information  was  known  (including  those  with 
non-risk  exposures),  51  of  75  (68%)  received  hepatitis 
B vaccine  after  their  exposure. 

Information  on  the  use  of  gloves  was  known  for  77 
of  the  115  exposure  reports.  Of  these,  31  (40%)  indi- 
cated that  gloves  were  in  use  and  46  (60%)  that  they 
were  not  at  the  time  of  the  exposure.  Evaluation  of 
use  of  gloves  by  type  of  exposure  revealed  that  for 
non-intact  skin  exposures  (those  for  which  gloves 
would  be  most  effective  in  preventing  exposure), 
gloves  were  in  use  only  33%  of  the  time.  For  per- 
cutaneous exposures  (those  least  likely  to  be  effective 
in  preventing  exposure),  gloves  were  in  use  11%  of  the 
time.  For  reports  that  were  determined  to  not  be  risk 
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exposures,  gloves  were  in  use  50%  of  the  time.  Evalu- 
ation of  the  use  of  gloves  at  the  time  of  exposure  by 
occupation  of  exposed  worker  revealed  that  fire- 
fighters reported  using  gloves  56%  of  the  time,  com- 
pared to  none  of  the  exposed  police  officers,  and  only 
13%  of  ambulance  service  EMTs. 

Of  exposure  reports  assessed  to  be  risk  exposures 
(n  = 59),  17  (29%)  occurred  while  caring  for  persons 
with  injuries  caused  by  factors  other  than  motor  ve- 
hicle accidents  (ie,  falls,  burns,  etc),  17  (29%)  when 
responding  to  life-threatening  medical  conditions  in 
the  home  (ie,  cardiopulmonary  arrest),  16  (27%) 
when  caring  for  victims  of  automobile  accidents,  5 
(8%)  during  arrests,  and  4 (7%)  during  search  of 
police  vehicles  after  transport  of  arrested  persons. 

Discussion 

It  is  not  known  what  proportion  of  all  occupational 
exposures  that  occurred  during  the  time  period  were 
reported.  As  indicated  by  the  relatively  low  number 
of  reports  from  rural  fire,  police,  and  ambulance  ser- 
vices, these  may  be  under-represented.  No  reports 
were  received  from  funeral  service  employees,  al- 
though they  routinely  perform  procedures  which  may 
result  in  exposure  to  blood  and  other  body  fluids  cap- 
able of  transmitting  disease. 

We  found  that  the  majority  of  reports  came  from 
firefighters  and  that  they  were  more  likely  to  have 
been  wearing  gloves  when  exposed.  This  may  have 
been  due  to  the  active  educational  efforts  of  the  Okla- 
homa Firefighter’s  Association.  However,  reports 
from  firefighters  were  more  likely  to  be  assessed  as 
non-risk  exposures  (42%)  than  reports  from  police  or 
ambulance  services  (26%  and  9%  respectively). 

Appropriate  use  of  Universal  Precautions  might 
have  prevented  as  many  as  33%  of  reported  risk  expo- 
sures. Police  officers,  of  whom  none  were  wearing 
gloves  at  the  time  of  their  exposures,  sustained  a 
high  number  of  percutaneous  exposures  (7/13,  54%), 
4 of  which  were  needlesticks  acquired  during  car 
searches.  Gloves  most  likely  would  not  have  pre- 
vented these  exposures,  and  police  also  may  be  less 
able  to  predict  a potential  exposure  than  firefighters 
or  ambulance  service  EMTs. 


Occupational  Risk  Exposures 
by  Route  of  Exposure  and  Employer 

(/V=59) 

Oklahoma,  Jan.  1989-Dec.  1990 

Route  of 
Exposure 

Fire  Police  Ambulance 

Dept.  Dept.  Service  Total 

# % # % # % # % 

Percutaneous 

2 (6) 

7 

(54) 

2 (20) 

11 

(19) 

Non-lntact  Skin 

1 1 (30) 

4 

(31) 

4 (40) 

19 

(32) 

Mucous  Membrane 

13  (36) 

2 

(15) 

2 (20) 

17 

(29) 

Respiratory* 

10  (28) 

0 

2 (20) 

12 

(20) 

Total 

36  (61) 

13 

(22) 

10  (17) 

59 

(100) 

•Indicates  exposure  to  respiratory  secretions  (without  blood)  during  CPR 
Note;  Table  does  not  include  48  reports  assessed  as  not  to  be  risk  exposures  and  8 
reports  for  which  the  risk  is  unknown. 


The  mean  12-day  period  required  for  exposure  re- 
ports to  reach  the  state  health  department  does  not 
allow  the  opportunity  to  provide  adequate  post-expo- 
sure  therapy  for  hepatitis  B (HBIG  and  vaccine  must 
be  initiated  within  7 days  of  an  exposure).  Efforts  to 
facilitate  prompt  reporting  of  exposures  to  super- 
visors, timely  processing  of  the  exposure  reports,  and 
notification  of  the  health  department  should  be  pur- 
sued by  employers. 

Continued  and  expanded  educational  efforts  should 
be  directed  at  informing  all  fire  and  police  depart- 
ments, ambulance  services,  and  funeral  services  in 
the  state  about  the  types  of  exposures  which  consti- 
tute a risk  of  disease  transmission,  the  notification 
system  for  reporting  such  exposures,  and  the  benefits 
of  using  Universal  Precautions  and  receiving  pre- 
exposure vaccination  with  hepatitis  B vaccine.  Such 
efforts  should  concentrate  on  reaching  not  only  the 
individual  employees  at  risk,  but  also  persons  in  ad- 
ministrative positions  who  are  responsible  for  the  im- 
plementation and  management  of  the  notification 
system  and  for  funding  equipment  for  Universal  Pre- 
cautions and  hepatitis  B vaccination  programs.  (J) 

The  Authors 

Ms  Gildon  is  a nurse  epidemiologist,  and  Dr  Harkess  is  now  a fel- 
low in  Infectious  Disease,  University  of  Oklahoma  Health  Sci- 
ences Center. 
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Obstetrical  Practice  Survey  Report 

Healthy  Futures  Program,  May  2,  1991 

Joy  L.  Leuthard,  MS;  Meredith  Davison,  PhD;  Dick  Lorenz,  MSPH 


The  Healthy  Futures  Steering  Committee  is 
charged  with  the  responsibility  to  oversee  the  ac- 
' tivities  of  the  Healthy  Futures  project  in  the  state  of 
' Oklahoma.  This  project,  which  seeks  to  improve  the 
I health  of  Oklahoma’s  children  by  decreasing  the  in- 
fant mortality  rate,  focuses  on  both  assessment  of 
perinatal  health  care  issues  and  community  and 
I state  action  to  improve  the  problems  identified. 

I Within  months  of  the  initiation  of  the  project,  it 
became  apparent  that  the  number  of  physicians 
available  to  provide  obstetrical  care  was  insufficient 
I in  some  rural  counties  and  appeared  to  be  declining 
throughout  the  state.  Anecdotal  information  ob- 
tained in  many  conversations  with  physicians 
statewide  indicated  two  primary  factors  seemed  re- 
I sponsible  for  the  decrease  in  the  number  of  physi- 
I cians  willing  to  provide  obstetrical  care:  dissatisfac- 
I tion  with  the  level  of  Medicaid  reimbursement  for  de- 
I liveries  and  increasing  costs  and  concerns  regarding 
malpractice  insurance.  The  Physician’s  Liability 
! Subcommittee  of  the  Health  Futures  Steering  Com- 
mittee was  given  the  responsibility  of  investigating 
this  problem. 

Five  previous  studies  have  been  undertaken  to 
look  at  the  issue  of  obstetrical  practice  in  Oklahoma 
during  the  last  eight  years.  In  1983,  physicians  who 
were  responsible  for  delivering  one-half  of  the  babies 
bom  in  1982  responded  to  a survey  by  the  Legislative 
Perinatal  Task  Force.  This  survey  was  done  with  the 

1 

I Direct  correspondence  to  Joy  L.  Leuthard.  MS,  Oklahoma  State  Department  of  Health. 

I 1000  N.E.  10th  Street.  Oklahoma  City.  OK  73117-1299. 


cooperation  and  assistance  of  the  Oklahoma  State 
Medical  Association  (OSMA),  the  Oklahoma  Osteo- 
pathic Association  (OOA),  and  the  Maternal  and 
Child  Health  Service  (MCH)  of  the  Oklahoma  State 
Department  of  Health  (OSDH).  Nearly  sixty  percent 
(60%)  of  respondents  indicated  that  they  would  ac- 
cept Medicaid  patients  for  obstetric  care  and  an  addi- 
tional seven  percent  (7%)  said  they  would  accept 
Medicaid  only  in  special  circumstances.  In  an  open 
ended  question,  “What  is  needed  to  improve  mater- 
nity care  in  your  community,”  43%  of  the  respondees 
indicated  that  “resolving  professional  liability  con- 
cerns” and  40%  indicated  that  “solving  problems  in 
the  Medicaid  system”  were  priorities. 

In  a 1987  survey  of  public  health  providers  in  75 
Oklahoma  nonmetropolitan  counties,  the  Maternity 
Program  of  OSDH  found  that  six  counties  reported  no 
obstetrical  providers.  Fourteen  counties  reported  hav- 
ing either  no  doctors  (2  counties)  or  only  one  doctor 
(12  counties)  who  would  accept  Medicaid  as  a pay- 
ment for  services. 

The  Physician’s  Liability  Insurance  Company  of 
Oklahoma  (PLICO)  had  surveyed  its  members  in 
1987  and  again  in  1989  in  regard  to  obstetrical  ac- 
tivities. They  found  that  the  most  common  reason  of 
both  obstetrician  and  family  practitioners  for  discon- 
tinuing obstetrics  was  the  high  cost  of  liability  insur- 
ance and  the  perceived  increased  risk  of  malpractice 
suits.  There  were  no  significant  differences  in  these 
studies.  The  surveys  included  only  MDs,  since  PLICO 
provides  medical  malpractice  insurance  only  to  allo- 
pathic physicians. 


I Okla  State  Med  Assoc,  Vol  84,  December  1991 


607 


OBSTCTRICAL  PRACTICE  SURVEY 


In  1988,  the  Oklahoma  Medical  Research  Found- 
ation’s Center  for  Health  Policy  Research  conducted 
a study  that  focused  on  the  practice  of  obstetrics  in 
the  75  non-metropolitan  counties  of  Oklahoma.  This 
study  suggested  that  “the  obstetrical  service  corps  of 
physicians  is  being  depleted.  A disproportionate 
share  ...  of  providers  are  discontinuing  obstetrics 
for  reasons  related  to  liability  costs  and  concerns.* 

In  1990,  the  Physician  Liability  Subcommittee  of 
the  Healthy  Futures  Steering  Committee  decided  to 
devise  a study  that  went  further  than  the  previous  in- 
vestigations. Attitudes  toward  Medicaid,  liability  is- 
sues, and  their  impact  on  obstetric  care  were  the 
focus  of  this  survey.  The  survey  was  distributed  to  all 
physicians  in  Oklahoma  who  were  potentially  doing 
obstetrics,  both  MDs  and  DOs  in  the  specialties  of 
obstetrics/gynecology  (ob/gyn),  family  practice,  and 
general  practice.  In  a cooperative  effort,  the  Okla- 
homa Osteopathic  Association  and  the  Oklahoma 
State  Medical  Association  mailed  the  survey  to  their 
membership  with  a cover  leter  soliciting  each  physi- 
cian’s cooperation. 

Results 

Response  Rate.  Surveys  were  mailed  to  1,698 
physicians,  1,025  MDs  and  673  DOs  in  the  fall  of 
1990.  Responses  were  received  from  611  physicians 
for  a response  rate  of  36%.  Four  hundred-twenty-nine 
MDs  and  180  DOs  returned  the  survey  for  a response 
rate  of  42%  and  27%,  respectively.  (Two  surveys  did 
not  have  an  indication  of  the  respondent’s  degree.) 

Demographics.  Survey  respondents  practice  in 
71  of  Oklahoma’s  77  counties.  The  following  counties 
had  no  respondents:  Beaver,  Cotton,  Harper,  Jeffer- 
son, Latimer,  and  Roger  Mills.  Of  the  counties  with 
responses,  the  physicians  did  not  provide  obstetrical 
services  in:  Bryan,  Coal,  Grant,  Greer,  Harmon,  Has- 
kell, Hughes,  Lincoln,  Love,  McIntosh,  Murray,  and 
Seminole. 

The  ages  of  the  survey  respondents  ranged  from 
less  than  30  to  over  70.  The  average  age  of  the  physi- 
cian responding  was  between  40  and  44. 

Three  physician  specialties  were  included  in  the 
study  population.  Obstetrician/gynecologists  ac- 
counted for  18.4%  of  the  respondents,  48.8%  were 
family  practitioners,  and  the  other  32.9%  listed 
themselves  as  general  practitioners.  One-hundred 
twenty-one  respondents  did  not  indicate  their  spe- 
cialty. Ninety-four  percent  (94%)  of  the  ob/gyn  physi- 


^Obstetrics  in  Non-Metropolitan  Oklahoma.  Oklahoma  Medical  Research  Foundation, 
Tulsa,  Oklahoma  1989. 


cians  were  MDs,  fifty-nine  percent  (59%)  of  the  total 
respondents  were  family  practitioners,  and  16%  were 
general  practitioners.  The  majority  of  the  osteopathic 
physicians  responding  were  either  general  or  family 
practitioners. 

Ninety-five  percent  (95%)  of  the  physicians  re- 
sponding to  the  survey  were  either  in  solo  (54%)  or 
partnership/group  practice  (41%).  The  remaining  in- 
dividuals were  divided  among  HMO,  Indian  Health 
Service,  and  public  health  practices. 

Questionnaire  Responses 

Question  1:  Does  your  practice  include  obstetri- 
cal patients? 

Yes  48.0%  (286)  No  52.0%  (310)  N = 596 

When  analyzed  by  specialty  the  results  were: 
OB/GYN  Yes94.4%  (85)  No  5.6%  (5)N=  90 

Family 

Practice  Yes  51.9%  (122)  No48.1%  (113)  N = 235 
General 

Practice  Yes27.9%  (43)  No72.1%  (111)  N=  154 

Question  la:  If  yes,  approximately  how  many  de- 
liveries did  you  perform  in  1989? 

23,988  Total  Deliveries 

This  number  of  reported  deliveries  accounted  for  51% 
of  the  total  births  in  Oklahoma  in  1989. 11,536  (48%) 
of  the  23,988  reported  deliveries  were  in  Oklahoma 
or  Tulsa  (metropolitan  counties).  13,399  (56%)  of  the 
deliveries  were  in  Cleveland,  Comanche,  Garfield, 
Oklahoma,  and  Tulsa  counties  (counties  in  greater 
metropolitan  areas).  10,589  (44%)  of  the  deliveries 
were  in  rural  counties.  The  survey  thus  represents  a 
representative  mixture  of  Oklahoma’s  rural  and 
urban  population. 


Number  of 
Deliveries 

Frequency 

Percent 

<20 

57 

19.9% 

20-49 

79 

27.6% 

50-99 

53 

18.5% 

100  + 

97 

33.9% 

Question  2:  In  your  obstetric  practice: 

a.  Do  you  normally  provide  delivery  services  with 
your  prenatal  care? 

Yes  269  (96.1%)  No  11  (3.9%) 

b.  Do  you  normally  provide  prenatal  care  without  de- 
livery services  (planning  to  refer  the  patient  for 
delivery?) 

Yes  19  (7.1%)  No  250  (92.9%) 

c.  Do  you  perform  cesarean  sections? 

Yes  179  (64.9%)  No  97  (35.1%) 

When  analyzed  by  specialty  the  results  were: 
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Yes 


No 

OB/GYN  82  (97.6%)  2 ( 2.4%) 

Family  Practice  68  (56.7%)  52  (43.3%) 

General  Practice  7 (18.9%)  30  (81.1%) 

A majority  of  both  ob/gyn  and  family  practice  physi- 
cians perform  cesarean  sections.  Almost  all  ob/gyn’s 
but  only  slightly  more  than  half  of  family  practition- 
ers are  doing  surgical  deliveries.  Very  few  general 
practitioners  reported  that  they  perform  cesareans. 

Question  3:  What  changes  have  you  made  in  pro- 
viding obstetrical  care  in  the  past  3 years? 
a.  Reduced  or  stopped  providing  care  to  uninsured 
patients. 


Yes  76  (30.0%) 

No 

177 

(70.0%) 

b. 

Reduced  or  stopped  providing  care  to  medically 

high  risk  patients. 

Yes  109  (42.6%) 

No 

147 

(57.4%) 

c. 

Reduced  or  stopped  providing 

care 

to  Medicaid  pa- 

tients. 

Yes  77  (30.6%) 

No 

175 

(69.4%) 

d. 

Changed  practice  location. 
Yes  41  (16.3%) 

No 

210 

(83.7%) 

e. 

Reduced  the  number  of  obstetric  patients. 

Yes  66  (26.4%) 

No 

184 

(73.6%) 

f. 

No  change  in  the  past  3 years. 

Yes  85  (49.7%) 

No 

86 

(50.3%) 

g- 

Other 

Increase  OB  practice  — 5 responses 
Reduced  or  stopped  OB  practice  — 4 responses 
Half  of  the  respondents  have  made  changes  in  provid- 
ing obstetrical  care  in  the  last  3 years.  The  most  com- 
mon changes  all  involved  a reduction  in  obstetrical 
services,  particularly  to  medically  high  risk,  unin- 
sured, and  Medicaid  patients. 

Question  4:  If  you  have  reduced  or  stopped  your 
obstetrical  practice,  rank  the  3 most  important 
reasons: 

• Fear  of  obstetrical  malpractice  suit  (41%) 

• Inconvenience  of  practicing  obstetrics  (19%) 

• Excessive  professional  liability  insurance  pre- 
miums in  obstetrics  (17%) 

Question  5:  If  you  have  reduced  or  stopped  pro- 
viding care  to  medically  high  risk  patients,  please 
rank  the  following  reasons. 

• Increased  medical  legal  liability  (51%) 

• Believe  high  risk  patients  should  be  cared  for  by 
someone  with  more  specialty  training  (33%) 

• Lack  of  Medicaid  reimbursement  for  special  high 
risk  diagnostic  services  (ultrasound,  aminocen- 
tesis,  etc)  (11%) 

Question  6:  If  you  plan  to  drop  obstetrics  from 


your  practice,  please  indicate  the  date  this  will  occur. 
Data  from  this  question  is  inconclusive. 

Question  7:  Does  your  hospital  require  a 
minimum  amount  of  professional  liability  insurance 
for  staff  physicians  who  admit  OB  patients? 

Yes  235  (88.3%)  No  31  (11.7%) 

If  yes,  indicate  the  minimum  amount: 

<$1,000,000  53  (24.4%) 

$1,000,000  155  (71.4%) 

>$1,000,000  9 ( 4.1%) 

The  majority  of  physicians  surveyed  are  required  to 
carry  $1,000,000  of  professional  liability  insurance. 

Question  8:  Please  indicate  your  current  “glo- 
bal” fee,  including  prenatal  care  for  the  following  ser- 
vices: 

• Normal  spontaneous  vaginal  delivery  including 
prenatal  care  — Mean  reported  $1,202. 

• Cesarean  section  delivery,  including  prenatal  care 
— Mean  reported  $1,543. 

Question  9:  What  is  your  policy  regarding  pro- 
viding care  to  Medicaid  obstetric  patients? 

• Provide  care  to  a limited  number  of  Medicaid 
obstetric  patients  (86%) 

• Will  only  see  Medicaid  patients  who  have  a current 
eligibility  card  in  hand  (9%) 

• No  limit  on  number  of  Medicaid  obstetric  patients 
(3%) 

• Do  not  provide  care  for  Medicaid  obstetric  patients 
(2%) 

Most  physicians  who  responded  to  the  survey  provide 
care  to  a limited  number  of  Medicaid  obstetric  pa- 
tients. 

Question  10:  If  you  do  not  serve  Medicaid  pa- 
tients, serve  only  a limited  number  of  Medicaid  pa- 
tients, or  plan  to  reduce  or  drop  obstetric  patients, 
rank  the  3 most  important  reasons. 

• Overall  reimbursement  level  is  inadequate  (45%) 

• Multiproblem  patients  are  less  likely  to  keep  ap- 
pointments and/or  follow  instructions  (12%) 

• Pregnancies  are  high  risk  for  medical  and/or  social 
conditions  (9%) 

• Fear  of  malpractice  suit  (8%) 

• There  is  too  much  overhead  and  office  staff  time 
needed  to  deal  with  claims  (6%) 

• Reimbursement  of  special  services  is  inadequate 
(5%) 

• Timeliness  of  reimbursement  are  inadequate  (3%) 
The  overall  reimbursement  level  from  Medicaid  is 
deemed  inadequate  by  a large  number  of  respon- 
dents. 

Question  11:  Do  you  try  to  limit  your  obstetrical 
practice  to  “normal”  or  “low-risk  patients”? 
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Yes  143  (53.2%)  No  126  (46.8%) 

When  analyzed  by  specialty  the  results  were: 

Yes  No 


OB/GYN 

17 

(20.6%) 

65 

(79.3%) 

Family  Practice 

77 

(65.8%) 

40 

(34.2%) 

General  Practice 

31 

(83.8%) 

6 

(16.2%) 

Slightly  more  than  half  of  the  physician  respondents 
limit  their  practice  to  “low  risk”  patients.  Differences 
by  specialty  are  significant:  family  and  general  prac- 
titioners were  more  likely  to  restrict  their  practice  to 
low  risk  patients  than  were  ob/gyn’s. 

Question  12:  If  a plan  were  developed  wherein  all 
physicians  would  be  paid  a single  fixed  amount  for 
both  prenatal  and  delivery  care,  please  indicate  that 
level  of  reimbursement  below  which  you  would  not  ac- 
cept a “normal”  or  “low-risk”  OB  patient  for  a vaginal 
delivery  because  the  level  of  reimbusement  is  too  low. 
Assume  there  is  no  option  to  “balance  bill.” 


a. 

13 

(4.5%) 

Up  to  $750 

b. 

56 

(19.6%) 

$751-1,000 

c. 

113 

(39.5%) 

$1,001-1,200 

d. 

54 

(18.9%) 

$1,201-1,400 

e. 

23 

(8.0%) 

$1,401-1,600 

f 

6 

(2.1%) 

More  than  $1,600 

Almost  40%  of  the  respondents  indicated  that  they 
would  not  accept  a “low-risk”  patient  reimbursement 
below  $1,001-1,200.  29%  want  to  be  reimbursed  at  an 
even  higher  level. 

Question  13:  If  you  are  not  currently  practicing 
obstetrics,  what  factors  would  influence  you  to  begin 
practicing  obstetrics?  Rank  the  3 most  important 
reasons. 

• Lower  insurance  premiums  (28%) 

• Less  chance  of  being  sued  (27%) 

• Higher  reimbursement  for  Medicaid  patients 
(14%) 

• Better  call  and  backup  arrangements  (11%) 

• Obstetrics  update,  further  training  (9%) 

• Nothing  (4%) 

Most  physicians  responding  to  the  survey  indicated 
that  they  might  begin  practicing  obstetrics  if  the  lia- 
bility risk  were  reduced  and  Medicaid  had  a higher 
reimbursement  level. 

(Note:  Since  the  survey  was  done,  Medicaid  has  in- 
creased its  obstetrical  reimbursement  rates.  Survey  re- 
sults affected  this  change.) 

Question  14:  “Presumptive  eligibility”  (for  Med- 
icaid) gives  the  provider  criteria  to  presume  a preg- 
nant woman  to  be  eligible  for  Medicaid  when  her  ap- 
plication is  completed.  Medicaid  then  pays  for  a first 
intake  visit  regardless  of  later  elibility  status.  If 


Oklahoma  DHS  adopted  the  presumptive  eligibility 
program,  would  you  be  more  willing  to  accept 
Medicaid  patients? 

Yes  196  (43.5%)  No  255  (56.5%) 

Note:  The  Department  of  Human  Services  initiated 
presumptive  eligibility  January  1,  1991  in  28  ap- 
proved sites  statewide. 

Question  15:  Are  you  aware  of  non-physician  pro- 
viders of  obstetric  delivery  in  your  county? 

Yes  153  (28.7%)  No  380  (71.3%) 

Question  16:  What  do  you  feel  is  needed  to  im- 
prove maternity  care  and  its  availability  for  all 
women  in  your  community? 

Three  hundred  fifty-seven  (58%)  of  the  survey  repon- 
dents  wrote  comments  regarding  their  perception  of 
needs  to  improve  maternity  care  in  Oklahoma.  These 
comments  were  focused  on  the  following  issues:  lia- 
bility and  malpractice  concerns,  and  the  need  for  tort 
reform,  improvement  in  Medicaid  reimbursement 
levels  and  the  Medicaid  eligibility  certification  pro- 
cess, the  need  for  public  and  patient  education,  in- 
creased availability  of  family  planning  education 
and  services,  increased  state  and  federal  funding  for 
health  care  services,  increased  public  awareness  of 
services,  and  the  need  for  improved  economic  develop- 
ment statewide. 

Summary 

Oklahoma  physicians  in  three  specialty  areas  (oh/ 
gyn,  family  practice,  and  general  practice)  were  sur- 
veyed in  regard  to  their  practice  of  obstetrics.  The  611 
physicians  who  responded  included  a representative 
sample  in  regard  to  county  of  practice,  rural  vs 
urban,  age,  degree  (DO  & MD),  specialty,  and  type  of 
practice. 

Respondents  accounted  for  51%  of  the  total  1989 
births  in  Oklahoma  during  calendar  year  1989.  The 
vast  majority  (>90%)  of  respondents  report  that  they 
normally  provide  delivery  services  and  prenatal  care 
in  combination.  Cesarean  sections  are  performed  by 
almost  all  ob/gyns  (97.6%),  more  than  half  of  the  fam- 
ily practitioners  (56.5%),  and  a very  few  general  prac- 
titioners (18.9%). 

Half  of  all  physicians  responding  have  made 
changes  in  their  obstetric  practice  in  the  last  3 years. 
The  most  common  changes  are:  reducing  care  of  med- 
ically high  risk,  uninsured,  and/or  Medicaid  pa- 
tients. The  most  important  reasons  for  these  changes 
are:  fear  of  obstetric  malpractice  suits,  inconvenience 
of  obstetrics  and  excessive  professional  liability  in- 
surance premiums.  Specific  reasons  for  reducing  care 
to  medically  high  risk  patients  were  reported  to  be: 
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increased  medical  legal  liability,  belief  that  high  risk 
patients  should  be  cared  for  by  specialists,  and  lack 
of  Medicaid  reimbursement  for  diagnostic  services. 

Almost  90%  of  the  physicians  responding  to  the 
survey  are  required  to  carry  a minimum  amount  of 
professional  liability  insurance  by  the  hospital  where 
they  practice  with  the  most  frequently  stated  amount 
being  $1,000,000.  Current  average  “global  fees”  re- 
ported by  the  respondents  were  $1,202  for  a spontane- 
ous vaginal  delivery  and  $1,543  for  a cesarean  deliv- 
ery. 

In  regard  to  providing  care  to  Medicaid  obstetric 
patients,  98%  of  physicians  reporting  indicated  that 
they  serve  at  least  a minimum  number  of  Medicaid 
obstetric  patients.  Of  those  few  physicians  who  did 
not  serve  Medicaid  patients,  the  reasons  were 
primarily  related  to  the  level  of  Medicaid  reimburse- 
ment and  malpractice  concerns.  Approximately  half 
of  the  physicians,  primarily  family  and  general  prac- 
tice, limit  their  practice  to  “low-risk”  patients. 

Nearly  40%  of  the  physicians  responding  to  the 
survey  indicated  that  the  level  of  Medicaid  reim- 
bursement below  which  they  would  not  accept  a “nor- 
mal” or  “low-risk”  patient  was  between  $1,001  to 
$1,200,  almost  identical  to  current  average  “global 
fee.”  Additionally,  78%  of  all  responses  were  between 
$751  and  $1,400.  The  current  Medicaid  global  fee  for 
a normal  vaginal  delivery  is  $750.  (As  of  July  1,  1991, 
this  reimbursement  rate  increased  to  $1000.)  In 
other  words,  physicians  want  to  be  reimbursed  at  the 
same  rate  by  both  private  and  public  insurance. 

Factors  which  would  influence  doctors,  who  were 
not  practicing  obstetrics  at  the  time  of  the  survey,  to 
initiate  obstetrics  would  be  the  reduction  of  insur- 
ance premiums  and  reduced  chance  of  being  sued. 
Other  important  influences  also  mentioned  were 
higher  Medicaid  reimbursement,  better  call  and 
back-up  arrangements,  and  further  obstetrical  edu- 
cation. 

The  implementation  of  presumptive  eligibility 
would  motivate  almost  half  (44%)  of  the  physician  re- 
spondents to  accept  more  Medicaid  patients.  Pre- 
sumptive eligibility  was  adopted  and  implemented 
by  the  Department  of  Human  Services  (DHS)  Janu- 
ary 1,  1991.  Eligibility  cannot  be  determined  by 
physicians  in  private  practice.  Federal  regulations 
allow  presumptive  eligibility  to  be  done  only  in  pre- 
natal clinics  receiving  public  funding.  (J 
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Commentary 


Physician- Delivered  Smoking  Intervention 

Ronald  B.  Saizow,  MD 


More  Oklahomans  smoke  than  the  national  average. 
Oklahoma  ranks  among  the  top  15  states  for  its  smoking- 
attributable  mortality  rate  and  lung  cancer  death  rate. 
Although  physicians  are  strategically  placed  to  influ- 
ence smokers,  most  physicians  fail  to  effectively  prom- 
ote smoking  cessation.  By  developing  the  necessary 
knowledge,  skills,  and  attitudes,  the  physician  may  suc- 
cessfully deliver  smoking  intervention  within  the  con- 
text of  routine  office  visits. 

The  physician  must  identify  all  smokers  and  deliver 
a consistent  unambiguous  quit  smoking  message  at 
every  visit.  Establishing  the  patient's  readiness  for 
change  focuses  the  physician's  efforts  at  the  patient's 
specific  stage  of  cessation  which  enhances  likelihood  of 
success  and  reduces  physician  frustration.  For  patients 
ready  to  quit,  visits  may  be  scheduled  for  evaluation, 
quitting,  and  maintenance.  Utilizing  these  cost-effective 
office  based  strategies,  a physician  may  realistically 
achieve  a 15%  to  25%  success  rate  in  smoking  cessation. 

Oklahomans  smoke  at  an  alarmingly  higher  rate 
than  citizens  of  other  states.  The  heavy  smok- 
ing results  in  excessive  smoking-attributable  deaths, 
according  to  the  Oklahoma  Health  Watch. ^ Okla- 
homa ranks  among  the  top  15  states  for  its  smoking- 
attributable  mortality  rate  and  ranks  10th  highest 
for  lung  cancer  deaths.  In  1989,  32%  of  Oklahomans 
smoked.  Alarmingly,  Oklahoma  women,  aged  35  to 
64  years,  ranked  first  among  50  states  for  smoking 
prevalence,  35.4%.  Just  as  disturbing,  Oklahoma 
women  of  childbearing  age,  18  to  44,  ranked  sixth  for 
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smoking  prevalence,  31.5%,  putting  them  at  higher 
risk  for  miscarriages,  low  birth  weights,  and  prema- 
ture births. 

Part  of  Oklahoma’s  continued  high  prevalence  of 
cigarette  smoking  is  due  to  a poor  quit  ratio  as  com- 
pared to  other  states.  The  quit  ratio  is  the  percentage 
of  adults  who  have  smoked  at  some  point  in  their 
lives  but  have  since  quit  smoking.  In  1989,  Oklahoma 
ranked  40th  of  40  states  studied  for  cigarette  smok- 
ing quit  ratio.  The  report  concludes  that  the  state  has 
“a  critical  need  to  develop  and  implement  statewide 
smoking  cessation  and  prevention  programs.” 

Nationwide,  cigarette  smoking  is  the  single  most 
important  source  of  preventable  morbidity  and  pre- 
mature mortality.  The  estimated  annual  excess  mor- 
tality from  cigarette  smoking  in  the  US  exceeds 
350,000,  and  smoking  accounts  for  30%  of  coronary 
heart  disease  deaths,  30%  of  annual  cancer  deaths, 
and  nearly  all  of  the  deaths  from  chronic  obstructive 
lung  disease.  For  a 25-year-old  man  who  smokes  one 
pack  per  day,  lifespan  reduction  averages  4.6  years, 
whereas  for  a man  of  the  same  age  who  smokes  two 
packs  per  day,  8.3  years  of  expected  longevity  are 
lost.^ 

Physician  Impact  on  Smokers 

Former  Surgeon  General  C.  Everett  Koop  reported 
that  physicians  can  significantly  reduce  the  preva- 
lence of  smoking  in  this  country  if  they  promote 
smoking  cessation.^  Numerous  studies  support  the  ef- 
ficacy of  physicians’  advice  to  quit  smoking."*  Most 
physicians,  however,  are  not  advising  their  patients 
to  quit.®'®  Even  fewer  physicians  go  beyond  a recom- 
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mendation  to  quit  smoking  and  provide  their  pa- 
tients with  specific  advice  on  cessation. Anda  and 
associates  found  that  fewer  than  45%  of  smokers  who 
had  seen  a physician  in  the  previous  year  reported 
that  they  had  ever  been  told  to  quit  smoking  by  a 
physician.® 

The  primaiy  care  physician  is  strategically 
placed  to  influence  smokers.®  At  least  70%  of  smokers 
visit  their  physician  each  year,  and  the  average 
smoker  visits  a physician  4.3  times  annually. 
These  opportunities  for  interv'ention  are  often  missed 
by  physicians  who  believe  that  their  advice  to  quit 
smoking  is  not  worthwhile  or  are  ineffective  in  their 
efforts. “ Simple  physician  advice  to  quit  smoking  can 
result  in  an  annual  quit  rate  of  approximately  2%  to 
5%  which,  if  applied  nationwide,  represents  120,000 
to  240,000  people. Follow-up  sessions  may  double 
the  effect  of  advice  alone. 

Glynn  reviewed  the  relative  effectiveness  of  physi- 
cian-initiated smoking  cessation  programs.^®  He 
noted  a one-year  cessation  rate  of  3%  to  10%  among 
studies  using  minimal  counseling  intervention  by 
physicians.  Minimal  counseling  typically  consists  of 
a brief,  but  unequivocal,  message  to  stop  smoking 
and  usually  includes  the  provision  of  self-help  book- 
lets. In  studies  of  more  involved  physician  interven- 
tions, cessation  rates  of  13%  to  38%  have  been  re- 
ported. These  interventions  typically  include  more 
intensive  counseling,  frequent  and  scheduled  follow- 
up visits,  ancillary  staff  involvement,  and  education 
material.  The  use  of  nicotine  replacement  therapy 
has  been  used  in  both  minimal  and  intensive  inter- 
vention programs  for  physicians. 

Not  only  is  physician  intervention  successful,  it  is 
also  cost  effective.  Cummings  and  associates  esti- 
mate a cost  per  year  of  life  saved  of  $5,799  assuming 
a conservative  cessation  rate  of  2.7%  from  brief  ad- 
vice (four  minutes  of  counseling)  and  an  additional 
1%  cessation  from  a follow-up  visit  (devoted  entirely 
to  smoking  cessation).^®  The  addition  of  nicotine  gum 
to  physicians  advice  costs  $4,113  per  year  of  life 
saved.  This  highly  conservative  estimate  of  $9,912 
per  year  of  life  saved  compares  favorably  to  other  com- 
mon preventive  practices  such  as  treatment  of  moder- 
ate hypertension,  $11,300;  mild  hypertension, 
$24,408;  and  treatment  of  hypercholesterolemia  with 
cholestyramine,  $65,511  to  $108,189. 

With  successful  cost-effective  intervention  avail- 
able, why  aren’t  more  physicians  utilizing  smoking 
cessation  strategies?  Many  barriers  prevent  success- 
ful intervention.  Physicians  may  have  deficits  in 
their  knowledge  and  skills.  Beliefs  and  attitudes  may 


be  barriers.  Attitudes  such  as  a perceived  ineffective- 
ness and  lack  of  confidence  in  helping  patients  quit, 
an  emphasis  on  final  outcome  (ie,  quitting  without 
relapse),  a moralistic  view  of  behavioral  problems, 
personal  health  habits  or  a fear  that  counseling  ef- 
forts may  drive  patients  away  may  prevent  a physi- 
cian from  providing  smoking  cessation  intervention. 

Patient  barriers  also  must  be  recognized.  Patients 
may  have  knowledge  deficits,  inaccurate  health  be- 
liefs, low  self-efficacy,  limited  support  and  resources, 
or  a lack  of  commitment.  A successful  smoking  cessa- 
tion intervention  explicitly  recognizes  and  addresses 
these  barriers.  The  strategy  described  below  encom- 
passes the  necessary  knowledge,  skills,  and  attitudes 
for  a physician  to  provide  effective  smoking  cessation 
intervention  in  the  context  of  routine  office  practice. 

A Strategy  for  Intervention 

In  an  effort  to  synthesize  the  medical  literature  on 
smoking  cessation,  the  National  Cancer  Institutes’ 
Smoking,  Tobacco,  and  Cancer  Program  recently 
published  a reference  for  all  clinicians:  “How  to  Help 
Your  Patients  Stop  Smoking.’’®  The  document  pro- 
vides physicians  with  state-of-the-art  recommenda- 
tions for  promoting  smoking  cessation  using  a brief 
intervention  with  their  smoking  patients. 

Building  upon  the  NCI  program,  a strategy  utiliz- 
ing patient-centered  counseling  techniques  can  be 
applied  to  all  patient  visits.  This  strategy  focuses  on 
the  five  A’s:  address  the  agenda,  assess,  advise,  as- 
sist, and  arrange  follow-up.  First,  physicians  must  ad- 
dress smoking  at  every  visit.  It  is  surprising  that 
fewer  than  50%  of  smoking  patients  report  ever  being 
asked  whether  they  smoke,®  and  many  smoking  pa- 
tients report  that  they  would  try  to  quit  if  urged  to 
do  so  by  a physician. Ask  patients,  “Do  you  smoke?” 

The  next  step  is  to  assess  the  patient’s  smoking 
behavior.  More  than  identifying  the  pack-year  his- 
tory, this  assessment  gathers  data  about  the  person’s 
beliefs  and  knowledge  regarding  smoking  as  well  as 
past  experience  with  attempts  to  quit.  Establishing 
the  patient’s  readiness  for  change  enables  the  physi- 
cian to  focus  efforts  at  the  patient’s  specific  stage, 
thus  enhancing  the  likelihood  of  success  and  reduc- 
ing physician  frustration. 

Prochaska  and  DiClemente  have  identified  five 
stages  of  cessation:  precontemplation,  contempla- 
tion, action,  maintenance,  and  relapse.^®  At  the  pre- 
contemplation stage,  the  patient  has  not  been  consid- 
ering quitting  and  the  physician  should  inform  and 
raise  consciousness.  Matter-of-fact  information  is 
most  likely  to  be  effective,  whereas  exhortations  or 


/ Okla  State  Med  Assoc,  Vol  84,  December  1991 


613 


SMOKING  INTERVENTION 


extensive  advice  on  quitting  may  only  provoke  resis- 
tance to  change.  At  the  contemplation  stage,  the  pa- 
tient has  thought  about  quitting  and  may  want  to 
quit.  The  physician  can  work  with  the  patient  to 
weigh  the  pro’s  and  con’s  of  quitting  and  reinforce  the 
patient’s  motivation  to  quit.  Further  information 
about  reasons  to  quit  encourages  movement  toward 
a commitment. 

In  the  action  stage,  the  patient  is  ready  to  quit 
smoking  and  will  agree  to  a plan.  The  physician 
works  with  the  patient  to  develop  specific  strategies 
for  quitting.  In  the  maintenance  stage,  the  patient 
has  quit  and  is  maintaining  a nonsmoking  status  but 
is  at  risk  for  relapse.  Here,  the  physician  reinforces 
success  and  commitment.  In  relapse,  the  physician 
explicitly  addresses  the  patient’s  shame  in  failure 
and  uses  the  relapse  experience  to  teach  new 
strategies  for  avoiding  smoking  and  rebuilding  com- 
mitment to  quit.  These  five  stages  may  recur  in  the 
smoker’s  career  because  repeated  relapses  and  efforts 
to  quit  are  common,  with  the  successful  quitter  re- 
porting an  average  of  3.5  prior  attempts  and  re- 
lapses.^® 

Strongly  advise  all  smoking  patients  to  quit.  This 
message  must  be  clear,  direct  and  unambiguous,  such 
as:  “As  your  physician,  I must  advise  you  to  stop 
smoking  now’’  or  “Quitting  smoking  is  the  most  im- 
portant thing  you  can  do  for  your  health.’’  Although 
most  smokers  are  aware  of  the  risks  of  smoking  in 
general,  their  perception  of  personal  risk  is  often 
hazy.  Smokers  will  be  more  motivated  to  quit  if  they 
have  specific  information  about  the  effects  of  smok- 
ing on  their  own  health  and  life-style  and  how  these 
might  improve  if  they  stopped  smoking.  Personaliz- 
ing the  quit  smoking  message  will  enhance  its  effec- 
tiveness. 

To  assist  the  patient  in  stopping,  the  physician 
helps  set  a quit  date,  provides  self-help  materials, 
considers  prescribing  nicotine  gum  for  nicotine- 
dependent  patients,  and  establishes  a stop-smoking 
contract.  A follow-up  visit  more  than  doubles  the 
smokers  likelihood  of  quitting.  The  physician  needs 
to  arrange  for  follow-up  within  one  to  two  weeks  of 
the  quit  date  and  consider  a subsequent  follow-up  in 
one  to  two  months.  Follow-up  visits  emphasize  the 
importance  of  quitting,  provide  an  opportunity  to 
offer  support  and  reinforcement,  and  allow  for  prob- 
lem-solving to  overcome  difficulties. 

The  steps  of  addressing  the  smoking  agenda,  as- 
sessing, and  advising  can  occur  within  the  context  of 
regularly  scheduled  visits.  For  the  steps  of  assist  and 
arrange  follow-up,  as  well  as  more  detailed  assess- 


ment, focused  office  visits  allow  for  detailed  prepara- 
tion, informed  commitment  to  action,  and  relapse 
prevention.  An  evaluation  visit,  a stop  visit,  and  a 
maintenance  visit  form  the  basis  of  the  physician- 
delivered  smoking  intervention  program.  Building 
upon  the  program  developed  by  the  American  Academy 
of  Family  Physicians,  the  goals  and  objectives  of 
these  visits  are  defined  and  described  below. 

Evaluation  Visit 

For  the  patient  willing  to  quit  smoking,  the  evalua- 
tion visit  serves  to  motivate  and  confirm  the  patient’s 
commitment  to  smoking  cessation.  The  objectives  of 
this  visit  are  detailed  in  Table  1.  Explore  and  define 
the  patient’s  personal  reasons  for  quitting  (Table  2) 
and  the  barriers  that  prevent  cessation.  Be  prepared 
to  counter  the  patient’s  barriers  and  concerns  with 
factual  information  and  counterarguments  (Table  3). 
Many  smokers  have  quit  before  and  this  past  experi- 
ence will  provide  successes  to  build  upon  and  identify 
barriers  to  overcome.  Asking  “What  helped  you  last 
time?”  and  “What  were  the  circumstances  surround- 
ing your  starting  smoking  again?”  facilitates  this 
step.  It  is  estimated  that  the  average,  pack-a-day 
smoker  of  20  years  has  inhaled  cigarettes  over  one 
million  times,  each  inhalation  providing  opportunity 
for  conditioning  smoking  to  many  settings  or  situa- 
tions of  daily  life.^^  Explore  the  patient’s  behavioral 
cues  for  smoking  and  ask  them  to  consider  and  define 
alternative  behaviors  in  response  to  those  cues.  For 
example,  the  person  who  must  have  their  hands  oc- 
cupied when  anxious  or  stressed  might  play  with  a 
pencil  or  keychain.  Nicotine  dependence  may  be  de- 
termined by  the  Fagerstrom  questionnaire.^^  A posi- 
tive response  to  smoking  more  than  a pack  per  day 
and  smoking  the  first  cigarette  within  30  minutes  of 
awakening  suggests  nicotine  dependence. 

Finally,  the  evaluation  visit  concludes  with  choos- 
ing a quit  date  and  agreeing  on  a stop  visit.  The  quit 
date  should  be  soon,  usually  within  four  weeks,  and 
give  the  patient  time  to  prepare  to  stop.  Advise  a low 
stress  time,  perhaps  a significant  date,  such  as  a 
birthday  or  the  first  day  of  the  month.  Schedule  the 
stop  visit  on  or  just  before  the  quit  date. 

Stop  Visit 

The  goal  of  the  stop  visit  is  to  facilitate  the  successful 
action  of  quitting  smoking.  The  personal  reasons  for 
quitting  are  reviewed  and  specific  strategies  are  de- 
veloped to  overcome  barriers.  For  example,  the  pa- 
tient negotiates  with  a smoking  spouse  for  no-smok- 
ing areas  in  the  household.  The  possibility  for  relapse 
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Table  1.  Goals  and  Objectives  for  Office  Visits 

Once  the  patient  makes  an 

informed  commitment  to  quit,  these  steps  are 

recommended: 

Visit 

Goal 

Objectives 

1 . Evaluation 

Motivate  and  confirm  patient 
commitment  to  smoking 
cessation 

A.  Thorough  smoking  history 

1 . Determine  nicotine  dependence 

2.  Describe  experience  with  previous  quit  attempts 

3.  Describe  behavioral  cues 

4.  Explore  personal  reasons  for  quitting 

5.  Provide  factual  information 

6.  Explore  barriers 

B.  Set  a quit  date 

C.  Schedule  a stop  visit 

2.  Stop 

Facilitate  the  action  of 
quitting  smoking 

A.  Establish  strategies  to  overcome  barriers 

B.  Explicitly  address  relapse 

C.  Review  symptoms  of  nicotine  withdrawal 

D.  When  indicated,  prescribe  nicotine  gum  and 
review  its  use 

E.  Encourage  physical  exercise 

F.  Review  patient's  personal  reasons  for  quitting 

G.  Confirm  quit  date 

3.  Maintenance 

Promoting  new  behaviors  and 
relapse  prevention 

A.  Determine  areas  of  success  and  problems 

B.  Reinforce  success 

C.  Develop  strategies  for  problem  areas 

D.  Review  strategies  for  relapse 

E.  Determine  need  for  future  visits 

is  explicitly  addressed.  Even  with  careful  prepara- 
tion and  high  commitment,  relapse  is  common  and 
the  patient  must  know  that  the  doctor  is  committed 
to  continue  working  with  him  or  her  in  the  case  of 
relapse.  Establishing  an  agreement  for  the  patient  to 
phone  the  doctor  in  case  of  relapse  with  the  goal  of 
rebuilding  commitment  and  encouraging  action 
again  openly  addresses  the  potential  for  relapse,  rein- 
forces the  doctor’s  commitment  to  the  patient,  and 
opens  the  door  for  exploring  the  embarrassment  and 
shame  associated  with  relapse.  For  some  patients, 
the  agreement  itself  helps  prevent  relapse. 

In  this  visit,  the  symptoms  of  nicotine  withdrawal 
are  reviewed,  emphasizing  their  self-limited  nature. 
For  patients  with  nicotine  addiction,  options  to  han- 
dle withdrawal  symptoms  are  developed  and  nicotine 
gum  may  be  offered.  Nicotine  gum,  when  properly 
used  (Table  4),  has  generally  proven  to  be  helpful 
with  the  more  addicted  smoker.^*  It  appears  most  ef- 
fective when  used  in  conjunction  with  a program  ad- 
ministered by  a physician  or  other  health  profes- 
sional. Finally,  physical  exercise  may  be  encouraged 
to  diminish  withdrawal,  counteract  weight  gain,  and 


Table  2.  Common  Reasons  to  Quit  Smoking 


General 

• Increased  life  expectancy 

• Avoid  smoking-related  illness 

Specific  and  Personal 

• I want  to  reduce  my  personal  health  risks. 

• I want  to  reduce  the  risks  of  passive  smoking  to  my  family. 

• I want  to  set  a nonsmoking  example  for  my  children. 

• I want  to  get  rid  of  nicotine  stains  and  the  smell  of  tobacco. 

• I am  embarrassed  by  my  inability  to  control  this  habit. 

• My  smoking  is  affecting  my  performance  or  evaluataion  at 
work. 

• I want  to  get  into  better  physical  shape. 

• Smoking  is  costing  me  too  much. 

• Smoking  is  becoming  socially  unacceptable.  I am  feeling 
pressured  by  others  around  me  to  stop. 


promote  relaxation.  The  quit  date  is  confirmed  and 
plans  for  a maintenance  visit  are  made. 

Maintenance  Visit 

The  goal  of  the  follow-up  maintenance  visit,  sched- 
uled one  to  two  weeks  after  the  patient’s  quit  date. 
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Table  3.  Common  Patient  Concerns  with  Physician  Responses 


Patient  Concern 


Won't  I gain  weight 
if  I stop  smoking? 


My  spouse  smokes. 


Physician  Response 


• Not  every  person  who  stops 
smoking  gains  weight 

• Average  weight  gain  is  small: 

5-1 0 pounds 

• It  would  take  a weight  gain  of  75- 
1 00  pounds  to  counteract  the 
health  benefits  of  quitting 

• Offer  to  assist  the  spouse  to 
quit  smoking 

• Patient  can  negotiate  for  "smoke- 
free"  areas  of  the  home 


I don't  have  the 
willpower  to  stop 
smoking. 


• More  than  three  million  Ameri- 
cans stop  smoking  every 

year 

• Not  everyone  succeeds  the  first 
time,  but  many  people  are 
successful  after  several  attempts 

• There  are  a variety  of  tips  to  help 
you  in  the  written  materials  I will 
give  you 

• 1 will  give  you  all  the  support  I can 


What  should  I do  if  I • Cravings  are  a normal  part  of 

get  the  urge  to  smoke?  withdrawal 

• Most  cravings  last  only  a few 
minutes,  then  subside 

• Cravings  sharply  diminish  over 
the  first  few  weeks 

• Some  people  relieve  cravings  by 
chewing  sugarless  gum,  sucking 
on  straws  or  cinnamon  sticks,  or 
eating  carrot  sticks 

Adapted  from  "How  to  Help  Your  Patients  Stop  Smoking."  A National  Cancer  Institute 
Manual  tor  Physicians,  US  Department  of  Health  and  Human  Services. 


is  to  promote  the  new  behaviors  and  prevent  relapse. 
The  two  weeks  between  the  quit  date  and  the  follow- 
up visit,  when  physical  withdrawal  occurs  and  the 
smoking  habit  is  being  broken,  is  a difficult  time  for 
the  new  nonsmoker,  and  this  short-term  goal  of  one 
to  two  weeks  seems  more  manageable  than  the  goal 
of  quitting  forever.  The  objectives  of  this  visit  include 
determination  of  successes  and  their  reinforcement, 
identification  of  problem  areas,  development  of 
strategies  to  overcome  them,  and  anticipation  of  fu- 
ture challenges  with  plans  to  address  them. 

For  patients  who  have  quit,  offer  congratulations 
and  reinforcement.  If  nicotine  gum  was  prescribed, 
ask  about  any  problems  with  it  and  the  need  for  a re- 
fill. For  smokers  who  have  been  unable  to  quit,  dis- 


Table 4.  Guidelines  for  the  Use  of  Nicotine  Gum  as 
Part  of  a Smoking  Cessation  Program 


1.  Nicotine  Cum 


2.  Correct  chewing 
technique 


3.  Dose 


4.  Precautions 


A substitute  for  smoking 
Not  an  aid  to  cut  down 

Chew  gum  slowly  until  peppery 
taste  or  tingling  sensation 
Parkgum  between  cheek  and  gums 
Chew  slowly  to  release  more 
nicotine,  then  park  gum  on  other 
side  of  mouth 

Continue  to  chew  and  park,  chew 
and  park  for  about  30  minutes 
Don't  chew  continuously  like 
regular  gum 

Up  to  30  pieces  per  day 
Most  patients  chew  10-12  pieces 
per  day 

Can  continue  using  gum  for  up 
to  6 mos. 

Most  patients  taper  on  their  own 
before  this  time 

Contraindicated  during  pregnancy 
Keep  away  from  children 


From  Fiore  MC,  Pierce  JP,  et  al.  Cigarette  Smoking:  The  Clinician's  Role  in  Cessation, 
Prevention  and  Public  Health.  DM  April  1 990;  1 86-242. 


cuss  the  process  of  relapse,  ask  about  the  circum- 
stances of  the  relapse,  and  set  a new  quit  date  if  the 
patient  is  ready  again  to  take  action.  To  learn  more 
about  the  relapse,  ask  about  where  it  happened  and 
what  the  patient  was  doing  and  feeling  at  the  time. 
Ask  where  the  first  cigarette  came  from  and  what 
coping  strategies,  such  as  nicotine  gum,  were  used. 
Even  the  patient  who  quit  for  only  a few  hours  will 
have  encountered  some  successes  worthy  of  praise 
and  reinforcement.  Every  quit  attempt  is  an  opportu- 
nity for  the  smoker  to  learn  from  his  or  her  own  ex- 
perience and  build  more  successful  strategies  for  the 
next  attempt.  By  reframing  the  relapse  into  the  con- 
text of  a commonly  encountered  experience  that  pro- 
vides lessons  to  enhance  future  success,  the  physi- 
cian can  diminish  the  patient’s  sense  of  failure  and 
help  motivate  the  patient  toward  another  quit  at- 
tempt. 

Clinical  trials  have  shown  that  the  follow-up  visit 
enhances  the  success  rate  for  smoking  cessation. 
Some  patients  and  their  physicians  will  schedule  sub- 
sequent visits  at  one-to-two-month  intervals.  The 
goals  and  objectives  of  these  visits  are  similar  to 
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those  outlined  for  the  initial  follow-up.  These  visits 
are  especially  helpful  for  the  patient  using  nicotine 
gum  who  requires  assistance  in  tapering. 

Physician  Barriers  of  Time  and 
Reimbursement 

Physicians  may  modify  the  strategy  of  multiple  office 
visits  to  meet  the  specific  needs  of  their  practices  and 
the  resources  available  to  them.  Skilled  office  staff 
may  provide  substantial  support.  Mailers  and  tele- 
phone contacts  by  the  physician  or  staff  may  substi- 
tute for  visits.  A successful  program  addresses  the 
outlined  goals  and  objectives;  the  manner  in  which 
they  are  accomplished  may  vary. 

Tobacco  abuse  is  a codeable  diagnosis  — ICDM 
code  #305.1.  However,  many  insurance  policies  will 
not  cover  treatment  of  tobacco  abuse.  For  many  pa- 
tients, the  physician  will  be  managing  associated  dis- 
eases, such  as  coronary  artery  disease,  chronic 
obstructive  pulmonary  disease,  chronic  cough,  recur- 
rent sinusitis,  peptic  ulcer  disease,  or  dyspnea  on  ex- 
ertion, which  may  be  covered  by  third  party  payors. 
When  smoking  intervention  is  not  covered  by  insur- 
ance, most  patients  are  willing  to  pay  for  this  service 
themselves.  Smoking  directly  costs  them  money, 
from  $30  to  $200  per  month  in  cigarettes  alone,  and 
they  will  rapidly  recoup  the  nominal  costs  of  the 
physician-delivered  program. 

Summary 

Physicians  are  able  to  effectively  promote  smoking 
cessation  within  the  context  of  their  office  practice. 
A successful  physician-delivered  program  requires 
specific  knowledge  and  skills  as  well  as  defined 
strategies  for  implementation.  In  general,  the  physi- 
cian focuses  on  the  five  As  of  patient-centered  coun- 
seling for  smoking  cessation:  address  the  agenda,  as- 
sess, advise,  assist,  and  arrange  follow-up.  The  physi- 
cian delivers  a clear,  direct  and  unequivocal  quit 
smoking  message  at  every  visit.  The  patient’s  readi- 
ness for  change  is  determined,  and  the  physician’s  ef- 
forts are  focused  on  helping  the  patient  move  to  the 
next  stage. 

When  the  patient  is  ready  to  make  an  informed 
commitment  to  quit,  the  goals  and  objectives  of  the 
evaluation  visit,  quit  visit,  and  maintenance  visit  are 
addressed.  Utilizing  these  strategies,  a physician 


may  realistically  achieve  a 15%  to  25%  success  rate 
in  smoking  cessation.  Physician-delivered  smoking 
intervention  can  be  practiced  by  all  physicians. 
Physician-delivered  smoking  intervention  can  suc- 
cessfully achieve  cessation  for  our  smoking  patients, 
reduce  smoking-related  morbidity  and  mortality, 
and  thus  promote  health  for  these  patients  and  their 
families.  (J 
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News 


Other  information  sources  exist 

National  data  bank  has  financial  difficulties^  much  competition 


The  National  Practitioner  Data  Bank  (NPDB)  con- 
tinues to  flounder  financially.  In  July  1991,  $1.3  mil- 
lion in  public  health  service  funds  were  redirected  to 
the  NPDB  for  the  1991  shortfall.  The  House  Appro- 
priations Committee  included  $2  million  for  the 
NPDB  for  1992,  along  with  the  $5  million  projected 
from  user  fees.  Further  increase  in  user  fees  was  de- 
nied and,  due  to  budget  concerns,  no  Section  5 OBRA- 
90-4752(F)  actions  as  planned  for  1992  were  au- 
thorized. 

Note:  Section  5 of  OBRA-90 -4752(F)  is  a new  re- 
porting provision  requiring  state  licensing  authorities 
to  report  adverse  actions  including  surrender  or  loss 
of  licensure  to  the  HHS  secretary.  Section  5 also  man- 
dates that  “any  peer  review  organization  or  . . . private 
accreditation  entity  receiving  the  services  provided  by 
health  care  practitioners”  must  report  not  only  the 
above  but  also  “any  negative  action  or  finding.” 

The  AMA  is  continuing  to  urge  congressional 
leaders  to  repeal  the  mandates  in  Section  5 of  OBRA- 
90-4752(F). 

It  is  interesting  to  note  that  a recent  survey  re- 
vealed 49%  of  the  state  licensing  boards  are  not 
querying  the  NPDB.  Among  the  reasons  given  are: 
(1)  The  query  fees  are  too  high  and  (2)  the  informa- 
tion is  already  available  through  the  application  pro- 
cess, the  federation  of  state  medical  boards’  data 
bank,  the  AMA’s  National  Credentials  Verification 
Service  (AMA-NCVS),  and  mandatory  state  report- 
ing statutes. 

The  Oklahoma  State  Medical  Association  Hospi- 
tal Medical  Staff  Section  (OSMA-HMSS)  worked  to 
develop  and  support  the  AMA-NCVS  mentioned 
above.  This  is  a service  available  to  all  physicians  de- 
siring to  assemble  information  necessary  for  creden- 
tialing,  such  as  education,  residency  and  other  train- 
ing, and  practice  experience.  All  the  data  is  verified 
by  the  proper  sources  and  made  available  for  the 
physician  requesting  to  submit  to  credentialing  en- 
tities. This  service  eliminates  the  need  to  repeat  the 
entire  process  each  time  a hospital  or  other  creden- 
tialing entity,  such  as  a licensing  board,  requests 
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such  information.  A physician  requesting  this  service 
is  charged  according  to  his  residency  position  and 
AMA  membership.  The  credentialing  entities  are  re- 
quested to  sign  a contract  with  the  AMA-NCVS  but 
pay  only  when  the  credentialing  information  is  re- 
ceived. An  increasing  number  of  state  licensing 
boards,  including  Oklahoma’s,  are  using  this  service. 
Several  hospitals  in  the  Oklahoma  City  area  also 
have  contracted  for  the  service.  Physicians  who  can 
benefit  most  from  the  service  are  the  international 
medical  graduates,  those  in  practice  over  a long 
period  of  time  or  in  different  locations,  and  applying 
for  Oklahoma  licenses  or  hospital  staff  privileges. 

For  further  information  on  AMA-NCVS,  call 
AMA  staff  at  1-800-677-NCVS. 

In  Tulsa  County,  call  the  Tulsa  County  Medical 
Society,  as  Tulsa  County  has  their  own  physician  cre- 
dentials verification  service. 

For  OSMA,  call  Robert  Baker,  Associate  Director, 
1-405-843-9571  or  1-800-522-9452,  or  William  O. 
Coleman,  MD,  Chairman,  OSMA-HMSS,  1-405-946- 
0727. 

— William  O.  Coleman,  MD 


Rep.  Jeff  Hamilton  (D-Midwest  City)  (I)  and  Marvin  Emmerson  (r), 
executive  director  of  the  Oklahoma  Bar  Association,  join  OSMA 
President  Billy  D.  Dotter,  MD,  in  announcing  the  recent  formation 
of  the  OSMA/OBA's  Oklahoma  Coalition  for  Health  Care  Decision 
Legislation. 
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Five-day  program 

Critical  care  medicine  course  begins  in  OKC  on  February  29 


The  19th  Annual  Critical  Care  Medicine  Course  will 
be  held  February  29-March  5, 1992  at  the  Holiday  Inn 
Airport  West  in  Oklahoma  City. 

It  is  an  intensive  educational  experience  featur- 
ing didactic  presentations  and  workshops.  The  course 
is  presented  and  sponsored  by  the  Department  of 
Medicine,  College  of  Medicine,  University  of  Okla- 
homa Health  Sciences  Center,  and  the  Department 
of  Veterans  Affairs  Medical  Center  in  conjunction 
with  the  Office  of  Continuing  Medical  Education. 
Course  director  is  D.  Robert  McCaffree,  MD. 

The  course  is  directed  toward  physicians  who 
wish  to  expand  their  knowledge  and  improve  skills 
in  the  field  of  critical  care  medicine.  The  course  will 
focus  on  selected  critical  care  medicine  topics  de- 
signed to  improve  patient  care;  provide  a review  of 
current  and  newly  accepted  procedures  as  well  as  in- 
vestigate new  technological  developments;  and  pro- 
vide an  opportunity  for  extensive  interaction  and  dis- 


cussion between  registrants  and  faculty  and  a forum 
for  multidisciplinary  exchange  of  information. 

Accreditation  has  been  granted  by  the  American 
Medical  Association,  the  American  Academy  of  Fam- 
ily Physicians,  the  American  Osteopathic  Associa- 
tion, and  the  American  College  of  Emergency  Physi- 
cians. 

Tuition  includes  registration,  five  days’  intensive 
learning  experience,  course  syllabus,  mini-buffet 
breakfast  and  sit-down  question  and  answer  lunch 
for  five  days,  learning  resources  center,  and  an  even- 
ing at  the  National  Cowboy  Hall  of  Fame.  Tuition  is 
$650  for  physicians  and  $500  for  house  staflf/allied 
health. 

For  futher  information  please  contact  Dora  Lee 
Smith,  Course  Coordinator,  at  (405)  271-5904  or 
write  to:  Critical  Care  Medicine  Course,  University 
of  Oklahoma  Health  Sciences  Center,  Room  3 SP  400, 
PO  Box  26901,  Oklahoma  City,  OK  73190.  (J 
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24  Hour  Referral  and  Consultation 
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OSMA  Council  on  Public  and  Mental  Health  tackles  Medicaid 


At  a recent  meeting  of  the  OSMA  Council  on  Public  and  Mental  Health,  Mike  Pontious,  MD,  Enid 
(I),  chairman  of  the  Committee  on  HIV-Related  Issues,  expresses  his  opinion.  Others  in  attendance 
were  (I  to  r)  Phil  Watson,  former  head  of  the  DHS,  who  spoke  on  Medicaid  in  Oklahoma;  State 
Epidemiologist  Paul  Zenker,  MD;  and  Garth  Splinter,  MD,  Governor  Walters'  advisor  on  medical  issues. 


Carl  R.  Bogardus,  Jr.,  MD 

OU  physician  now  president  of  American  College  of  Radiology 


Carl  R.  Bogardus,  Jr.,  MD,  professor  and  vice  chair- 
man of  the  Department  of  Radiological  Sciences  at 
the  University  of  Oklahoma  Health  Sciences  Center 
in  Oklahoma  City,  was  elected  president  of  the  Amer- 
ican College  of  Radiology  at  the  college’s  recent  an- 
nual meeting  in  Minneapolis. 

Bogardus  also  is  director  of  the  Division  of  Radi- 
ation Therapy  at  the  OU  Health  Sciences  Center, 
j He  has  had  more  than  40  articles  on  radiation  on- 
I cology  published  in  a wide  variety  of  medical  jour- 
nals on  topics  ranging  from  plasma  volume  changes 
incident  to  open  heart  surgery  to  split-dose  intensive 
radiation  therapy  in  the  treatment  of  advanced  car- 
cinoma of  the  lung. 

Bogardus  also  is  chairman  of  the  Board  of  Direc- 
tors for  the  American  Society  for  Therapeutic  Radi- 
ology and  Oncology,  and  is  a member  of  several  other 
radiological  societies,  including  the  American  Col- 
lege of  Nuclear  Medicine,  the  American  Roentgen  So- 
ciety, and  the  Radiological  Society  of  North  America. 

The  American  College  of  Radiology,  with  28,000 


members,  is  the  principal  organizaton  serving  radi- 
ologists with  programs  which  focus  on  the  practice  of 
radiology  and  the  delivery  of  comprehensive  radio- 
logic  health  services. 

The  college’s  programs  in  medical  sciences,  educa- 
tion and  in  practice  management  serve  the  public  in- 
terest and  the  interests  of  the  medical  community  in 
which  radiologists  serve  in  both  diagnostic  and 
therapeutic  roles.  (J) 


Attention 
OSMA  members 
March  31 
is  the  deadline  for 
payment  of  1992  dues 
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From  the  OSDH 


Oklahoma  State  Department  of  Health 

Four  criteria  determine  whether  OSDH  issues  hepatitis  warning 


Each  time  a possible  case  of  hepatitis 
A is  reported,  a team  from  the 
Epidemiology  Services  of  the  Okla- 
homa State  Department  of  Health 
(OSDH)  begins  an  investigation.  The 
OSDH  follows  the  same  protocol  in 
investigating  all  possible  cases.  During  the  process, 
the  OSDH  ensures  privacy  to  all  businesses  and  in- 
fected persons  involved,  unless  a public  announce- 
ment is  determined  necessary  to  preserve  public 
health. 

Before  a public  announcement  is  made  that  a 
foodhandler  in  a restaurant  had  hepatitis  A,  the  case 
must  meet  four  Centers  for  Disease  Control  criteria 
that  confirm  the  case  threatens  public  welfare.  First, 
the  case  should  be  laboratory  confirmed.  Second, 
there  should  be  documentation  that  the  foodhandler 
improperly  handled  food,  for  example,  allowed  bare 
hands  to  contact  ice,  salad,  or  foods  which  had  al- 
ready been  cooked.  Third,  the  foodhandler’s  personal 
hygiene  should  be  assessed  as  inadequate,  ie,  either 
failure  to  wash  hands  after  having  a bowel  movement 
or  active  diarrhea.  It  is  assumed  that  a worker  with 
diarrhea  cannot  always  have  clean  hands.  Finally, 


there  should  be  a window  of  time  in  which  the  OSDH 
can  assure  that  immune  globulin  will  be  available  to 
exposed  persons  within  two  weeks  after  exposure. 
This  two-week  time  factor  is  rarely  a reason  why  the 
OSDH  would  not  advise  the  public  about  a hepatitis 
A exposure. 

In  1990,  594  cases  of  hepatitis  A were  reported  to 
the  OSDH.  Fifty- two  of  these  cases  were  reported  in 
foodhandlers.  Only  seven  cases  filled  the  above  four 
criteria  and  public  announcements  were  made.  The 
other  cases  did  not  pose  a threat  to  the  health  of  the 
public. 

The  Oklahoma  State  Department  of  Health 
stresses  the  importance  of  asking  anyone  suspected 
of  having  hepatitis  A if  their  work  involves  handling 
food.  If  the  patient  is  a foodhandler,  the  local  county 
health  department  or  the  Oklahoma  State  Depart- 
ment of  Health  should  be  notified  immediately,  even 
before  laboratory  confirmation. 

For  more  information  on  OSDH  protocol  in  the  in- 
vestigation and  announcement  of  hepatitis  A expo- 
sures, contact  the  OSDH  Epidemiology  Service  at 
405/271-4060.  (J 


Deaths 


Jack  Owen  Alexander,  MD 
1922  - 1991 

Jack  O.  Alexander,  MD,  a retired  urologist  and  an 
OSMA  Life  Member  since  1988,  died  October  21, 
1991.  Dr  Alexander,  a 1946  graduate  of  Baylor  Uni- 
versity College  of  Medicine,  was  born  in  Dallas,  Tex. 
He  was  licensed  to  practice  medicine  in  Oklahoma  in 
1953,  when  he  moved  to  Ponca  City. 

Howard  Angus,  MD 
1912  - 1991 

Retired  general  practitioner  Angus  Howard,  MD, 
died  October  9,  1991,  in  Muskogee.  A native  of  Law- 
ton,  Dr  Angus  was  graduated  from  the  University  of 
Oklahoma  School  of  Medicine  in  1938.  After  complet- 
ing his  postgraduate  training,  he  joined  his  father 
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and  brother  in  a Lawton  medical  practice,  which  he 
continued  until  his  retirement  in  1987. 

Irwin  Hubert  Brown,  MD 
1920  - 1991 

Muskogee  native  Irwin  H.  Brown,  MD,  died  October 
27, 1991.  Dr  Brown,  a 1945  graduate  of  the  University 
of  Oklahoma  School  of  Medicine,  was  a general  sur- 
geon in  Oklahoma  City  and  a member  of  the  Execu- 
tive Committee  of  the  OSMA’s  Council  on  Medical 
Education.  He  had  held  the  positions  of  director  of 
postgraduate  instruction  and  instructor  in  surgery  at 
OUHSC,  as  well  as  director  of  continuing  medical 
education,  and  was  actively  involved  in  the  planning 
of  CME  programs  and  seminars  at  the  time  of  his 
death. 

(continued) 
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Edward  Woodrow  Ellis,  MD 
1913  - 1991 

OSMA  Life  Member  Edward  W.  Ellis,  MD,  died  May 
28, 1991.  Dr  Ellis  was  bom  in  Knox  County,  Tenn,  and 
earned  his  medical  degree  from  the  University  ofTen- 
nessee  in  1935.  He  served  on  active  military  duty 
with  the  US  Army  from  1936  to  1945.  A psychiatrist. 
Dr  Ellis  practiced  in  Clarksdale,  Miss;  Knoxville, 
Tenn;  Vinita,  Okla;  and  Taft,  Okla;  before  moving  to 
Tulsa. 

Lillian  Marie  Hoke,  MD 
1917  - 1991 

A Life  Member  of  the  OSMA  since  her  retirement  in 
1986,  Lillian  M.  Hoke,  MD,  of  Lebanon,  Mo,  died  Oc- 
tober 25,  1991.  Dr  Hoke,  a pediatrician,  was  a 1949 
graduate  of  the  University  of  Oklahoma  School  of 
Medicine.  She  completed  postgraduate  training  in 
Lewiston,  Me,  and  Boston  before  moving  to  Hugo, 
Okla,  in  1951  to  become  director  of  public  health.  She 
established  her  private  practice  in  Oklahoma  City  a 
few  years  later. 

Robert  W.  Kahn,  MD 
1916  - 1991 

Robert  W.  Kahn,  MD,  an  OSMA  Life  Member  since 
1985,  died  October  30, 1991.  An  Oklahoma  City  inter- 
nist, Dr  Kahn  was  bom  in  Fort  Worth,  Tex,  and 
graduated  in  1939  from  the  University  of  Oklahoma 
School  of  Medicine,  where  later  he  was  an  instructor. 
During  World  War  II  he  served  54  months  active  duty 
with  the  US  Army  and  held  the  rank  of  major  when 
discharged.  After  the  war  Dr  Kahn  returned  to  Okla- 
homa City  to  establish  his  medical  practice. 

Roy  Oliver  Kelly,  Jr.,  MD 
1928  - 1991 

Retired  Shawnee  physician  Roy  O.  Kelly,  Jr.,  MD,  a 
native  of  Bristow,  Okla,  died  October  22,  1991.  Dr 
Kelly,  a Life  Member  of  the  OSMA  since  1979,  was 
a 1953  graduate  of  Washington  University  School  of 
Medicine  in  St.  Louis.  He  completed  a general 
surgery  residency  in  Oklahoma  City  in  1960  and  es- 
1 tablished  his  practice  in  Shawnee  the  same  year.  Dr 
Kelly  served  on  active  duty  with  the  US  Navy  from 
1956  to  1958. 


Charles  Hugh  Wilson,  MD 
1911  - 1991 

Charles  H.  Wilson,  MD,  a retired  Oklahoma  City  sur- 
geon, died  October  30,  1991.  Dr  Wilson  was  a 1937 
graduate  of  the  University  of  Oklahoma  School  of 
Medicine.  During  World  War  II  he  served  on  active 
duty  with  the  US  Army  Medical  Corps  for  more  than 
five  years  and  held  the  rank  of  major  when  he  was 
discharged.  He  returned  to  Oklahoma  City  in  1946, 
entering  private  practice  and  later  serving  as  as- 
sociate professor  of  surgery  at  his  alma  mater.  Dr  Wil- 
son, a Life  Member  of  OSMA,  retired  in  1980.  (J 

Classifieds 

Classified  ads  are  $25  each  up  to  50  words,  plus  50  cents  for  each  additional  word.  A 
word  is  one  or  more  characters  bounded  by  spaces  Box  numbers  will  be  assigned  upon 
request  and  add  6 words  to  the  total.  Ads  will  not  be  accepted  on  the  telephone 

All  ads  must  be  prepaid.  Mail  ad  with  payment  to;  OSMA  Journal,  601  Northwest 
Expressway,  Oklahoma  City.  OK  73118.  Ads  must  be  in  the  Journal  office  by  the  first 
of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


Enid,  OK.  Enid  State  School  for  the  Mentally  Retarded  has 

a full-time  position  available  for  a Physician  II.  The  Physician 
will  provide  comprehensive  medical  services  to  clients  with  mental 
retardation,  physical  disabilities,  and  mental  illness.  Medical  de- 
gree and  full  licensure  required.  Experience  with  developmentally 
disabled  and/or  mentally  ill  is  preferred.  Salary  negotiable.  For 
more  information  contact:  ENID  STATE  SCHOOL,  2600  EAST 
WILLOW,  ENID,  OK  73701/8715,  405/237-1027  ext.  461. 


PHYSICIANS  NEEDED.  State  agency  that  processes  dis- 
ability claims  looking  for  internist,  family  practitioner,  psychiat- 
rist, cardiologist,  or  pediatrician  to  review  cases  in  Oklahoma  City 
office.  Mu.st  have  Oklahoma  license  and  not  under  HCFA  sanction. 
Minimum  20  hours  per  week.  Contract  is  for  fee-for-seiwice  pay- 
ment. Contact:  Dr.  Fiegel  at  405/840-7770. 


PHYSICIAN-PHARMACOLOGIST.  PHYSICIAN-CLINI- 
CAL PHARMACOLOGY.  Applications  are  invited  from  graduates 
with  2-5  years  of  postgraduate  medical  experience  who  can  cur- 
rently meet  requirements  for  M.D.  medical  licensure  in  the  State 
of  Oklahoma.  The  applicant  will  receive  experience  in  studies 
encompassing  Phase  I-IV  outpatient  clinical  pharmacology  trials 
with  excellent  Monday-Priday  work  hours.  Advanced  training  in 
pharmacology  at  the  M.S.,  M.D.,  or  Ph  D.  level  desired,  board 
eligible/certified  in  a medical  discipline  required.  Please  inquire 
to  Clinton  N.  Corder,  Pb.D.,  M.D.,  Head  of  Clinical  Pharmacology, 
Oklahoma  Medical  Research  Foundation,  825  N.E.  13th,  Okla- 
homa City,  Oklahoma  73104-9930,  phone  (405)  271-7805.  OMRF 
is  a private,  non-profit  research  foundation  and  an  equal  opportu- 
nity/affirmative  action  employer.  Women  and  minorities  are  en- 
couraged to  apply. 


TULSA  — FAMILY  PRACTICE.  Additional  practitioner  to 

join  multi  specialty  group  of  board  certified  specialists.  Offering 
competitive  guaranteed  income,  benefits,  malpractice,  relocating 
expenses,  partnership.  Optimum  to  the  opportunity  is  the  profes- 
sional and  personal  quality  of  life.  Reply  Journal  Box  42,  c/o 
OSMA. 

(continued! 
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In  Memoriam 

1990 

Bert  E.  Mulvey,  MD 

October  12 

George  Louis  Kaiser,  MD 

April  10 

Carson  Leroy  Oglesbee,  MD 

October  23 

Robert  Phillip  Messinger,  MD 

April  10 

George  Leroy  Goodman,  MD 

October  26 

John  Norman  Penrod,  MD 

April  19 

Everette  Ellis  Cooke,  MD 

November  19 

John  Florence,  MD 

April  20 

Stephen  Seth  Fitter,  MD 

December  1 

Clifford  Alton  Brown,  MD 

April  29 

Francis  Elmo  Smith,  MD 

December  20 

James  Goree  Moore,  MD 

April  29 

George  Richard  Russell,  MD 

December  24 

Mark  Duane  Hopping,  MD 

May  1 

Gregg  Laurence  Williams,  MD 

December  29 

William  Alfred  Cunningham,  MD 

May  13 

Gilbert  Wayne  Tracy,  MD 

May  13 

George  Clifford  Moore,  MD 

May  24 

1991 

Daisy  Gertrude  Gotten,  MD 

May  26 

Milton  Louis  Berg,  MD 

January  7 

Edward  Woodrow  Ellis,  MD 

May  28 

Clifford  Wesley  Moore,  MD 

January  7 

Ronald  1.  Cramer,  MD 

June  16 

Frank  Eugene  Darrow,  MD 

January  8 

Edward  Tiffin  Cook,  Jr.,  MD 

June  18 

Forrest  William  Olson,  MD 

January  30 

Arvin  Craig  Roberson,  MD 

July  15 

Clarence  Pierce  Taylor,  Jr.,  MD 

March  3 

John  Berry  Gilbert,  MD 

August  6 

Linus  A.  Munding,  MD 

March  14 

Frank  Leo  Bradley,  MD 

August  31 

Robert  Love  Loftin,  MD 

March  15 

Rugie  Reginald  Coates,  MD  September  15 

William  Orville  Davis,  MD 

March  23 

Howard  Angus,  MD 

October  9 

Malcom  E.  Phelps,  MD 

March  26 

Jack  Owen  Alexander,  MD 

October  21 

Henry  Edward  Barnes,  MD 

April  2 

Roy  Oliver  Kelly,  Jr.,  MD 

October  22 

Alfred  Burke  Hinkle,  MD 

April  2 

Lillian  Marie  Hoke,  MD 

October  25 

Hassell  Eugene  Groves,  MD 

April  3 

Irwin  Hubert  Brown,  MD 

October  27 

Joe  Marion  Parker,  MD 

April  3 

Robert  W.  Kahn,  MD 

October  30 

Henry  Clinton  Smith,  MD 

April  4 

Charles  Hugh  Wilson,  MD 

October  30 

Classifieds  (continued) 


Physicians  Wanted 


ARE  YOU  SEEKING  A POSITION  IN  NEONATOLOGY,  OR- 
THOPEDICS, DERMATOLOGY,  ALLERGY,  RADIOLOGY,  ON- 
COLOGY, NEUROSURGERY,  or  RHEUMATOLOGY?  We  have 
positions  available  in  Ohio,  Missouri,  Wisconsin,  and  Nebraska. 
Attractive  guarantees  and  benefit  packages.  Single  or  multi- 
specialty groups.  To  discuss  your  practice  preferences  and  these 
opportunities,  please  call  our  toll-free  number,  1-800-243-4353  or 
send  your  CV  to  STRELCHECK  & ASSOCIATES,  INC.;  10624  N. 
Port  Washington  Road;  Mequon,  WI  53092. 


FAMILY  PRACTICE,  OB-GYN,  INTERNAL  MEDICINE,  and 

URGENT  CARE  positions  are  available  in  a variety  of  settings 
from  Central  Michigan,  through  Illinois  and  Wisconsin,  to  the 
rolling  plains  of  Kansas.  Single  or  multi-specialty  groups,  or  solo 
with  generous  call  coverage,  or  faculty  FP.  Attractive  guarantees 
and  benefits.  For  more  information  please  contact  our  toll-free 
number,  1-800-243-4353,  or  send  your  CV  to  STRELCHECK  & 
ASSOCIATES,  INC.;  10624  N.  Port  Washington  Road;  Mequon, 
WI  53092. 


PRIMARY  CARE  PHYSICIANS.  ANNASHAE  CORPORA- 
TION, a leader  in  Physician  Staffing,  is  seeking  qualified  physi- 
cians for  clinic  coverage  in  the  Oklahoma  City  area.  Nights  Only. 
Licensure  Any  State.  BCLS,  ACLS  and  ATLS  Required.  Malprac- 
tice Covered.  Contact  in  Confidence;  ANNASHAE  CORPORA- 
TION, 230  Alpha  Park,  Cleveland,  Ohio,  44143-2202;  1-800-245- 
2662.  EEC/M/F. 


For  Sale 


Established  solo  General  Practice  for  Sale.  Located  in  sub- 
urban Okla.  City.  One  man  office  located  in  Medical  Bldg,  com- 
pletely equipped  including  small  laboratory.  Planning  to  retire 
after  first  of  year.  Present  lease  will  expire  Sept.  1992,  but  may 
be  extended.  Ideal  for  rural  GP  who  wishes  to  move  to  town.  Reply 
Journal  Box  41,  c/o  OSMA. 
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ACQUIRED  IMMUNODEFICIENCY 
SYNDROME  (AIDS) 

AMA  issues  statement  regarding  ethics, 
HIV-infected  doctors,  121 
CDC  studies  HIV  transmission  risk  dur- 
ing invasive  procedures,  184 
Economic  impact  of  AIDS  on  Oklahoma 
hospitals.  Lapolla  M,  Turner  M, 
Santee,  113 

HIV  seroprevalence  in  Oklahoma 
childbearing  women.  Govin  M, 
Botchlet  R,  Graves  T,  Harkess  J, 
Kudlac  J,  566 

Patient  demographic  characteristics  and 
housestaff  performance  in  the  care  of 
patients  with  human  immunodefi- 
ciency virus  disease.  Smallwood  KG, 
Kick  SD,  Beal  JA,  Saizow  RB,  516 
AMERICAN  MEDICAL  ASSOCIATION 
(AMA) 

AMA  issues  statement  regarding  ethics, 
HIV-infected  doctors,  121 
AMERICAN  MEDICAL  FEDERATION 
Our  renewed  federation.  Lambird  PA,  99 
ANNUAL  MEETING  (OSMA) 

1991  marks  85th  Annual  Meeting  of 
OSMA  House  of  Delegates,  181 
Awards  honor  many  individuals- at 
OSMA’s  Annual  Meeting,  311 
Billy  D.  Dotter  assumes  presidency  dur- 
ing Oklahoma  City  meeting,  225 
OSMA  House  of  Delegates  elects  new 
officers  at  OKC  meeting,  311 
Proceedings,  1991  Annual  Meeting,  322 
ANTIMICROBIAL 
SUSCEPTIBILITIES 

Comparison  of  antimicrobial  suscepti- 
I bilities  among  hospitalized  and  nurs- 
' ing  home  patients  from  Oklahoma. 
Flournoy  DJ,  Johnson  S.  Welch  D,  563 
AUTHORS 

Ali  SI.  See  Qadri  SMH,  499 
Andrews  MD.  Ethical  and  legal  dilemmas 
I in  medicine:  an  introduction  for  medi- 

I cal  students,  222 

Andrews  MD:  See  Smith  WO,  63 

i 


Atkinson  SD,  Smith  C,  Smith  EM,  Miller 
JM.  Electroconvulsive  therapy  revis- 
ited, 219 

Aufderhide  A:  See  Cartmell  LW,  11 
Barney  JA.  See  Maguire  PJ,  570 
Beal  JA.  See  Smallwood  KG,  516 
Beckham  E:  See  Decker!  GH,  107 
Botchlet  R.  See  Govin  M,  566 
Boyd  GB.  Brachial  plexus  neuropathy,  9 
Brammer  WM.  Diagnosing  deep  venous 
thrombosis  in  the  1990s,  101 
Cahill  S.  See  Rayan  GM,  510 
Calhoon  EL.  Geriatric  abdominal  surgery 
under  local  anesthetic:  a case  report. 
Calhoon  EL,  261 

Calhoon  SW,  Hopkins  LS.  Laparoscopic 
cholecystectomy,  60 
Cannon  C.  See  Little  B,  455 
Cartmell  LW,  Aufderhide  A,  Weems  C. 
Cocaine  metabolites  in  pre-  Columbian 
mummy  hair,  11 

Cooper  DKC.  See  Welch  RW,  557 
Davison  M.  See  Leuthard  JL,  607 
Deckert  GH,  Beckham  E,  Hall  N,  Holmes 
J.  Factors  influencing  choice  of  spe- 
cialty and  location  of  residency,  107 
Downard  D.  See  Rayan  GM,  510 
Everett  MA.  Management  of  congenital 
pigmented  nevi,  213 
Flournoy  DJ,  Johnson  S,  Welch  D.  Com- 
parison of  antimicrobial  susceptibili- 
ties among  hospitalized  and  nursing 
home  patients  from  Oklahoma,  563 
Flournoy  DJ.  See  Qadri  SMH,  499 
Flournoy  DJ.  See  Rayan  GM,  510 
Giacoia  GP.  Lay  midwives  in  Oklahoma, 
160 

Gildon  B,  Harkess  J.  Occupational  risk 
exposure  reports  among  first  re- 
sponders in  Oklahoma,  January  1989- 
December  1990,  604 
Govin  M,  Botchlet  R,  Graves  T,  Harkess 
J,  Kudlac  J.  HIV  seroprevalence  in 
Oklahoma  childbearing  women,  566 
Graham  WJ,  Murphy  DP.  Principles  of 
oncology:  how  radiation  therapy  works, 
451 

Graves  T.  See  Govin  M,  566 
Green  R.  Leaders  in  medicine.  Elaine  N. 
Davis,  MD,  459 

Green  R.  Leaders  in  medicine:  C.S.  Lewis, 
Jr.,  MD,  170 

Green  R.  Leaders  in  medicine:  Hays  R. 
Yandell,  MD,  16 

Green  R.  Women  in  medicine:  on  the 
move  in  Oklahoma,  470 
Haglund  LA,  Flournoy  DJ,  Gilmore  MS, 
Huycke  MM.  Enterococcus:  an  old 
pathogen  with  new  tricks,  305 
Haines  JD  Jr.  Case  for  capital  punish- 
ment, A,  415 

Hall  N:  See  Deckert  GH,  107 


Hall  NK.  Changes  in  demographics  at 
the  University  of  Oklahoma  College  of 
Medicine,  66 

Harkess  J.  See  Gildon  B,  604 
Harkess  J.  See  Govin  M,  566 
Holmes  J:  See  Deckert  GH,  107 
Hopkins  LS.  See  Calhoon  SE,  60 
Huycke  MM.  See  Reiner  KL,  503 
Jarolim  DR.  Changing  attitudes  toward 
women  physicians,  118 
Jarolim  DR.  See  Little  B,  455 
Johnson  S.  See  Flournoy  DJ,  563 
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LYME  DISEASE 

Descriptive  epidemiology  of  Lyme  disease 
in  Oklahoma.  Reiner  KL,  Huycke 
MM,  McNabb  SJN,  503 

— M— 


MARCH,  WAYNE  F. 

Drs  Hemstreet  and  March  named  George 
Lynn  Cross  professors,  272 
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culties, much  competition,  619 
NICKLES,  SENATOR  DON 

Interview  with  Senator  Don  Nickles  on 
domestic  health  care  issues,  Reece 
RL,  412 
NURSING 
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TIVE VALUE  SCALE) 

REACTION  TIME,  75,  125,  189,  233,  320, 
423, 533 

REHABILITATION 

Positioning  and  Mobility  Center  to  con- 
solidate rehab  services,  575 

RESIDENTS 

OUHSC  residents  among  50  to  win  vol- 
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direct  current.  Osborn  CD,  257 
STREBEL,  SHERRY 

Sherry  Strebel  assumes  office  as  AMA 
Auxiliary  president,  269 
SUICIDE 

Lethal  prescriptions.  McIntyre  RV,  209 
SUMMER  STUDENT  SCHOLARSHIPS 
Summer  Student  Scholarships  in  pedi- 
atric research  to  be  awarded,  472 

SURGERY 

Geriatric  abdominal  surgery  under  local 
anesthetic:  a case  report.  Calhoon  EL, 
261 

SURVEY,  READERSHIP 

Readers  have  a lot  to  say  about  the 
JOURNAL  in  member  survey,  269 
Readers  speak.  The.  McIntyre  RV,  253 

— T— 

THROMBOSIS 

Diagnosing  deep  venous  thrombosis  in 
the  1990s.  Brammer  WM,  101 
TOMPKINS,  ROBERT  G. 

Evening  of  Excellence  honorees  include 
Dr  Robert  G.  Tompkins,  123 
TOMSOVIC,  EDWARD  J. 

Tulsa  medical  college  dean  to  relinquish 
post  in  five  months,  25 
TRUSTEES,  OSMA 

Trustees  discuss  bylaws  change  and  se- 
lect 1991  award  recipients,  182 
OSMA  Board  of  Trustees  holds  its  sum- 
mer meeting  in  OKC,  527 
OSMA  trustees  reaffirm  position  on 
single-zone  reimbursement,  25 

— U— 

UNIVERSITY  OF  OKLAHOMA 
HEALTH  SCIENCES  CENTER 
(OUHSC) 

National  Institutes  of  Health  gives 
Shannon  Award  to  OUHSC,  573 
OUHSC  residents  among  50  to  win  vol- 
unteer activities  awards,  227 
Robert  Wood  Johnson  group  gives  almost 
$1  million  to  OUHSC,  529 
Special  events  open  new  library  at  OU 
Health  Sciences  Center,  230 

— W— 

WOMEN  IN  MEDICINE 

Changing  attitudes  toward  women  phy- 
sicians. Jarolim  DR,  118 
Women  in  medicine:  on  the  move  in  Okla- 
homa. Green  R,  470 

WORTH  REPEATING,  316,  424,  531 

— Y— 

YANDELL,  HAYS  R. 

Leaders  in  medicine:  Hays  R.  Yandell, 
MD.  Green  R,  16 
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THE  THINGS  THAT  MAKE  PLICO  HEALTH 


DIFFERENT 


ARE  THE  THINGS  THAT  MAKE  PLICO  HEALTH 


BETTER 


Why  PLICO  Health? 


Guaranteed 


Renewability 


This  simply  means  that  as  long  as  your  premium  is  paid  and  your 
eligibility  is  maintained  by  virtue  of  membership  in  the  Oklahoma 
State  Medical  Association  or  your  employer’s  membership  in  the 
Oklahoma  State  Medical  Association. ..your  policy  will  not  be 
canceled.  Your  premiums  will  not  be  rated  any  higher  than  anyone 
else  in  the  plan,  regardless  of  how  high  your  claims  are.  This  feature 
is  not  offered  by  any  other  health  insurance  company  at  any  price. 

To  find  out  more  about  the  advantages  of  PLICO  Health,  give  us  a 
call.  One  of  our  insurance  specialists  will  be  happy  to  provide  you 
with  details. 


The  Physicians  Liability  Insurance  Company 

PO.  Box  26727  • Oklahoma  City,  OK  73126  • 405/524-0801 
1-800/522-9219 
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AN  AID  TO  PATIENT  MANAGEMENT 
IDENTI-MED  RX  LABELS 
The  Rx  label  you  can  SEE  & FEEL 

DECREASE  medication  errors!! 
Identify  prescriptions  by  sight  and  touch. 

Free  sample  and  information: 

Identi-Med,  Inc. 

1-800-752-9404  (24  hours) 

405-765-0669 


Available  thraughout  Oklahoma. 
ASK  YOUR  PHARMACIST!! 


Patent  No,  4,895,257 
Foreign  Patents  Pending 
Identi-Med®  Copyright  1989 


CENTRAL  OKLAHOMA 
AMBULATORY  SURGICAL  CENTER,  INC. 

Selling  or  Buying  a Practice? 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS 

J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery; 

Practice  evaluation 

Practice  brokerage 

Surgery  of  the  Hand  & Congenital  Deformities: 

Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  NW  63rd,  Oklahoma  City,  OK  73116 

Roger  Harrison 

3750  West  Main,  Suite  AA,  Norman,  OK  73072 

(405)  842-9732 

Office  (405)  360-9238  Home  (405)  329-2423 

Board  Certified  in  Plastic  Surgery  Board  Certified  in  General  Surgery 

Pasteur  Medical  Bldg. 

Room  301  East 
nil  N.  Lee 


Physicians  & Surgeons  Bldg. 

Room  105 
1211  N.  Shartel 


West  Laboratory 

Room  500 
3433  N.W.  56th 


South  Laboratory 

Room  106 
1044  S.W.  44 


South  Med 

103  S.  Community  Medical  Ctr. 
4200  S.  Douglas 

Classen  Laboratory 

Room  101 

1110  N.  Classen  Blvd. 


North  Laboratory 

Suite  3 

13509  N.  Meridian 


Med  Arts  Tulsa 

3233  E.  31st  Street 
Tulsa,  OK  74105 
(918)  747-7506 

OKLAHOMA  TOLL  FREE  1-800-REF-LAB  1 

ALL  OKLAHOMA  CITY  LOCATIONS  239-7111 


THE 
INDEPENDETVT 
FATHDLDBY 
INSTITtiTE.  INE. 


A 


PATIENT 

CARE 

FAaLITIES 


Medical  Arts  Laboratory  Accredited  by  the  American  Society  of  Cytology 

100  Pasteur  Building  1111  N.  Lee 
Oklahoma  City,  OK  73103 
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The  (kind  Center 

For  Surgery,  Rehabilitation  of  The  Upper  Extremity  and  Reconstructive  Microsurgery 


houshang  Seradge,  md,  figs 


THE  HAND  CENTER  • 1044  S.W.  44th  St  • Ste.  620  • Oklahoma  City,  OK  73109  • (405)  631-4263 


SOUTHERN  PLAINS  MEDICAL  CENTER,  RC. 

^ ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 


SOUTHERN  PLAINS 

MEDICAL  CENTER  / Chickasha 

2222  Iowa  — 224-8111 

FAMILY  PRACTICE 
J W McDoniel,  M D 
J O Wood,  Jr,  M D 

INTERNAL  MEDICINE 
WS  Harrison.  M D 
D L,  Stehr,  M D 
Don  R Hess,  M D 
R L Jenkins,  M D 
L V Deck,  M D 
R C.  Talley.  M D. 

CARDIOLOGY 
Joe  T Bledsoe,  M D 

GASTROENTEROLOGY 
C,K  Su,  M D, 

PEDIATRICS 
R E.  Herndon,  M,D 
E Ron  Orr,  M D, 

J E Freed,  M D. 

Pilar  Escobar,  M D 
Donald  F Haslam,  M D 


OBSTETRICS  AND 

GYNECOLOGY 
Nancy  W Dever,  M D 
Alan  J Weedn,  M D. 

David  Rumph,  M D 

NEUROLOGY  (Part-time) 
Andrew  Gin,  M D 

GENERAL  & 

VASCULAR  SURGERY 
Linda  M Johnson,  M D 
Virginia  L Harr,  M D 
Myra  Campbell,  PA 

THORACIC  & 

VASCULAR  SURGERY 
Paul  B Loh,  M D 

OPHTHALMOLOGY 
John  R Gearhart,  M D 

ANESTHESIOLOGY 
T Gowlikar,  M D 
Gideon  Lau,  M.D. 

M M Vaidya,  M.D 

ACUTE  CARE  & 

OCCUPATIONAL  MEDICINE 
C R Gibson,  M D 
Edwin  Horne,  Jr,  M D 


UROLOGY 
K.T  Varma,  M D 

ORTHOPEDIC  SURGERY 
J E Winslow,  M D 
Timeri  Murari,  M D 
Bill  OhI,  PA 

CLINICAL  PSYCHOLOGY 
J M Ross,  Ph  D 

RADIOLOGY 
T J Williams,  M D 

SPEECH  PATHOLOGY 
Colette  Ellis,  M Ed  , C.C  C 

DERMATOLOGY 
Linda  A Reinhardt,  M D 

ALLERGY 
R E Herndon,  M.D 
W.S  Harrison,  M D 

PHYSICAL  MEDICINE 

& REHABILITATION 
Kumudini  Vaidya,  M.D, 

NEUROSURGERY  (Part-time) 
R E Woosley,  M D, 


PLASTIC  & RECONSTRUCTIVE 
SURGERY  (Part-time) 

E C Duus,  M D 

ONCOLOGY  (Part-time) 

R G Ganick,  M D 
L M Bowen,  M D 

SOUTHERN  PLAINS 
MEDICAL  CENTER  / Duncan 
2515  West  Elk  — 252-6080 

FAMILY  PRACTICE 
Christopher  M Herndon,  M D 
Jeff  Jones,  M.D. 


DERMATOLOGY  (Part-time) 
Mark  Roytman,  M D 


SOUTHERN  PDMNS 
AMBULjATORY  SURGERY  CENTER 
2222  Iowa  — Chickasha,  OK 
MEDICARE  Approved 


ADMINISTRATION 
Daniel  N.  Vaughan 
David  L.  Ward 


ALLERGY  (Part-time) 
R E Herndon,  M D 
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Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

nil  North  Dewey  / Oklahoma  City,  Oklahoma  / 232-0341 
For  Appointments  236-0306 


DEPARTMENT  OF  ORTHOPEDICS 
^Stephen  Tkach,  MD,  EACS 
■Joseph  F.  Messenbaugh  III,  MD,  FACS 
*J.  Patrick  Evans,  MD,  EACS 
*Edwin  E.  Rice,  MD,  FACS 
*Warren  G.  Low,  MD,  FACS 
^Thomas  C.  Howard,  MD,  FACS 
■^David  L.  Holden,  MD,  FACS 
*Brock  E.  Schnebel,  MD,  FACS 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
Richard  J.  Hess,  MD,  FACP 
*Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 
*Larry  G.  WilUs,  MD 
■^Robert  F.  Hynd,  MD 


DEPARTMENT  OE  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 


Jack  W.  Parrish,  MD,  EAAEP 

McKinley  S.  Lundy,  DO,  MPH 

Robert  R.  Dugan,  MD 

” MANAGEMENT  SERVICES 

“"Specialty  Board  Diplomate  James  A.  Hyde,  Administrator 


QKLrA'HOMA 


maim 

QMKg 


Specializing  in  the  diagnosis  and  treatment 
of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 


MAIN  OFFICE 
750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

MERCY  OFFICE 
Mercy  Doctors  Tower 
4200  W.  Memorial  Rd.,  Suite  112 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

BAPTIST  OFFICE 
Baptist  Medical  Plaza  North 
3433  N.W.  56th,  Suite  870 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

NORMAN  OFFICE 
950  North  Porter,  Suite  101 
Norman,  Oklahoma 
(405)  235-0040 


Robert  S.  Ellis,  MDf* 

Lyle  W.  Burroughs,  MDt° 
Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MDf* 
John  R.  Bozalis,  MD,  t* 
John  S.  Irons,  MDt° 
Warren  V.  Filley,  MD,  f* 
James  R.  Claflin,  MDt° 
Patricia  I.  Overhulser,  MD“ 


Senior  Consultants: 
George  S.  Bozalis,  MD 
George  L.  Winn,  MDt 


t Diplomate  American  Board  of  Allergy  and  Immunology 
• Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


Executive  Director: 

G.  Keith  Montgomery,  MHA 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N.  Saratoga/P.O.  Box  849 
Shawnee,  Oklahoma  74801 
Phone:  (405)  273-5801 
FAX:  (405)  273-2632 


ALLERGY 

INTERNAL  MEDICINE 

ORTHOPEDIC  SURGERY 

RADIOLOGY  CONSULTANTS 

A M Bell,  M D 

Michael  W Butcher.  M D 

T A Balan,  M D..  F A A 0 S 

William  Phillips.  M D 

Merle  L Davis.  M D, 

R M Kamath,  M D , M S 

Robert  G Wilson,  M D 

AVIATION  MEDICINE 

Larry  D Fetzer,  M D 

(Orth  ),  F A A 0 S 

Cranfill  K Wisdom,  M D 

D A Mace.  M D 

Eldon  V,  Gibson,  M D 

S M Waingankar,  M.D.,  M S , 

David  L Holland,  Jr . M D 

(Orth),  FA  AOS 

ANCILLARY 

GENERAL  SURGERY 

Jerry  Brad  Jarrell,  M D 

SMCC  Radiology 

Frank  H Howard.  M D 

D A Mace.  M D 

OTORHINOLARYNGOLOGY 

SMCC  Laboratory 

Gary  0 Myers,  M D 

S P Shelly,  M D 

Shrikant  Rishi,  M D , M S., 

SMCC  Physical  Therapy 

F A C S 

INDUSTRIAL  MEDICINE 

OPHTHALMOLOGY 

ADMINISTRATOR 

A M Bell.  M D 

David  K Linn,  M D . Ph  D 

PEDIATRICS 

Lee  Michael  Hilka 

A M Bell,  M D 

INFECTIOUS  DISEASE 

William  A Chapman.  M D 

OBSTETRICS. 

GYNECOLOGY 

William  A Chapman,  M D 

R K Mohan,  M D 

EMEHPMB 

Cynthia  A Alsup,  M D. 

Shawnee  AM+PM  Clinic 

NEONATO LOGY 

Richard  E.  Jones.  M D 

PATHOLOGY  CONSULTANT 

1501  Airport  Dr  at  Independence 

R K Mohan,  M.D 

Stephen  E Trotter,  M D 

David  L McBride,  M D 

(405)  275-4931 

ORTHOPEDIC  ASSOCIATES,  INC. 

AND 

AMBULATORY  SURGERY  CENTER 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  731 12-5691 
(405)  947-091 1 


David  R.  Brown,  M.D.,  Ret. 
Ralph  E.  Payne,  Jr.,  M.D. 

J.  Charles  Monnet,  M.D. 
David  A,  Flesher,  M.D. 
Nathan  E.  Bradley,  M.D. 


Thomas  H.  Flesher,  III.  M.D. 
Michael  O.  Williams,  M.D. 
James  M.  Odor,  M.D. 

Jimmy  FI.  Conway,  Jr.,  M.D. 
David  J.  Flesher,  M D. 


Richard  A.  Ruffin,  M.D. 

Diplomates  of  American  Board  of  Orthopedic  Surgery 


Orthopedic  Surgery 
Sports  Medicine 
Arthroscopic  Surgery 
Surgery  of  the  Spine 


Total  Joint  Replacement 
Physical  Therapy 
Conservative  Spine  Care 
General  Orthopedic  Services 
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Y 

T E S, 


DIPLOMATES  OF  THE 
AMERICAN  BOARD 
OF  RADIOLOGY 


N C. 


Diagnostic  Radiology,  Mammography 
Ultrasound,  Nuclear  Medicine 
Computed  Tomography 
Magnetic  Resonance  Imaging 
Angiography  and  Interventional  Radiology 


JAMES  T.  BOGGS,  M.D. 

RICHARD  B.  PRICE,  M.D.,  F.A.C.R.,  D.A.B.N.M. 
G.  BEN  CARTER,  M.D. 

JOHN  R.  OWEN,  M.D. 

RALF  E.  TAUPMANN,  M.D.,  F.A.C.R.,  F.A.C.P. 
ROGER  B.  COLLINS,  M.D. 

GARY  G.  ROBERTS  , M.D. 

WILLIAM  R.  ALBRACHT,  M.D. 

HAROLD  D.  DAVIDSON,  M.D.,  F.A.C.R. 

JAY  A.  HAROLDS,  M.D.,  F.A.C.R.,  D.A.B.N.M. 
CAROL  KAHNERT  YATES  , M.D. 

FRANCIS  TAD”  CASSIDY,  JR.,  M.D. 

JOHN  A.  OWEN,  M.D. 

WALTER  J.  MILTON,  M.D. 

BUSINESS  MANAGER 
PAULA  BUTLER 


PRACTICE  LOCATIONS 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N,W,  56TH,  SUITE  C-10 
OKLAHOMA  CITY.  OK  73112 
(405)  945-4750 


BAPTIST  MEDICAL  CENTER 
3300  N W,  EXPRESSWAY 
OKLAHOMA  CITY,  OK  73112 
(405)  949-3202 


DEACONESS  HOSPITAL 
5501  N.  PORTLAND 
OKLAHOMA  CITY,  OK  73112 
(405)  949-6107 


NORTHWEST  MEDICAL  CENTER 
3330  N.W.  56TH  STREET,  SUITE  206 
OKLAHOMA  CITY,  OK  73112 
(405)  945-4740 


MEDICAL  PLAZA  IMAGING 


COMPUTED  TOMOGRAPHY  — MAGNETIC  RESONANCE  IMAGING 


BAPTIST  MEDICAL  PLAZA  NORTH 
3433  N.W.  56TH,  SUITE  C-10 
OKLAHOMA  CITY,  OK  73112 
(405)  945-4760 
1-800-522-6613 


7 AM- 11  PM 
MONDAY -SUNDAY 
7-DAY  WEEK  SERVICE 


OKLAHOMA  HANDc^^-i 
SURGERY  CENTER,  INUNg  ) 


Carlos  A.  Garcia-Moral,  MD,  FACS 


Kenneth  A.  Hieke,  MD 


405/232-3210 


300  Northwest  13th,  Suite  100 


Oklahoma  City,  OK  73103 
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ALLERGY 


JAMES  A MURRAY,  MD,  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A MURRAY,  MD 
Fellow  American  Academy  ol  Allergy 
Fellow  American  College  of  Allergists 
Diplomate  American  Board  ol  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa,  Oklahoma  74177 


Northwest  Medical  Center  Suite  602 

NORTHWEST  ALLERGY  CLINIC,  INC 

John  L Davis,  M D 
3330  N W 56lh 

Oklahoma  City,  Oklahoma  731 12 
405  843-6619 


CARDIOVASCULAR  CLINIC 

W.  H Oehlert,  MD  Mel  Clark,  MD 

Charles  F Bethea.  MD  Jerome  L Anderson.  MD 
Fred  E.  Lybrand,  MD  Santosh  T Prabhu,  MD" 

Richard  T Lane,  MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  anteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Oklahoma  City,  OK  73112  Telephone  947-3341 

4200  W Memorial,  Suite  704,  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS,  State  PPO  Accepted 

Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


Galen  P Robbins.  MD 
Williams  S.  Myers,  MD 
Lawrence  M Higgs.  MD 
William  J Fors,  MD 


OKLAHOMA  ALLERGY  CLINIC.  INC. 

Specializing  in  the  Diagnosis  and  Treatment  ot  Allergic  Disease 


Robert  S.  Ellis,  MDf 
LyleW  Burroughs.  MDt° 
Charles  D.  Haunschild.  MDt° 
James  H.  Wells.  MDf 


John  R Bozalis,  MDf 
John  S Irons,  MDf 
Warren  V.  Filley,  MDf 
James  R Claflin,  MDt° 


Senior  Consultants:  George  S Bozalis,  MD;  George  L.  Winn,  MDt 


t Diplomate  American  Board  of  Allergy  and  Immunology 
■ Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


Central  Office:  Baptist  Medical  Plaza  N 

750  NE  13lh  St  3433  NW  56th 

Okla  City,  OK  73104  Suite  870 
405-235-0040  405-235-0040 


Mercy  Doctors  Tower 
4200  W.  Memorial 
Suite  112 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 


CARDIOVASCULAR 


CARDIOVASCULAR  ASSOCIATES 
Adull  Cardiovascular  Diseases 

Cardiac  Catheterization,  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 

•G.L.  Honick,  MD.  FACC  943-8428  "J.  Voda,  MD,  FACC  947-1297 

‘J.L.  Bressie,  MD.  FACC  946-0568  G.L,  Worcester,  MD  943-4134 

A.F  Elliott,  MD.  FACC  943-8421  ‘K  J,  Kassabian,  MD  272-8397 

A.S.  Dahr,  MD.  MS  947-2321 

"Certified  by  the  American  Board  ot  Cardiovascular  Disease 
Baptist  Medical  Plaza 

7th  Floor,  3433  N W.  56th  Oklahoma  City,  Oklahoma  73112 


RONALD  W GILCHRIST,  JR  , MD 
Diseases  and  Malignancies  ol  the  Skin 

Oklahoma  City,  X-Ray  and  COj  Laser  Therapy  632-5565 

OK  73109  3500  South  Western 


SKIN  & SKIN  CANCER  CENTER,  INC 
C Jack  Young,  MD 

Diplomate  American  Board  of  Dermatology 
Consultation,  Diagnosis  & Treatment 

Clinic  Building  South  of  Baptist  Hospital 

3434  N W.  56,  Oklahoma  City  (405)  946-5678 


ENDOCRINOLOGY 


M.  GUDE,  MD,  MRCP  (UK),  FACP 
Diplomate,  American  Boards  of  Internal  Medicine 
and  Endocrinology/Metabolism 
ENDOCRINOLOGY  - DIABETOLOGY  - THYROIDOLOGY 
South  Office:  1552  SW  44th,  OKC,  OK  73119  PH:  681-1100 
North  Office:  6001  NW  120th  Ct  #6,  OKC,  OK  73132  PH  728-7329 
PRACTICE  LIMITED  TO  ENDOCRINOLOGY-METABOLISM 


GYNECOLOGIC  ONCOLOGY 


Gynecologic  Oncology  & Pelvjc  Surgery 
JEFFREY  J SMITH.  MD,  FACOG,  FACS 


February  Journal 
closes  January  1 


Certified,  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 

711  Stanton  L.  Young  Blvd.  #706 
Oklahoma  City.  Oklahoma  73104 


271  -3200 


Professional  card  listings  are  available 
to  OSMA  members.  They  are  sold  in 
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TV.  VENKATA  RAMAN,  MD,  FACP 

Diplomate  American  Board  of  Internal  Medicine  and  Nephrology 
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Instructions  for  Authors 

Contributions 

Articles  submitted  for  publication,  including  Annual  Meet- 
ing papers,  become  the  sole  property  of  the  JOURNAL  and 
must  not  have  been  published  elsewhere.  The  Editorial 
Board  reserves  the  right  to  edit  any  material  submitted. 
Manuscripts  must  be  typewritten,  double-spaced,  and  sub- 
mitted in  duplicate.  Authors  who  can  do  so  are  encouraged 
to  submit  their  manuscripts  on  computer  disk  as  well;  disk 
should  he  in  ASCII  or  text-only  format  and  clearly  labeled 
with  the  manuscript’s  title  and  author.  The  Journal  does 
not  assume  responsibility  for  the  statements  or  opinions  of 
any  contributor. 

Style 

All  manuscripts  should  adhere  to  the  style  adopted  by  the 
American  Medical  Association  as  illustrated  in  JAMA  and 
detailed  in  the  AMA’s  Manual  of  Style.  An  abstract  of  150 
words  or  less  should  accompany  each  paper  and  should  state 
(1)  the  exact  question  considered,  (2)  the  key  points  of 
methodology  and  success  of  execution,  (3)  the  key  findings, 
and  (4)  the  conclusion(s)  directly  supported  by  these  find- 
ings. Footnotes,  bibliographies,  and  legends  for  illustrations 
should  be  typewritten,  double-spaced,  on  separate  sheets. 
References  are  to  be  listed  in  the  order  of  their  appearance 
in  the  article. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted 
for  publication  unless  accompanied  by  written  permission 
from  the  original  source.  Illustrations  should  be  labeled 
with  the  author’s  name  and  must  be  numbered  in  the  order 
in  which  they  are  referred  to  in  the  article.  The  quality  of 
all  illustrations  must  be  in  keeping  with  the  quality  of  the 
magazine. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript 
Press,  222  East  Eufaula,  Norman,  Oklahoma  73069,  prior 
to  publication  of  their  articles.  Other  requests  for  reprints 
must  be  made  to  the  Transcript  Press  within  30  days  after 
publication. 

News 

Readers  are  encouraged  to  submit  news  items  of  interest 
to  Oklahoma  physicians.  Where  dates  of  meetings,  etc,  are 
important,  please  remember  that  each  issue  closes  on  the 
first  day  of  the  preceding  month  and  reaches  subscribers  in 
the  latter  half  of  the  month  of  publication. 
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The  Last  Word 


■ Newest  OSMA  Life  Members,  approved  retro- 
active to  the  August  18  meeting  of  the  Board  of  Trus- 
tees, are  Dick  M.  Lowry,  MD,  and  Hyman  J.  Drell, 
MD,  of  Oklahoma  City  and  Carl  R.  Smith,  MD,  of 
Harrah. 

■ The  Diagnostic  Center  for  Alzheimer’s  Dis- 
ease and  Laboratory  of  Neuropathology  of  the  De- 
partment of  Pathology,  University  of  Oklahoma  Col- 
lege of  Medicine,  established  by  legislative  mandate 
through  contract  with  the  Oklahoma  State  Depart- 
ment of  Health,  provides  (free  of  charge)  the  neuro- 
pathologic  confirmation  of  the  clinical  diagnosis  of 
dementia  (generally  Alzheimer’s  disease)  in  autopsy 
material.  Brain  specimens  removed  at  autopsy  by 
pathologists  throughout  the  state  of  Oklahoma  can 
be  submitted  to  the  center,  where  exhaustive  neuro- 
pathologic  assessment  is  undertaken.  Upon  comple- 
tion of  the  neuropathologic  analysis,  a formal  written 
report  is  sent  to  the  referring  pathologist  and  attend- 
ing physicians.  More  information  can  be  obtained 
from  Roger  A.  Brumback,  MD,  Department  of  Pathol- 
ogy, PO  Box  26901,  OUHSC,  BMSB  451,  Oklahoma 
City,  OK  73190  (telephone  405-271-8820;  FAX  405- 
271-7376). 

■ Results  from  the  largest  case-control  study  to 
date  of  nonsmokers  with  lung  cancer  are  detailed  in 
an  article  by  Elizabeth  T.H.  Fontham  et  al  in  the  in- 
augural November/December  1991  issue  of  Cancer 
Epidemiology,  Biomarkers  & Prevention,  a publica- 
tion of  the  American  Association  for  Cancer  Re- 
search, Inc.,  cosponsored  by  the  American  Society  of 
Preventive  Oncology.  In  a study  involving  over  1500 
nonsmoking  women,  exposure  to  environmental  to- 
bacco smoke  from  a spouse  — “passive  smoking”  — 
was  associated  with  a 30%  increased  risk  of  lung 
cancer  and  a 50%  increased  risk  of  pulmonary  adeno- 
carcinoma. A copy  of  the  article  may  be  obtained  from 
the  AACR  Publications  Department,  Public  Ledger 
Building,  Suite  816,  620  Chestnut  Street,  Philadel- 
phia, PA  19106-3483. 

■ “Seminar  on  the  Office  Based  Diabetic  Pa- 
tient” is  the  title  of  a program  being  offered  in  Okla- 
homa City  on  December  14.  It  will  focus  on  enabling 
the  physician  to  better  manage  the  diabetic  patient 


in  an  office  practice.  Special  emphasis  will  be  placed 
on  patient  education,  non-pharmacologic  manage- 
ment, and  pharmacologic  management  of  the  diabe- 
tic patient.  Time  will  be  allotted  for  case  presentation 
and  discussion. 

Also,  plan  now  to  attend  the  January  25-30  pro- 
gram entitled  “Family  Medicine  and  Obstetrics  and 
Gynecology  Specialties:  Collaboration  in  the  ’90s,”  to 
be  conducted  at  The  Inn  at  Aspen,  Aspen,  Colo.  The 
program  will  be  a collaborative  effort  between  the 
Ob/Gyn  and  Family  Medicine  faculties  at  the  Univer- 
sity of  Oklahoma  Health  Sciences  Center  and  Texas 
Tech  Health  Sciences  Center. 

For  details  on  both  programs,  direct  communica- 
tion to  Magdalen  De  Bault,  Associate  Director,  Con- 
tinuing Medical  Education,  University  of  Oklahoma 
College  of  Medicine,  PO  Box  26901,  3SP511,  Okla- 
homa City,  OK  73190. 

■ The  University  of  Oklahoma  Health  Sciences 
Center  College  of  Medicine  has  been  recognized  by 
the  Southern  Region  Education  Board  (SREB)  for  its 
efforts  in  recruiting  and  retaining  minority  medical 
students,  according  to  Outreach,  the  newsletter  of  the 
University  of  Oklahoma  College  of  Medicine-Tulsa. 
The  College  of  Medicine  has  made  significant  im- 
provements in  its  minority  student  enrollment  in  the 
past  two  years,  said  a recent  report  of  the  SREB.  The 
report  stated  that  there  was  probably  no  coincidence 
that  the  college’s  current  dean,  Edward  N.  Brandt, 
Jr.,  MD,  has  been  previously  associated  with  two  of 
the  other  high-minority  medical  schools  listed  by 
SREB. 

■ The  AM  A Board  of  Trustees  has  recommended 

that  first-year  residents  be  offered  a three-year  mem- 
bership during  the  1993  and  1994  dues  year.  A survey 
of  1100  first-year  residents  indicated  that  almost 
three-fifths  of  the  members  would  be  inclined  to  re- 
join the  AMA  at  the  proposed  three-year  rate,  while 
more  than  two-fifths  of  the  non-members  would  be  in- 
clined to  join.  The  board  said  that  a multiple-year 
membership  could  improve  retention  rates  among  re- 
sidents. If  the  pilot  test  is  approved  by  the  House  of 
Delegates,  three-year  memberships  for  residents 
would  be  set  at  $120,  compared  to  the  current  annual 
dues  rate  of  $45.  (J) 
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